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FOR  MEDICAL  PROFESSIONAL  LIABILITY  COVERAGE, 
THE  ISMA  STRONGLY  RECOMMENDS  PHYSICIANS 
INSURANCE  COMPANY  OF  INDIANA.  Several  companies  are 

anxious  to  provide  most  Indiana  physicians  with  medical  professional  liability  in- 
surance coverage.  Only  one  has  received  the  formal  endorsement,  support,  and 
sponsorship  of  the  Indiana  State  Medical  Association.  That  company  is  PICI, 
Physicians  Insurance  Company  of  Indiana. 

Why  PICI? 

Because  PICI  is  committed  to  providing  Indiana  physicians  with  the  best 
possible  coverage  at  the  lowest  possible  rates  throughout  their  medical  careers. 
Indiana  physicians  dominate  the  company’s  board  of  directors  and  serve  on 
budget,  claims  and  underwriting  committees.  PICI  is  a publicly  held  stock 
company,  and  provides  annual  as  well  as  periodic  interim  financial  reports. 

With  PICI,  you  know  what’s  happening  to  your  premium  dollars.  You  will 
receive  information  about  claims  experience  and  trends.  You  are  guaranteed 
input  on  company  activities,  through  your  physician  members  of  the  company's 
board  and  its  committees.  You  are  part 
of  the  company. 

Through  PICI,  you  also  receive 
competitively  priced  auto,  homeowners, 
office  protection  and  personal  umbrella 
coverages,  designed  and  offered  with 
the  same  long  term  commitment. 

Compare  all  that  PICI  offers  with 
what  you  will  obtain  from  other  sources 
of  medical  professional  liability  and 
other  essential  insurance  coverages.  We 
think  you’ll  agree  that  the  ISMA  has 

endorsed  the  best.  The  Accountable  Company  . . . 


f|T  PHv/icifln;  in/uRAnce 
compflnv  of  iddirdr 

3901  West  86th  Street 
Suite  350 
P.O.  Box  689059 
Indianapolis,  Indiana  46268 
(317)  872-3046  or  toll  free 
in  Indiana  (800)  732-1313 
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Look-Alike  and  Sound-Alike 

Drug  Names 

BENJAMIN  TEPLITSKY,  R.  PH 

Brooklyn,  N.Y. 

DOPRAM 

DOPAMINE 

Look-alike  and  sound-alike 

Category: 

Analeptic 

Used  in  shock 

drug  names  can  be  misinterpreted 

Brand  Name: 

Dopram,  Robins 

Intropin,  American 

by  a nurse  reading  doctors’  orders 

Critical  Care 

or  by  a pharmacist  compounding 

Generic  Name: 

Doxapram  HC1 

Dopamine  HC1 

physicians’  prescriptions.  Such 

Dosage  Forms: 

Injection 

Injection 

misunderstandings  can  result  in 

the  administration  of  a drug  not 

DIAZEPAM 

DIAZOXIDE 

intended  by  the  prescriber. 

Category: 

Antianxiety  agent 

Antihypertensive 

Awareness  of  such  look-alike  and 

Brand  Name: 

Valium,  Roche 

Hyperstat,  Schering 

sound-alike  drug  names  can 

Generic  Name: 

Diazepam 

Dizoxide 

reduce  potential  errors. 

Dosage  Forms: 

Tablets,  Injection 

Capsules,  Injection, 

Suspension 

Dx:  recurrent 

•yS  tASV  H\GH 
fat 


HeRPecin- 


herpes  labialis 

'Herpecin-L  Up  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes."  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
zvith  low  risk  / high  benefit.  Derm.,  Miami 

Staff  and  patients  find  Herpecin-L 
remarkably  effective.  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Indiana,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available  at  all  Hook, 
Peoples,  Revco,  Ribordy  and  SupeRx  Drug  Stores  and  other  select  pharmacies. 


MEDICAL 

saosaoci  mm 

CHARLES  A.  BONSETT,  M.D.,  Indianapolis 


Indiana  State  Medical  Association 
members,  who  voluntarily  contribute 
to  the  Indiana  Medical  History 
Society,  on  occasion  of  paying  the  an- 
nual ISMA  dues,  are  thereby  members 
of  the  Society.  Since  this  includes  the 
majority  of  ISMA  members,  this 
month’s  page  of  NOTES  will  be  used  to 
give  an  account  of  the  Society’s  activities 
for  the  year  1983. 

Financial 

In  May  1983  the  Museum’s  assets  were 
placed  in  a constantly  managed  trust 
fund  at  American  Fletcher  National 
Bank  of  Indianapolis;  and  at  the  end  of 
the  year  an  audit  was  done  by  Peat,  Mar- 
wick, and  Mitchell.  The  results  of  this 
audit  show  the  total  revenue  for  1983 
was  $19,441  (or  $40,491  if  the  gain  on 
the  sale  of  certain  investments  is  in- 
cluded). The  total  expenses  were  $16,799. 
The  primary  sources  of  revenue  were  in- 
terest from  the  Priscilla  Brown  bequest 
(NOTES:  January  1982),  and  contribu- 
tions from  the  Indiana  State  Medical 
Association  ($5,608).  Additional  con- 
tributions were  received  from  the  Marion 
County  Medical  Society  Auxiliary,  Ivy 
Tech  Foundation,  and  from  Larry  Hitch- 
cock, M.D.  Assets  for  the  year,  including 
cash,  cash  investments,  marketable 
securities,  and  other  assets,  totaled 
$166,792. 

(The  1984  ISMA  contribution  to  date 
is  slightly  under  $10,000). 

Collection  Development  and 
Management 

Nineteen  separate  gifts,  totaling  295 
artifacts,  were  accessioned  into  the 
Museum’s  collection  in  1983.  Some  of 
the  more  interesting  artifacts  donated  in- 
cluded a late  19th  century  pocket  micro- 
scope, an  early  pair  of  20th  century 
obstetrical  forceps,  a 1902  diploma  from 
the  Fort  Wayne  Medical  School,  a 
ceramic  invalid  feeder,  a mid- 19th  cen- 
tury spring  lancet,  a collection  of  78 
obstetrical  and  surgical  instruments  from 
the  late  19th  century,  and  a framed 
autographed  photo  of  Dr.  Theodore 


Museum  amphitheater,  circa  1969,  prior 
to  restoration. 


Billroth,  founder  of  gastric  surgery. 

The  process  of  cataloging  the  objects 
in  the  Museum  has  progressed  slowly. 
The  majority  of  the  295  artifacts  ac- 
cepted into  the  collection  in  1983  were 
completely  catalogued  by  the  end  of  the 
year.  Of  the  artifacts  in  the  Museum’s 
existing  collection,  89  prints,  photo- 
graphs, and  medical  artifacts  were 
catalogued  in  1983.  Helen  Davidson,  the 
Museum’s  volunteer  curatorial  assistant, 
who  put  in  448  hours  during  1983,  was 
primarily  responsible  for  the  cataloging 
of  these  89  objects.  In  August  1983  Mrs. 
Davidson’s  work  and  service  to  the 
Museum  was  recognized  by  presenting 
her  with  an  engraved  plaque. 

A significant  achievement  in  the  area 
of  collection  management  and  develop- 
ment was  the  preparation  of  a guide  for 
cataloging  and  classifying  the  collection 
of  medical  artifacts  at  the  Museum.  This 
72-page  guide  provides  the  detailed  steps 
and  rules  for  cataloging  objects,  and  a 
special  classification  system  for  objects 
of  a medical  history  nature. 

Another  significant  step  in  the  area  of 
collection  development  and  management 
was  the  renovation  of  the  area  under  the 
amphitheater  for  the  storage  of  objects. 
The  entire  area  was  painted,  and  special 
steel  shelving  with  protective  plastic 


draping  installed.  Special  plastic  storage 
boxes  were  also  purchased,  so  that  a 
safe,  dust-free  environment  could  be  pro- 
vided for  the  Museum’s  artifacts. 

Educational  Programs 

The  total  attendance  at  the  Museum 
for  the  year  was  435.  Guests  included  the 
Indiana  University  School  of  Medicine, 
Class  of  1933;  the  Osier  Club  (St.  Vin- 
cent Hospital);  Ben  Davis  church 
retirees;  and  classes  from  Capital  City 
Christian  School,  the  Health  Care  In- 
stitute of  Indianapolis,  Ivy  Tech  Foun- 
dation, Green  Castle  High  School, 
IUPUI  School  of  Nursing,  and  DePauw 
School  of  Nursing. 

Although  the  Museum  offered  no 
special  programs  for  the  year,  the 
organization  began  planning  for  future 
programs  and  exhibits.  The  Garden  Club 
of  Indianapolis  was  contacted,  and  their 
help  enlisted  for  the  planting  and  open- 
ing of  a medicinal  herb  garden  at  the 
Museum  in  1984.  The  Museum  also 
worked  with  the  Indiana  Historical 
Society  to  plan  an  Exhibit  on  Pre-Civil 
War  Medicine,  which  opened  at  the  In- 
diana Historical  Society  in  March  1984. 
Moreover,  in  October  1983  the  Board 
approved  the  publication  of  a joint  In- 
diana Historical  Society — Indiana 
Medical  History  Museum  Newsletter  to 
be  sent  to  members  of  the  Indiana 
Historical  Society  and  the  Indiana 
Medical  History  Society.  Also,  the  Board 
approved  printing  a brochure  in  1984. 

Publicity 

In  1983  articles  about  the  Museum  ap- 
peared in  a February  issue  of  the  In- 
dianapolis Star ; the  January  issue, 
Association  of  Indiana  Museums’ 
Bulletin;  and  the  May  issue,  Newsletter 
of  the  American  Association  for  the 
History  of  Medicine.  Also,  a very  nice 
segment  about  the  Museum  appeared  on 
Channel  20’s  Prime  Time  Indiana. 

(The  above  has  been  condensed  from 
the  annual  report  of  the  Indiana  Medical 
History  Society,  prepared  by  Katherine 
McDonell,  Curator.) 
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come  to  where  the  action  will  be!  talk  about: 

Ifaoetutm  m Itet  Cm' 

get  involved,  be  heard!  air  your  ideas,  renew  old  friend 
ships,  help  keep  organized  medicine  on  the  move! 


ON  TAP 

• House  of  Delegates  Sessions 

• Reference  Committees 

• Ethical  Implications  of  Clinical 

Judgment  — National  Speakers 

• Medical  Section  Meetings 


PLUS 

• Surprise  — An  extra  evening  of  entertainment  is  planned 

• Exhibits 

• Receptions 

• Presidents  Dinner  — Music  by  a nationally  known  Big  Band! 

• Special  Entertainment  for  Members! 

• Watch  for  Promotional  Literature  . . . 


RADISSON  PLAZA  HOTEL 

Indiana's  Newest  and  Most  Luxurious 

Indianapolis  • October  19-22,  1984 


smsts  lasaa 


Mallinckrodt  has  a new  blood 
chemistry  analyzer  for  determining 
potassium  values.  Named  the 
Serometer®  , the  instrument  is  a reagent 
test  and  may  be  operated  in  a physician’s 
office  with  accurate  results  obtained  in 
about  30  minutes. 

Schering  has  a new  creamy  lotion  form 
of  Lotrimin.  Lotrimin  Lotion  1%,  brand 
of  clotrimazole,  is  the  latest  addition  to 
the  Lotrimin  line.  It  is  recommended  as 
a prescription  product  for  use  in  treating 
certain  superficial  fungal  infections  of 
the  skin. 

Overworld  Industries  is  offering  Den- 
tal Flossers  for  fast,  easy  and  convenient 
teeth  flossing.  The  Flosser  consists  of  a 
plastic  handle  open  at  one  end  in  the 
shape  of  a U with  a short  strip  of  dental 
floss  stretched  across  the  opening.  The 
handle  may  be  bent  in  any  angle  for  easy 
access  to  various  teeth.  The  Dental 
Flosser  is  not  recommended  for  routine 
at-home  flossing  but  rather  for  conven- 
ience when  away  from  home.  The 
Flossers  may  be  carried  in  a pocketbook, 
briefcase,  traveling  bag  or  lunch  box. 

Gaymar  sells  a new  sof.care  O.R. 
cushion  which  employs  the  capability  of 
configuring  to  individual  patient  body 
shapes  and  provides  surgical  patients 
with  highly  effective  protection  against 
pressure  ulcers.  It  is  designed  for  patients 
during  surgical  procedures  lasting  two  or 
more  hours.  It  is  also  suited  for  con- 
tinued postoperative  protection  in  ICUs 
and  recovery  rooms. 

Key  Pharmaceuticals  has  FDA  ap- 
proval to  indicate  dosage  information  on 
a transdermal  nitroglycerin  product  in 
both  surface  area  as  measured  in  square 
centimeters  and  in  milligrams.  Advan- 
tages accrue  to  emergency  room  physi- 
cians and  to  physicians  who  are  con- 
sulted during  the  patient’s  travels. 

Hewlett-Packard  has  a new  fetal 
monitor  for  antepartum  screening.  The 
HP  8041 A provides  an  increased  level  of 
operational  ease  and  precision  to  the  pre- 
labor examinations  of  the  mother-to-be 
patient.  It  carries  a low  cost  and  is 
suitable  for  use  in  the  office,  clinic  and 
hospital. 


A battery-powered  system  that  adds 
mobility  and  fingertip  control  to  manual- 
ly operated  carts  carrying  from  500  to 
1,000  pounds  of  medical  diagnostic 
equipment  has  been  developed  by  Saga 
Engineering  Corporation  for  hospitals, 
mobile  medical  vans,  trauma  centers  and 
medical  clinics.  The  system  is  called 
Medi-Mover  I.  It  may  be  installed  in  less 
than  an  hour  without  making  structural 
of  electrical  modifications  to  the  manual 
push  carts. 

Upjohn  will  soon  have  Micronase 
Tablets  (glyburide)  on  the  market.  It  is 
a new,  once  a day,  anti-diabetes  medica- 
tion suitable  for  treatment  of  non- 
insulin-dependent diabetes.  Micronase 
Tablets  are  not  indicated  for  patients 
with  insulin-dependent  diabetes. 

Abbott  Laboratories  has  developed  a 
new  micro-infusion  pump  capable  of 
delivering  parenteral  and  enteral  fluids 
in  dosages  as  low  as  0.1  milliliters  per 
hour.  The  “LifeCare  Micro  Pump”  is 
designed  for  use  with  neonates,  pediatric 
patients  and  fluid-restricted  critical  care 
patients.  The  range  of  flow  extends  from 
0.1  to  99.9  ml  per  hour. 

Syntex  has  received  FDA  approval  to 
market  a triphasic  oral  contraceptive  that 
contains  the  lowest  dose  in  overall  hor- 
monal content  currently  available.  Tri- 
Norinyl™  reduces  the  incidence  of  break- 
through bleeding  and  spotting  between 
periods.  The  dosage  of  ethinyl  estradiol 
is  constant  throughout  the  cycle.  The 
dosage  of  the  progestational  agent  (nore- 
thindrone)  increases  during  the  nine  days 
of  the  cycle  when  breakthrough  bleeding 
is  most  likely  to  occur.  Tri-Norinyl  is 
packaged  and  labeled  according  to  days 
of  the  week.  It  is  available  in  either  a 
28-day  or  21-day  regimen. 


News  of  what  is  new  in  the  medical  supply 
industry  is  composed  of  abstracts  from 
news  releases  by  book  publishers  and 
manufacturers  of  pharmaceuticals,  clinical 
laboratory  supplies,  instruments  and 
surgical  appliances.  Each  item  is  publish- 
ed as  news  and  does  not  necessarily  con- 
stitute an  endorsement  of  a product  or 
recommendation  for  its  use  by  Indiana 
Medicine  or  by  the  Indiana  State  Medical 
Association. 


Reflotron  is  a new  blood  analyzer  for 
physicians’  offices  which  is  manufac- 
tured by  the  Bio-Dynamics  Division  of 
Boehringer  Mannheim  Diagnostics.  It  is 
a stand-alone  unit,  about  the  size  of  a 
portable  typewriter.  It  utilizes  dry 
chemistry  technology  and  modern  micro- 
electronics to  perform  the  most  frequent- 
ly requested  laboratory  tests  from  a small 
sample  of  blood,  giving  results  within 
minutes. 

Intravenous  Calan®  (verapamil  HC1) 
is  now  available  from  Searle  in  easier- 
to-use  vials,  a form  that  is  faster  and 
more  convenient  for  hospital  staffs  to  use 
than  previously  available  all-glass  am- 
puls. The  new  vial  is  stoppered  with  rub- 
ber and  protected  by  a flip-top  plastic 
cap. 

Polaroid  has  two  types  of  film 
especially  adaptable  to  the  production  of 
one-minute  black  & white  or  full  color 
films  for  medical  illustrations  and  pro- 
jection. The  35mm  film  may  be  used  in 
a standard  35mm  camera.  The  Auto- 
Films  are  used  in  the  Polaroid  Model 
CB-33  AutoFilm  camera.  The  exposed 
film  is  processed  and  mounted  in  minutes 
without  darkroom,  expensive  equipment 
or  precise  temperature  control. 

Western  Enterprises  has  a newly 
designed,  innovative  and  easy-to-operate 
line  of  portable  oxygen  systems  under  the 
Free’n-Easy  product  name.  There  are  15 
different  models,  including  Free’n-Easy 
Shoulder  Packs,  Cartable  Packs  and  a 
basic  Homecare  Kit.  All  are  character- 
ized by  controls  which  are  easily 
operated,  even  by  patients  who  are 
infirm. 

Instromedix  has  the  first  micro-holter 
for  ambulatory  ECG  monitoring.  Its 
name  is  Instant  Replay.  It  is  pocket-sized 
and  easily  carried.  When  a symptom  is 
felt  the  patient  activates  the  “Record” 
button.  The  event  is  stored  and  may  be 
transmitted  transtelephonically  to  an  In- 
stromedix LifeSigns  Receiving  Center. 

Amko  offers  a new  matte  black 
Teflon-coated  SRT  vaginal  speculum 
which  evacuates  smoke  and  induces  bet- 
ter field  visualization  in  laser  surgery.  It 
is  non-reflective,  self-lubricating  and  easy 
to  clean. 
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Oncology  Nursing 

“Oncology  Nursing  Conference  VI” 
will  be  sponsored  by  the  Department  of 
Nursing  at  the  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston  Sept.  12  to  14  at  the  Hyatt 
Regency  Hotel  Downtown. 

Write  or  phone  Office  of  Conference 
Services,  Box  131,  M.D.  Anderson 
Hospital,  6723  Bertner  Ave.,  Houston 
77030— (713)  792-2222. 

Lung  Cancer  1984 

“Lung  Cancer  1984”  is  the  topic  of 
the  27th  annual  Clinical  Conference  to 
be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel  Nov.  7-9. 

Contact  Office  of  Conference  Services, 
Box  131,  M.D.  Anderson  Hospital,  6723 
Bertner  Ave.,  Houston  77030 — (713) 
792-2222. 


Indiana  University  CME 

For  the  Primary  Care  Physician 

Aug.  17 — Office  Orthopedics,  Inn  of 
the  Fourwinds,  Bloomington. 

“Mini-Fellowship  in  Rheumatology,” 
offered  by  the  Rheumatology  Division, 
Dept,  of  Medicine,  I.U.  School  of 
Medicine.  For  general  internists,  family 
physicians  and  general  practitioners. 
40-hour  instructional  program  in  the  I.U. 
Medical  Center;  5 consecutive  days,  or 
other  suitable  arrangements.  This  pro- 
gram should  assist  the  participant  in  at- 
taining the  skills  for  effective  office 
management  of  common  rheumatologic 
problems,  interpretation  of  relevant 
laboratory  tests  and  techniques  for  joint 
aspiration  and  local  soft  tissue  injection. 
This  will  include  experience  with  the 
“team  approach”  to  management  of  the 
arthritic  patient  in  the  community.  Con- 
tact K.  Brandt,  M.D.,  Head,  Rheuma- 
tology Division,  I.U.  School  of 
Medicine,  (317)  264-4225. 

For  the  Specialist 

Aug.  10,  11 — Inflammatory  Disease  of 
the  Bowel,  Hyatt  Regency,  Indianapolis. 

For  additional  information,  contact 
the  CME  Division,  Indiana  University 
School  of  Medicine— (317)  264-8353. 


Cancer  Rehabilitation 

The  second  Fall  Cancer  Rehabilitation 
Conference  of  the  University  of  Wiscon- 
sin will  be  conducted  Oct.  4-5  at  the 
University  of  Wisconsin  Hospital  in 
Madison.  The  fee  is  $70. 

Contact  Sarah  Aslakson,  465B  WARF 
Bldg.,  610  Walnut  St.,  Madison,  Wise. 
53705— (608)  263-2856. 

Seminars  in  Pediatrics 

“Seminars  in  Pediatrics”  will  be  con- 
ducted Oct.  12-13  at  the  Clinical  Science 
Center,  University  of  Wisconsin  at 
Madison. 

AMA  Category  1 credit  is  10  hours. 
Fees  are  $100  for  physicians,  $65  for 
nurses. 

Contact  Sarah  Aslakson,  465B  WARF 
Bldg.,  610  Walnut,  Madison,  Wise. 
53705— (608)  263-2856. 

ASIM  Annual  Meeting 

The  American  Society  of  Internal 
Medicine  will  hold  its  annual  meeting 
Sept.  20-23  at  the  Hilton  Palacio  Del  Rio 
Hotel  in  San  Antonio. 

The  theme  of  the  meeting  will  be 
“Transitions  and  Transactions.”  Pro- 
gram sessions  will  focus  on  “Medicine, 
Society  and  the  Dying  Patient:  The  Case 
of  Granny  Doe”  and  “The  New  Era  of 
Negotiations.” 

Lung  Cancer 

“Lung  Cancer”  will  be  the  subject  of 
the  Cincinnati  Cancer  Conference  III,  to 
be  held  Nov.  2-3  at  the  Hyatt  Regency 
in  Cincinnati. 

For  details  contact  Thomas  J.  O’Con- 
nor, Bethesda  Hospitals,  619  Oak  St., 
Cincinnati  45206 — (513)  569-6337. 


The  Journal  of  the  American  Medical 
Association  publishes  a list  of  CME  courses 
for  the  United  States  twice  yearly.  The 
January  listing  features  courses  offered 
from  March  through  August;  the  July 
listing  features  courses  offered  from 
September  through  February. 


Regional  Anesthesia 

Wayne  State  University  School  of 
Medicine  will  conduct  a course  in 
“Regional  Anesthesia:  Anatomy  and 
Techniques”  at  the  Detroit  Medical 
Center  Aug.  18-19.  Registration  fee  is 
$275. 

For  a copy  of  the  program  and  other 
details,  write  to  Wayne  State  University 
School  of  Medicine,  CME  Division,  4H 
DRHUHC,  4201  St.  Antoine,  Detroit 
48201. 


Clinical  Nutrition 

“Challenges  for  Clinical  Nutrition  in 
the  Eighties”  is  the  title  of  a post- 
graduate course  to  be  conducted  Sept. 
10-11  by  the  American  Society  for 
Parenteral  and  Enteral  Nutrition  at  the 
Marriott  Pavillion  Hotel  in  St.  Louis, 
Mo. 

Contact  ASPEN,  1025  Vermont  Ave., 
N.W.,  Suite  810,  Washington,  D.C. 
20005— (202)  638-5881. 

Pediatrics  Symposium 

The  12th  annual  Fall  Pediatric 
Surgery/Pediatrics  Symposium  concern- 
ing “Care  of  the  Seriously  111  Child”  will 
be  held  at  the  Indianapolis  Radisson 
Hotel,  Keystone  at  the  Crossing,  Oct. 
10-11.  The  symposium  will  be  sponsored 
by  the  Indiana  University  School  of 
Medicine. 

Contact  Jay  Grosfeld,  M.D.,  Riley 
Hospital,  702  Barnhill  Drive,  In- 
dianapolis 46223 — (317)  264-4681,  or  Joni 
Downs— (317)  264-8353. 

Newborn  Symposium 

“Cardio-Respiratory  Problems  in  the 
Newborn”  will  be  the  theme  of  the  18th 
Annual  Newborn  Symposium  to  be  con- 
ducted by  the  Pediatrics  Department  of 
the  University  of  Louisville  School  of 
Medicine  Nov.  1-2.  Category  1 credits 
will  be  allowed. 

Contact  Billy  F.  Andrews,  M.D., 
Kosair-Children’s  Hospital,  University  of 
Louisville,  Louisville  40292 — (502) 
562-8826. 
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‘Camp  Friendship’  for  Children 

The  Ohio  Division  will  conduct  a 
4‘/2 -day  camping  program  designed 
specifically  for  children  with  cancer,  now 
titled  “Camp  Friendship.”  The  camp 
will  be  held  at  Camp  Kern,  Dayton 
YMCA  Camp,  located  near  Kings 
Island,  Aug.  11-15.  Attendance  will  be 
limited  to  40  children,  ages  7-15.  They 
will  accept  eligible  children  from  outside 
of  Ohio.  There  is  no  charge. 

Interested  parents  should  contact  the 
Ohio  Division  at  1375  Euclid  Ave., 
Room  312,  Cleveland  44115— (216) 
771-6700. 

Orientation  Kit 

An  ACS  orientation  kit  has  been 
developed  for  physicians  and  dentists 
who  are  settling  in  local  communities 
throughout  our  state.  Sample  kits  are 
available  through  your  local  Staff 
Representative.  The  Welcome  Doctor 
Folder  and  material  contents  should  be 
ordered  separately  from  the  Division  Of- 
fice Distribution  Department. 

The  kit  includes  10  items:  I Advise  My 
Patients  Not  to  Smoke  and/or  Thank 
You  for  Not  Smoking  tent  sign;  standard 
breast  self-examination  brochure;  Cancer 
Chemotherapeutic  Agents;  The  ACS-A 
Fact  Book  for  the  Medical  and  Related 
Professions;  Cancer  Statistics  1984;  1984 
Cancer  Facts  and  Figures;  Indiana  Divi- 
sion Professional  Education  Materials 
Catalog;  You’re  Not  Alone  When 
Cancer  Strikes  (“We  Can  Help”),  In- 
diana Division  service  brochure;  material 
order  form;  and  program  order  form. 

ACS  Nutrition  Guidelines 

• A healthy,  sensible  diet  may  help 
reduce  your  chance  of  getting  cancer. 

• While  no  concrete  dietary  advice  can 
be  given  that  will  guarantee  prevention 
of  any  specific  human  cancer,  some  food 
constituents  may  cause  or  promote 
cancer  while  others  may  protect  against 
the  disease. 

• The  National  Board  of  Directors  ap- 
proved the  following  nutrition  guidelines: 

Avoid  obesity.  The  first  Cancer 


Prevention  Study  uncovered  higher 
cancer  risks  for  overweight  men  and 
women,  particularly  those  40%  or  more 
overweight. 

Cut  down  on  total  fat  intake.  Modera- 
tion in  the  use  of  fatty  foods  reduces  the 
chances  of  getting  breast,  colon  and  pro- 
state cancers  and  reduces  daily  calorie 
consumption. 

Eat  more  high  fiber  foods,  such  as 
fruits,  vegetables  and  whole  grain 
cereals.  Scientists  still  are  debating  the 
possible  advantages  of  the  fiber  in  the 
diet  but  even  if  fiber  itself  does  not  prove 
to  have  a protective  effect  against  cancer, 
high-fiber  foods  are  a healthy  substitute 
for  fatty  foods. 

Include  foods  rich  in  vitamins  A and 
C in  the  daily  diet.  Obtain  vitamins  from 
fruits  and  vegetables.  Excessive  sup- 
plementary use  of  vitamin  A in  capsule 
or  tablet  form  can  be  toxic. 

Include  cruciferous  vegetables  such  as 
cabbage,  broccoli,  Brussels  sprouts, 
kohlrabi  and  cauliflower  in  the  diet. 
Epidemiologic  research  suggests  these 
foods  may  help  reduce  the  risk  of  cancers 
of  the  gastrointestinal  and  respiratory 
tracts.  Animal  studies  indicate  these 
vegetables  may  be  highly  effective  in  the 
prevention  of  chemically  induced  cancer. 

Be  moderate  in  consumption  of 
alcoholic  beverages.  Heavy  drinkers, 
especially  those  who  also  smoke,  are  at 
unusually  high  risk  for  cancers  of  the 
oral  cavity,  larynx  and  esophagus. 
Alcohol  abuse  also  can  result  in  cirrhosis, 
which  sometimes  leads  to  liver  cancer. 

Be  moderate  in  consumption  of  salt- 
cured,  smoked  and  nitrite-cured  foods. 
Hams,  fish  and  some  sauages  smoked  by 
traditional  methods  absorb  cancer- 
causing  tars  similar  to  those  contained 
in  tobacco  smoke.  Inferential  evidence 
from  around  the  world  links  salt-cured 
or  pickled  foods  to  an  increased  risk  of 
stomach  and  esophageal  cancer. 

Lung  Cancer  Exceeds  Breast  Cancer 
in  12  States 

At  the  recent  Science  Writers  Seminar 
Dr.  Gerald  P.  Murphy,  president  of  the 


New  information  from 
Indiana  Division 
American  Cancer  Society,  Inc. 
4755  Kingsway  Dr.,  Suite  100 
Indianapolis  46205 

EVERY  PHYSICIAN’S  OFFICE— 
A CANCER  DETECTION  CENTER 


Society,  reported  that  in  at  least  12  states 
lung  cancer  has  surpassed  breast  cancer 
as  the  leading  cause  of  female  cancer 
death.  A list  of  these  states  follows. 


STATE  LUNG  BREAST  YEAR 


Alaska1 

26 

26 

1981 

California2 

4100 

4000 

1983 

Florida3 

2130 

1964 

1982 

Hawaii4 

90 

89 

1982 

Kentucky 

558 

548 

1982 

Louisiana 

578 

550 

1982 

Nevada5 

96 

72 

1979 

Oklahoma 

451 

448 

1982 

Oregon 

405 

386 

1982 

Texas 

1797 

1738 

1982 

Washing- 

ton6 

631 

583 

1981 

West 

Virginia 

347 

317 

1982 

1 . Lung  cancer  also  surpassed  breast  cancer 
as  leading  cause  of  cancer  deaths  among 
women  in  Alaska  in  1980 — 29  lung 
cancer  vs  24  breast. 

2.  California  mortality  Figures  predicted  for 
1983  by  Donald  Austin,  chief  of 
epidemiology  for  the  California  Depart- 
ment of  Health  Services,  based  on  a 
reading  of  established  trend:  1981 — lung 
cancer  3507,  breast  cancer  3577; 
1982 — lung  cancer  3851;  breast  cancer 
3865. 

3.  Lung  cancer  also  surpassed  breast  cancer 
as  leading  cause  of  cancer  deaths  among 
women  in  Florida  in  1980  and  1981.  In 
1980  there  were  1812  lung  cancer  deaths 
and  1665  breast  cancer  deaths.  In  1981 
there  were  1928  lung  cancer  deaths  and 
1874  breast  cancer  deaths. 

4.  Lung  cancer  first  surpassed  breast  cancer 
as  leading  cause  for  cancer  deaths  among 
women  in  Hawaii  in  1980 — 76  lung  vs 
68  breast.  In  1981  there  were  more  cases 
of  cancer  of  the  breast — 84  vs  71  cancers 
of  the  lung. 

5.  The  Nevada  State  Health  Department 
reports  that  it  does  not  break  down  mor- 
tality statistics  by  site  or  sex.  The  1979 
figures  are  from  National  Center  for 
Vital  Statistics. 

6.  Lung  cancer  first  surpassed  breast  cancer 
as  leading  cause  of  cancer  deaths  among 
women  in  Washington  state  in  1980, 
when  there  were  590  lung  cancer  deaths 
and  565  breast  cancer  deaths.  This  pat- 
tern continued  in  1981,  but  in  1982 
breast  cancer  deaths  advanced  to  643 
while  lung  cancer  deaths  remained  ap- 
proximately level  at  636. 
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Society  Receives  Records  of  American 
Lung  Association  of  Indiana 


The  American  Lung  Association  of  Indiana  (formerly 
the  Indiana  Tuberculosis  Association)  recently  donated 
its  large  collection  of  records,  photographs,  books,  and 
pamphlets  to  the  Indiana  Historical  Society  Library.  The 
collection  includes  minutes  from  the  Association’s  annual 
meetings,  1930-1971;  minutes  of  the  Association’s 
Executive  Committee  meetings,  1938-1970;  financial 
statements  and  budgets,  1939-1950;  and  records  of  sales 
of  the  Association’s  Christmas  seals,  1936-1950.  The 
donation  also  contains  publicity  scrapbooks,  a variety  of 
books  and  pamphlets,  and  over  150  photographs  and 
negatives. 

This  collection  represents  the  American  Lung 
Association’s  second  donation  to  the  Indiana  Historical 
Society  Library.  In  1982,  the  Indiana  Historical  Society 
received  records,  reports,  and  photographs  from  the  state 
office  from  1947-1960,  a variety  of  records  from  the 
county  tuberculosis  associations,  and  a large  collection  of 
promotional  material,  pamphlets,  artifacts,  and  posters. 

The  National  Association  for  the  Study  and  Prevention 
of  Tuberculosis  was  founded  in  1904  as  part  of  a 
nationwide  health  movement  to  educate  the  public  about 
tuberculosis  and  other  communicable  diseases.  At  that 
time,  tuberculosis  was  still  a leading  cause  of  death.  The 
organization’s  major  goals  were  to  study  tuberculosis  in 
all  its  forms;  to  disseminate  knowledge  about  the  causes, 
treatment,  and  prevention  of  the  disease;  and  to 
encourage  its  prevention  and  scientific  treatment.  Along 
these  same  lines,  the  Indiana  Tuberculosis  Association 
was  founded  in  1907,  with  the  enthusiastic  support  of 
legislators,  physicians,  and  public  health  officials  who  had 
already  been  actively  fighting  the  “white  plague.”  In  a 
whirlwind  campaign,  the  Association  worked  with  local 
organizations  to  build  sanatoria  for  tuberculosis  patients. 

( continued  on  Page  3 ) 


The  Indiana  Tuberculosis  Association  sponsored  a visiting  nurses' 
program  to  educate  the  public  about  the  causes,  prevention,  and 
treatment  of  tuberculosis.  This  photograph  is  part  of  the  American 
Lung  Association  of  Indiana's  donation  to  the  Indiana  Historical 
Society. 


Museum  Corner 

The  Indiana  Medical  History  Museum  recently  received 
a set  of  mid-to-late  nineteenth-century  embryotomy 
instruments  from  Hugh  N.  Grimes,  M.D.  of  Indianapolis. 
Included  in  the  set  were  a crotchet,  blunt  hook,  and 
perforator  scissors. 

Embryotomy  instruments  date  to  the  1600s.  From  the 
mid- 1 700s  to  the  end  of  the  nineteenth  century,  the  style 
and  shape  of  these  instruments  have  undergone  only 
slight  alterations.  Often  in  preternatural  or  dilficult  births, 
an  immediate  delivery  was  necessary  to  save  the  mother’s 
life.  In  some  cases,  the  child’s  position  could  not  be 
altered.  In  many  of  these  protracted  cases  of  labor,  the 
child  had  already  died.  Rather  than  perform  a Caesarian 
section  and  endanger  the  mother’s  life,  the  physician 
would  perform  an  embryotomy. 

In  an  embryotomy  (often  referred  to  as  a craniotomy), 
the  physician  destroyed  the  fetus  within  the  uterus.  Using 
both  the  perforator  and  the  crotchet,  the  physician 
decapitated  the  fetus.  The  physician  then  used  the  blunt 
hook  to  grasp  the  fetus  and  extract  it  from  the  uterus.  As 
can  w'ell  be  imagined,  the  embryotomy  was  a horrifying 
experience  for  women,  but  in  some  protracted  births,  the 
operation  was  an  obstetrician’s  only  hope  of  saving  the 
mother. 

With  the  introduction  of  the  forceps  in  the  mid- 1700s, 
the  number  of  embryotomies  was  drastically  reduced. 
Although  Peter  Chamberlen  the  Elder  (1560-1631)  of 
London  is  credited  with  the  invention  of  the  short, 
straight  forceps,  the  invention  remained  a family  secret 
for  many  years.  The  Chamberlens  were  all  midwives,  and 
probably  because  of  their  secret  invention,  they  claimed 
to  be  exceptional  at  their  trade.  A member  of  the 
succeeding  generation  of  Chamberlens,  Hugh 
Chamberlen,  Junior  (1664-1728),  finally  revealed  the 


ISSN  0743-6033 

Snakeroot  Extract  is  a joint  publication  of  the  Indiana  Historical 
Society’s  Medical  History'  Committee  (315  West  Ohio  Street, 
Indianapolis,  Indiana  46202)  and  the  Indiana  Medical  History 
Museum  (Old  Pathology  Building,  3000  West  Washington 
Street,  Indianapolis,  Indiana  46222).  The  newsletter  is  mailed  to 
members  of  both  the  committee  and  the  museum. 

Charles  A.  Bonsett,  M.D.,  Editor 
Ann  G.  Carmichael,  MD.,  Ph  D , Asst  Editor 
Katherine  Mandusic  McDonell,  Managing  Editor 
Submit  all  items  for  publication  in  the  newsletter  and  inquiries 
about  membership  information  to  the  Managing  Editor,  c/o 
Indiana  Historical  Society,  315  West  Ohio  Street,  Indianapolis, 
Indiana  46202. 

Snakemot  Extract  derives  its  name  from  the  white  snakeroot 
plant,  a plant  that  is  significant  in  Indiana  medical  history.  For 
years,  a mysterious  disease  called  milk  sickness  plagued  early 
Hoosiers.  There  were  many  theories  as  to  the  disease’s  cause,  but 
the  actual  cause  remained  unknown  until  the  1 920s.  At  that  time, 
the  disease  was  traced  to  the  white  snakeroot  plant  or,  rather,  to 
the  consumption  of  milk  from  cows  that  had  eaten  it.  The  plant 
contains  the  poison  tremetol. 


Photo  by  Seth  Rossntan 


Embryotomy  instruments  (from  left  to  right):  blunt  hcxrk, 
perforator  scissors,  and  crotchet 


instrument  before  his  death. 

During  the  1700s  and  1800s,  physicians  tried  to 
improve  upon  the  design  of  the  cumbersome,  straight 
forceps.  Benjamin  Pugh,  a London  male-midwife, 
introduced  the  pelvic  curve  to  the  forceps  in  1740. 
William  Smellie  (1697-1793),  also  of  London,  tried  to 
improve  upon  the  design  by  replacing  the  w ooden  blades 
with  steel  ones,  and  covering  the  instrument  w ith  leather. 
Smellie’s  greater  service  to  the  obstetric  art  lay  in  his 
efforts  to  educate  physicians  on  the  use  of  the  instrument 
in  difficult  deliveries,  and  he  stressed  that  the  forceps 
obviated  the  need  for  embryotomy.  While  the  forceps  did 
reduce  the  number  of  “craniotomies,”  the  operation  w as 
still  performed  in  cases  of  protracted  labor  throughout 
the  nineteenth  century'. 

Museum  Opens  Medicinal 
Herb  Garden 

With  the  help  of  the  Central  Indiana  District  Garden 
Club,  the  Indiana  Medical  History'  Museum  now'  has  a 
medicinal  herb  garden.  Helen  Merrill  and  Jerri  De  La, 
both  Garden  Club  members,  were  instrumental  in  the 
organization  and  planting  of  the  garden.  Included  among 
the  over  twenty'  plants  in  the  garden  are  digitalis, 
pennyroyal,  tansy',  horehound,  mayapple,  and  butterfly 
weed.  A program  on  the  role  of  herbs  in  medicine  is 
planned  for  September.  The  date  of  this  program  will  be 
announced. 
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Society  Receives  Records 

(continued  from  Page  1 ) 

The  major  source  of  financial  support  for  the  Association 
came  from  the  sale  of  Christmas  seals,  originally 
sponsored  by  the  Red  Cross.  The  state  association 
distributed  posters  on  the  disease,  sponsored  health 
parades,  and  mounted  educational  exhibits  at  schools  and 
fairs.  Moreover,  the  state  organization  founded  “fresh  air” 
schools  for  tuberculous  children  or  children  from 
tuberculous  homes.  The  schools  stressed  the  importance 
of  fresh  air  in  the  cure  of  the  disease. 

By  the  1940s,  there  was  a drastic  reduction  in  the 
number  of  deaths  from  the  disease.  By  the  1950s,  the 
battle  against  tuberculosis  was  almost  won,  and  the 
national  association  expanded  its  scope  to  include  other 
respiratory  diseases  such  as  asthma,  chronic  bronchitis, 
and  emphysema.  The  Indiana  Association  followed  the 
lead  of  the  national  organization  and  changed  its  name  to 
the  Indiana  Tuberculosis  and  Respiratory  Disease 
Association.  In  the  1 970s,  the  name  was  changed  again  to 
the  American  Lung  Association  of  Indiana.  The  records  of 
this  organization  provide  a rich  source  of  material  for 
those  interested  in  the  history  of  the  American  Lung 
Association  of  Indiana,  as  well  as  the  entire  public  health 
movement  in  the  state. 
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As  part  of  its  campaign  against  tuberculosis,  the  National 
Tuberculosis  Association  produced  posters  and  distributed 
them  to  state  associations.  The  above  poster  dates  from  1957- 


Children  's  Health  Parade  sponsored  by  the  Indiana 
Tuberculosis  Association  in  Fairmount,  Indiana,  ca.  1915. 
(Photograph  in  the  collection  of  the  Indiana  Historical  Society 
Library’) 


A scene  from  one  of  the  Indiana  Tuberculosis  Association 's 
fresh  air”  schools,  ca.  1915.  (Photograph  in  the  collection  of 
the  Indiana  Historical  Society  Library ) 


Exhibit  Extended 

The  Indiana  Historical  Society’s  exhibit,  “Medicine  in 
Antebellum  Indiana:  Conflict,  Conservatism,  and 
Change,”  has  been  extended  through  August  31,  1984. 
Mounted  in  the  exhibit  gallery  of  the  Indiana  Historical 
Society,  the  exhibit  depicts  medicine  and  health  in  pre- 
Civil  War  Indiana  and  contains  books,  manuscripts,  and 
artifacts  from  both  the  Indiana  Historical  Society  and  the 
Indiana  Medical  History'  Museum. 

Copies  of  the  accompanying  catalog  can  be  purchased 
from  the  Indiana  Historical  Society,  315  West  Ohio  Street, 
Indianapolis,  Indiana  46202.  The  price  of  the  catalog  is 
$2.40  (plus  tax)  for  members  of  the  Society  and  $3-00 
(plus  tax)  for  nonmembers. 
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Museum  Presents  Play 
as  Fund-Raiser 

On  June  9,  1984,  the  Indiana  Medical  History  Museum, 
in  conjunction  with  the  Mental  Health  Association  in 
Marion  County,  sponsored  an  exclusive  fund-raising 
event.  The  evening  began  with  the  presentation  of  the 
play.  Not  Above  a Whisper:  A Portrayal  of  Dorothea  DLx, 
in  the  teaching  amphitheater  of  the  historic  Old 
Pathology  Building  (which  currently  houses  the  Indiana 
Medical  History  Museum).  Dorothea  Lynde  Dix  ( 1802- 
1887)  was  a noted  nineteenth  century  mental  health 
reformer.  The  play  had  premiered  at  the  National  Portrait 
Gallery  of  the  Smithsonian  Institution.  The  play’s 
performance  at  the  museum  represented  its  debut  in 
Indianapolis.  It  was  performed  by  Gayle  Stahlmuth  and 
Lee  O’Connor,  professional  New  York  actors. 

After  the  play,  Dr.  and  Mrs.  Glenn  W.  Irwin, Jr.,  program 
chairpersons  for  the  event,  hosted  a champagne/dessert 
at  their  home  for  the  invited  guests.  Program  committee 
members  included  Mr.  and  Mrs.  Thomas  W.  Binford,  Dr. 
and  Mrs.  Otis  R.  Bowen,  Mr.  and  Mrs.  Joseph  E.  Crosby,  Dr. 
and  Mrs.  Hugh  C.  Hendrie,  Dr.  and  Mrs.  Dennis  S. 
Megerthardt,  Mr.  and  Mrs.  Kurt  F.  Pantzer,Jr.,  Mrs.  Jeffery 
Pfaff,  Dr.  and  Mrs.  William  M.  Sholty,  Mr.  Herbert  Simon 
and  Diane  Meyer  Simon,  Mr.  and  Mrs.  Alfred  J.  Stokely, 
Mrs.  Robert  H.  Staton,  and  Dr.  E.  L.  Van  Buskirk  and  Mrs. 
Joan  Van  Buskirk-Tanner. 


Dorothea  Lynde  Dix  ( 1802-1887) 


Proceeds  from  the  fund-raiser  benefited  both  the 
Mental  Health  Association  in  Marion  County  and  the 
Indiana  Medical  History'  Museum.  The  museum  will  use 
the  money  raised  from  this  event  to  conduct  a mechanical 
systems/architectural  survey  of  the  Old  Pathology 
Building. 


T.  S.  DANIELSON,  JR.,  M.D.,  M.P.H. 
Acting  State  Health  Commissioner 


New  information  from 
Office  of  the  Commissioner 
Indiana  State  Board  of  Health 
1330  W.  Michigan  St. 
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Indianapolis,  Ind.  46206 
317-633-8400 


After  more  than  two  years’  effort,  we 
now  have  on  the  books  the  new  rules 
governing  the  operation  of  Indiana’s 
nursing  homes  and  other  similar  health 
facilities.  The  passage  of  Senate  Bill  60 
in  early  1982  was  intended  to  have  an 
effect  on  improving  the  quality  of  life 
for  the  residents  of  these  homes,  and  the 
rules  which  are  a result  of  SB  60  and 
now  in  effect  achieve  that  lofty  goal. 

SB  60  (commonly  known  as  the  Nurs- 
ing Home  Reform  Act  and  the  Health 
Facilities  Law)  was  the  end  result  of  a 
wave  of  nursing  home  reform  efforts 
that  included  a General  Assembly  interim 
study  committee  on  retirement  and  nurs- 
ing homes — as  well  as  the  State  Health 
Commissioner’s  Task  Force  on  Care  of 
the  Aging  and  Aged — in  1981.  These  two 
groups  reviewed  the  delivery  of  services 
in  nursing  homes,  the  standards  of  care, 
the  enforcement  of  nursing  home  stan- 
dards, and  community  alternatives  to 
nursing  home  care  such  as  home  health 
care  or  adult  day  care. 

Following  the  passage  of  SB  60  (which 
became  PL  29),  the  Indiana  Health 
Facilities  Council  appointed  a rule- 
writing committee  to  develop  and  classify 
the  rules  required  by  the  law.  The  com- 
mittee was  made  up  of  a physician,  a 
nurse,  an  administrator  of  a proprietary 
facility,  a mental  health  professional,  a 
representative  of  the  Department  of 
Public  Welfare,  and  a representative  of 
the  State  Commission  on  Aging. 

The  committee  was  asked  to  develop 
specific,  enforceable  rules  which  were 
resident-centered,  could  be  easily 
understood  by  health  care  providers  and 
consumers,  and  were  compatible  with 
current  Medicare/Medicaid  certification 
standards. 

In  their  final  form,  the  new  rules  are 
divided  into  six  distinct  parts.  Rule  1 
contains  definitions  of  terms,  Rule  2 
discusses  general  requirements  of  health 
facilities,  Rule  3 covers  comprehensive 
care  facilities,  Rule  5 deals  with  residen- 
tial care,  Rule  6 talks  about  children  in 
health  facilities,  and  Rule  7 covers  in- 
termediate care  facilities  dealing  with  the 
mentally  retarded.  Rule  4 dealings  with 


intermediate  care  facilities  was  not 
approved. 

Each  rule  is  classified  into  one  of  four 
categories:  an  offense,  a deficiency,  a 
noncompliance,  or  a nonconformance. 
This  classification  was  developed  on  the 
basis  of  the  impact  that  the  violation  has 
on  the  health,  safety,  rights,  security  and 
welfare  of  the  residents.  Facilities  found 
in  violation  can  be  requested  by  the  State 
Health  Commissioner  to  make  im- 
mediate corrections;  monetary  penalties 
can  also  be  assessed  by  the  Commis- 
sioner against  offending  facilities. 

Rule  3 (comprehensive  care  facilities) 
is  of  primary  concern  to  physicians.  For 
the  first  time,  the  state’s  rules  for  health 
care  facilities  mandate  such  facilities  to 
retain  the  services  of  a medical  director. 

Specifically,  Rule  3 says  the  medical 
director  is  to  be  responsible  for  “the 
standards,  coordination,  surveillance  and 
planning  for  the  development  of  medical 
care”  in  the  facility.  These  respon- 
sibilities include: 

— overall  coordination  of  medical 
services; 

— liaison  between  administrator  and 
attending  physicians  in  encouraging 
physicians  to  write  orders  promptly  and 
to  make  resident  visits  in  a timely 
manner; 

— review  and  evaluate  resident  care 
policies  and  procedures  and  guide  the 
director  of  nursing  services  regarding 
resident  care  policies  and  services; 

— review  accidents  and  incidents 
that  occur  on  the  premises  to  identify 
health  and  safety  hazards; 

— review  employee  pre-employment 
physicals  and  health  reports,  and 
monitor  employee  health  status;  and 
— participate  in  facility  committees 
regarding  resident  care  policies,  infection 
control,  and  pharmacy  services. 

Each  resident  of  a health  facility — or 
the  resident’s  sponsor — shall  select  a 
physician,  who  must  perform  a physical 
examination  on  the  day  of  admission  or 
within  the  first  30  days  of  admission. 
The  exam  must  include  verification  that 
the  resident  shows  no  evidence  of  com- 
municable diseases,  including  tuber- 


culosis in  an  infectious  stage. 

When  residents  are  transferred  from 
another  home,  a hospital  or  some  other 
health  institution,  the  report  of  a 
physical  examination  must  be  provided 
at  the  time  of  admission  to  the  new 
facility  or  within  48  hours  of  admission. 

The  rules  further  specify  that  the 
physician  must  visit  the  patient  at  least 
every  35  days  in  the  “distinct  part  of  the 
facility  which  provides  skilled  care”  and 
at  least  every  70  days  in  the  “distinct  part 
. . . which  does  not  provide  skilled  care,” 
with  progress  notes  recorded  in  the  resi- 
dent’s medical  record.  An  alternate 
visitation  schedule  may  be  established  in 
keeping  with  the  facility’s  policy  manual 
and  with  medical  justification  by  the 
attending  physician. 

Other  items  in  the  new  rules  of  par- 
ticular interest  to  physicians  include: 
— a resident’s  treating  physician  will 
be  invited  to  attend  a “relocation  plan- 
ning conference”  for  nonemergency  in- 
voluntary interfacility  relocations.  This 
is  a part  of  the  new  rule’s  added  em- 
phasis on  increased  respect  for  a resi- 
dent’s medical,  pscyhological  and  social 
needs  during  a relocation  to  avoid 
“transfer  trauma”; 

— medication  shall  be  administered 
only  as  prescribed  by  written  order  of 
the  physician,  and  injectable  medications 
shall  be  given  only  by  licensed  personnel; 

— any  error  in  medication  admini- 
stration shall  be  noted  in  the  resident’s 
record.  The  physician  shall  be  notified 
of  any  error,  when  there  are  any  actual 
or  potential  detrimental  effects  to  the 
resident ; 

— a physician’s  order  is  necessary  to 
continue  restraint  or  seclusion  of  a resi- 
dent beyond  a 12-hour  period; 

— new  to  the  state’s  rules  is  the  re- 
quirement that  an  infection  control  com- 
mittee be  established  by  each  facility,  and 
that  it  be  composed  of  a physician, 
licensed  nurse,  pharmacist,  and  represen- 
tatives of  administration,  dietetics, 
housekeeping,  and  maintenance  depart- 
ments; 

CONTINUED  ON  PAGE  555 
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Otve  .giving  physicians  and  their  detox  patients  a choice 


A new  option,  called  Step  One,  is 
now  available  in  Central  Indiana  for 
the  treatment  of  alcoholism. 

For  a moment,  put  yourself  in  the 
alcoholic’s  shoes.  There’ve  been  real 
problems.  You  discover,  however, 
that  you  want  to  overcome  your  de- 
pendence. 

What  are  your  options? 

What  do  you,  a physician, 
recommend? 

You  can  try  attending  support 
groups  and  utilizing  community 
service  organizations,  but  they  can’t 
help  with  the  chemical  detoxifica- 
tion; and  besides,  are  you  strong 
enough  to  do  it  alone? 


Another  option  is  to  spend  three  or 
four  weeks  in  a detoxification  center. 
You  will  be  given  individual  attention 
and  will  have  plenty  of  time  to  think 
about  your  plans  for  the  future.  But 
can  you  and  your  family  afford  a four- 
week  period  of  being  away  from  work 
and  home?  Can  your  family  easily  ex- 
plain your  lengthy  absence  and  in- 
stitutionalization? 

A third  choice  has  been  devised  by 
Winona  Memorial  Hospital.  A short- 
stay  program,  Step  One  gets  the  most 
out  of  a five  or  six-day  stay. 

Benefits  to  the  patient  include  in- 
dividual attention  by  the  Alcohol 
Consultation  Team  comprised  of 
nursing,  social  work,  and  chaplaincy 
personnel  who  support  the  physi- 
cian; educational  programs  for  both 
patient  and  family;  treatment  for 
withdrawal;  group  and  individual 
counseling;  low  cost-per-day  rates; 
and,  upon  dismissal,  referral  to 
appropriate  community  resources  for 
further  assistance  and  reinforcement. 


Furthermore,  no  social  stigma  is  at- 
tached to  admission  to  a full-service 
hospital — the  reason  for  your  stay,  as 
well  as  your  condition,  will  not  be 
given  out  by  any  staff  member. 

As  the  physician  of  an  alcoholic  pa- 
tient, you  have  your  option  as  to  the 
degree  of  involvement  in  his/her  de- 
toxification. You  can  admit  your  pa- 
tients and  maintain  complete  control 
of  their  care  plan;  you  may  prefer 
peer  assistance  in  developing  a 
treatment  plan;  or  you  may  opt  to 
turn  treatment  over  to  one  of  these 
alcohol-consultation  physicians,  with 
the  understanding  that  following 
completion  of  the  alcohol  treatment, 
your  patients  will  be  referred  back  to 
you  along  with  records  of  their  prog- 
ress. There  is  no  medical  director  for 
the  unit;  rather,  medical  support  is 
provided  as  requested. 

Certified  by  the  State  Department 
of  Mental  Health,  the  program  is 
committed  to  the  goals  of  communi- 
cation, education,  and  direction.  It  is 
truly  the  first  step  for  the  recovering 
alcoholic  and  is  an  attractive  alterna- 
tive in  its  treatment. 

By  contacting  E.  Randall  Wright, 
Administration,  at  927-2221,  or  Mary 
Ann  Ohnen,  Unit  Patient  Care 
Coordinator,  at  927-2483,  physicians 
can  receive  additional  information  or 
arrange  a private  unit  tour. 


Indiana  Medicine  offers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the 
faculty  of  the  Indiana  University 
School  of  Medicine.  The  program  is 
coordinated  and  supported  by  a grant 
from  the  school’s  Division  of  Conti- 
nuing Medical  Education. 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Indiana  University  School  of 
Medicine  certifies  that  this  CME  ac- 
tivity meets  the  criteria  for  one  credit 
hour  in  Category  1 for  the  Physi- 
cian’s Recognition  Award  of  the 
American  Medical  Association,  pro- 
vided it  is  used  and  completed  as 
designated. 

To  obtain  Category  1 credit  for 
this  month’s  article,  complete  the 
quiz  on  page  557. 


Evaluation  of  Short  Stature 
in  Children  and  Adolescents 


JAMES  C.  WRIGHT,  M.D 
Indianapolis 


The  author  is  director  of  the  Pediatric  En- 
docrine Service,  Section  of  Endocrinology, 
Dept,  of  Pediatrics,  Indiana  University  School 
of  Medicine,  Indianapolis. 

Correspondence:  James  Whitcomb  Riley 
Hospital  for  Children,  702  Barnhill  Drive, 
Room  A-586,  Indianapolis,  Ind.  46223. 


SHORT  STATURE  is  the  most  com- 
mon complaint  of  children  and 
adolescents  referred  to  pediatric 
endocrine  clinics.  There  are  many  causes 
of  short  stature  and  this  article  will 
primarily  focus  on  those  that  are  most 
frequent. 

The  most  widely  accepted  definition 
of  short  stature  is  “height  that  is  three 
or  more  standard  deviations  below  the 
mean  for  age  and  sex.”  A rate  of  growth 
consistently  below  that  to  be  expected  at 
a child’s  developmental  age  is  indicative 
of  the  need  for  evaluation  regardless  of 
the  height  on  a growth  curve.  Accurate 
serial  measurements  of  height  and  weight 
and  maintenance  of  a growth  chart  are 
essential  aspects  of  health  care  of  grow- 
ing individuals. 

Standards  of  Growth 

Growth  charts,  based  on  newer  stan- 
dards compiled  by  the  National  Center 
for  Health  Statistics  of  the  United  States 
Public  Health  Service,  are  widely 
available.  Such  charts  demonstrate  height 


attainment  by  plotting  height  vs.  age, 
and  percentiles  or  standard  deviations  are 
used  to  show  the  wide  range  of 
measurements  in  a normal  population. 
The  97th  and  third  percentiles  are  ap- 
proximately equal  to  two  standard  devia- 
tions above  and  below  the  mean.  The 
height  age  of  a child  corresponds  to  the 
age  at  which  the  height  equals  the  50th 
percentile.  A single  plotted  measurement 
on  a growth  curve  may  indicate  short 
stature  but  multiple  points  are  necessary 
to  detect  the  presence  or  absence  of 
ongoing  growth  failure.  Evaluation  of  a 
growth  chart  provides  the  most  valuable 
data  in  the  investigation  of  a patient  with 
short  stature. 

History  and  Physical  Examination 

All  prior  measurements  of  the  child 
with  short  stature  should  be  obtained, 
if  possible,  beginning  with  birth  weight 
and  length.  Adult  heights  and  the  growth 
and  development  patterns  of  relatives 
should  be  included  in  the  family  history. 
History  of  three  generations  is  valuable 
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TABLE  1 

Etiology  of  Short  Stature 

1 . Chronic  disease  (nonendocrine  and  nonskeletal)  of  the  cardiovascular, 
pulmonary,  gastrointestinal,  urinary,  central  nervous,  and  hematological 
systems 

2.  Skeletal  dysplasias 

3.  Undernutrition 

4.  Disorders  of  carbohydrate,  lipid  and  protein  metabolism 

5.  Chromosome  abnormalities 

6.  Endocrine  disorders 

a.  Hypothyroidism 

b.  Growth  hormone  deficiency 

c.  Glucocorticoid  excess  (endogenous  or  iatrogenic) 

d.  Premature  closure  of  epiphyses  in  precocious  sexual  development 
or  virilizing  syndromes 

e.  Pseudohypoparathyroidism 

7.  Psychosocial  short  stature 

8.  Constitutional  delayed  growth  and  physical  maturation 

9 Intrauterine  growth  retardation  (primordial  short  stature) 

10,  Genetic  (familial)  short  stature 


and  usually  available.  Inquiry  should 
specifically  be  made  about  any  known 
cases  of  short  stature.  Psychological  and 
developmental  data  are  of  particular 
importance. 

Evidence  of  systemic  disease,  body 
proportions  and  level  of  sexual  matura- 
tion are  important  aspects  of  the  physical 
examination.  The  ratio  of  upper  body 
segment  to  lower  body  segment  (U/L 
ratio)  and  the  relationship  between  arm 
span  and  height  are  the  body  proportions 
most  widely  used.  The  U/L  ratio  is  in- 
creased in  primary  skeletal  disorders  and 
prolonged  hypothyroidism  due  to 
relatively  short  extremities. 

Skeletal  Maturation  (Bone  Age) 

Most  of  the  disorders  that  cause  short 
stature  in  children  and  adolescents  are 
associated  with  delayed  skeletal  matura- 
tion. The  major  value  of  determining 
bone  age  is  prognosis  for  growth  poten- 
tial. Determination  of  bone  age  does  not 
provide  specific  diagnostic  information, 
but  bone  age  tends  to  be  within  normal 
limits  in  genetic  short  stature,  in  most 
cases  of  primordial  short  stature,  and  in 
some  patients  with  gonadal  dysgenesis. 

The  Gruelich  and  Pyle  Atlas  of  roent- 
genograms of  the  hand  and  wrist  offers 
the  best  standardized  method  for 


evaluating  skeletal  maturation  or  bone 
age.  Roentgenograms  of  the 
hemiskeleton  allow  study  of  the  total 
number  of  epiphysial  centers  as  an  alter- 
native method  in  infants  or  when  clinical 
impressions  are  at  variance  with  bone  age 
determined  from  only  the  hand  and 
wrist.  Before  the  onset  of  adolescent  sex- 
ual development,  determination  of  bone 
age  is  used  as  an  index  of  physical 
maturation.  The  Bailey-Pinneau  tables 
are  published  in  the  Gruelich  and  Pyle 
Atlas  and  offer  the  simplest  method  of 
height  prediction.  The  patient’s 
chronological  age,  bone  age  and  current 
height  are  used  in  this  prediction. 

General  Laboratory  Studies 

When  the  cause  of  short  stature  is  not 
clear,  indicated  laboratory  studies  include 
a complete  blood  count,  urinalysis  in- 
cluding urinary  pH,  blood  pH  or  bicar- 
bonate content,  sodium,  potassium, 
chloride,  blood  urea  nitrogen  or 
creatinine,  serum  cholesterol,  calcium, 
inorganic  phosphate,  alkaline 
phosphatase  and  total  protein.  Deter- 
mination of  serum  thyroxine  by  radioim- 
munoassay is  useful.  Level  of  skeletal 
maturation  should  be  measured.  If  there 
is  evidence  for  a central  nervous  system 
lesion  or  if  hypopituitarism  is  strongly 


suspected,  x-rays  of  the  skull  should  be 
obtained.  Tests  for  determination  of 
pituitary  growth  hormone  levels  are 
discussed  below. 

Causes  (Table  1)  and  Diagnosis  of  Short 
Stature 

Children  with  chronic  systemic  disease 
rarely  have  short  stature  as  their  primary 
complaint,  and  their  symptoms  will 
usually  make  obvious  the  existence  of  an 
additional  major  problem.  Children  with 
congenital  heart  disease  or  chronic 
pulmonary  disease  may  be  shorter  than 
their  healthy  peers.  Malabsorption  which 
leads  to  nutritional  deficiencies  is  prob- 
ably the  leading  cause  of  growth  failure 
associated  with  gastrointestinal  disease, 
although  anorexia  may  be  a contributing 
factor.  Diminished  growth  rate  may  oc- 
cur prior  to  specific  gastrointestinal 
symptoms  in  patients  with  inflammatory 
bowel  disease. 

The  cause  of  growth  failure  in  children 
with  chronic  renal  disease  is  not  entirely 
dear,  but  chronic  metabolic  acidosis  is 
recognized  as  a deterrent  to  normal 
growth.  Severe  mental  retardation  is  fre- 
quently accompanied  by  short  stature. 
Chronic  anemias  and  acute  leukemias 
have  been  associated  with  growth  failure 
but  other  signs  and  symptoms  are  mani- 
fested before  growth  is  influenced.  The 
diagnosis  of  an  osteochondrodystrophy 
is  usually  suggested  by  physical  ap- 
pearance, especially  disproportion  of 
body  segments,  and  is  confirmed  by 
skeletal  roentgenograms. 

Growth  failure  resulting  from  under- 
nutrition is  preceded  by  failure  of  weight 
gain  and  weight  usually  falls  to  a greater 
degree  than  does  height.  Poorly  control- 
led insulin  dependent  diabetes  mellitus 
and  untreated,  or  incompletely  treated, 
inborn  errors  of  metabolism  can  be 
associated  with  growth  failure.  With  the 
exception  of  abnormalities  of  the  X 
chromosome,  children  with  chromosome 
abnormalities  associated  with  short 
stature  or  growth  failure  present  with 
other  complaints  or  findings  at  the  time 
of  diagnosis. 

If  glucocorticoid  excess  is  iatrogenic 
the  cause  of  the  associated  growth  failure 
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TABLE  2 

Abnormal  Findings  in  Patients  with  Turner’s 

Syndrome 

Abnormality 

Approximate 

Incidence 

(Percent) 

1 

Growth  failure 

100 

2. 

Short  stature 

95-100 

3. 

Infertility 

99.9 

4. 

Gonadal  failure 

95-100 

5. 

Shield  chest 

75-90 

6. 

Micrognathia 

60-90 

7. 

Short  neck 

40-90 

8. 

Narrow  high  arched  palate 

36-90 

9. 

Cubitus  valgus 

47-80 

10. 

Low  posterior  hair  line 

42-80 

11. 

Multiple  pigmented  nevi 

26-70 

12. 

Webbed  neck 

25-60 

13. 

Pectus  excavatum 

40-50 

14. 

Edema  of  hands/feet  or  puffiness  of  toes 

22-50 

15. 

Short  4th  metacarpals 

20-58 

is  obvious  and  if  glucocorticoid  excess 
is  endogenous  then  growth  failure  is  very 
rarely  the  chief  or  only  complaint. 
Precocious  sexual  development  and 
virilizing  disorders  are  associated  with  in- 
creased height  in  childhood  and  shorten- 
ing of  adult  stature  due  to  premature 
closure  of  epiphyses.  Early  cessation  of 
growth  might  occasionally  be  the  cause 
of  the  complaint  of  short  stature  in  an 
adolescent  who  has  exhibited  precocious 
sexual  development.  Although  short 
stature  is  a frequent  accompaniment  of 
pseudohypoparathyroidism,  patients  with 
this  entity  usually  present  in  mid-child- 
hood  with  symptoms  associated  with 
hypocalcemia. 

The  diagnoses  discussed  below  repre- 
sent those  that  generally  form  the  dif- 
ferential diagnosis  of  the  child  or  adoles- 
cent who  presents  with  short  stature 
and/or  growth  failure  as  the  chief,  or 
only,  complaint. 

A diagnosis  of  gonadal  dysgenesis  or 
Turner’s  syndrome  should  be  considered 
in  all  phenotypic  females  with  short 
stature.  Frequently  associated  somatic 
abnormalities  are  noted  in  Table  2 and 
should  be  looked  for.  Moderate  pubic 
hair  development  at  the  usual  age  of 
adolescence  is  common;  however,  breast 
development  is  absent  except  in  XO/XX 
mosaics  in  whom  there  may  be  slight 
development.  Sterility  is  the  rule.  Height 
is  below  that  expected  by  school  age  in 
almost  all  patients.  Growth  rate  con- 
tinues to  be  subnormal  and  there  is  no 
adolescent  “growth  spurt.”  Decreased 
stature  is  always  found  but  the  degree 
is  variable  and  there  is  a genetic  compo- 
nent involved  in  ultimate  height. 

If  there  is  no  other  obvious  cause  of 
short  stature,  girls  should  have 
chromosome  analysis  of  peripheral  lym- 
phocytes. A missing  sex  chromosome 
with  an  XO  complement  is  the  most 
common  abnormality  in  karyotyping. 
Mosaic  forms  such  as  XO/XX  and 
XO/XY  are  also  associated  with 
Turner’s  syndrome,  as  are  structural  ab- 
normalities of  an  X chromosome.  The 
staining  of  a buccal  smear  to  determine 
the  presence  or  absence  of  Barr  bodies 
is  of  limited  usefulness  and  rarely  done 


at  this  time.  If  done,  buccal  smear  stain- 
ing and  interpretation  should  only  be 
performed  in  laboratories  with  a high 
volume  of  such  tests  and  with  expert  and 
experienced  technical  personnel. 
Demonstration  of  elevated  follicle 
stimulating  hormone  (FSH)  and  luteiniz- 
ing hormone  (LH)  confirms  the  presence 
of  primary  gonadal  failure. 

When  acquired  (or  juvenile ) hypo- 
thyroidism occurs  after  the  age  of  two 
years,  growth  failure  may  be  the  prin- 
cipal or  in  some  cases  the  only  com- 
plaint. Associated  symptoms  may  be 
elicited  through  a careful  and  detailed 
history.  These  symptoms  include 
decreased  activity,  cold  intolerance,  in- 
creased hours  of  sleep,  constipation  and 
tendency  to  gain  weight.  Physical  signs 
may  include  cool  and  dry  skin  with 
sallow  complexion,  puffiness  of  the  face 
(especially  around  the  eyes),  and  coarse, 
brittle  hair.  The  most  characteristic 
growth  pattern  in  acquired  hypo- 
thyroidism is  an  almost  complete  cessa- 
tion of  longitudinal  linear  growth. 

T4  by  radioimmunoassay  is  the  only 
chemical  determination  which  must  be 
done  initially  for  the  indication  of 
thyroid  function.  Should  the  T4  be  low, 
determination  of  TSH  (thyroid  stimula- 


tion hormone)  should  be  carried  out  to 
determine  whether  the  hypothyroidism  is 
primary  or  secondary  to  hypothalamic- 
pituitary  dysfunction.  Most  cases  are 
primary. 

Hypopituitary  dwarfism  may  be 
organic  or  idiopathic,  sporadic  or 
familial.  Although  suprasellar  tumors  are 
the  principal  cause,  organic 
hypopituitarism  may  be  seen  in  destruc- 
tive or  invasive  lesions  of  the  brain,  e.g., 
histiocytosis  or  Hand-Schuller-Christian 
disease,  which  affect  releasing  hormones 
from  the  hypothalamus.  Patients  with 
organic  hypopituitarism  usually  present 
for  medical  attention  because  of 
neurologic  or  visual  abnormalities, 
whereas  patients  with  idiopathic 
hypopituitarism  usually  present  with 
growth  failure  or  spontaneous  symp- 
tomatic hypoglycemia.  Idiopathic  hypo- 
pituitarism may  be  most  frequently  a 
result  of  hypothalamic  dysfunction 
rather  than  a primary  defect  of  pituitary 
function.  History  of  perinatal  insult  to 
the  central  nervous  system  is  increasing- 
ly recognized  as  an  etiological  factor  in 
the  development  of  idiopathic  hypopitui- 
tarism. 

To  establish  a definitive  diagnosis  of 
growth  hormone  deficiency,  it  is 
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necessary  to  demonstrate  failure  of 
response  to  at  least  two  of  the  standard- 
ized provocative  tests  for  growth  hor- 
mone release.  These  provocative  tests  in- 
clude insulin-induced  hypoglycemia,  in- 
travenous infusion  of  L-arginine,  oral 
administration  of  L-dopa  and  in- 
tramuscular injection  of  glucagon.  Ad- 
ministration of  oral  estrogen  for  three 
days  before  and/or  oral  propranolol  two 
hours  before  are  frequently  used  as 
primers  for  the  testing. 

Pituitary  growth  hormone  does  not 
directly  stimulate  skeletal  growth,  but 
rather  stimulates  the  production  of 
somatomedins  which,  in  turn,  stimulate 
longitudinal  linear  growth.  A 
somatomedin  is  a growth  promoting,  cir- 
culating polypeptide  dependent  upon 
growth  hormone  for  stimulation  of  pro- 
duction. Radioimmunoassay  of 
somatomedin  C has  proven  to  be  a 
useful  screening  test  for  growth  hormone 
deficiency.  Evaluation  of  thyroid  and 
adrenal  function  is  indicated  in  a child 
with  deficiency  of  pituitary  growth  hor- 
mone. Tests  for  gonadal  function  are  in- 
dicated in  the  teen-age  patient. 

Psychosocial  dwarfism  (deprivation 
dwarfism)  is  the  term  currently  used  for 
the  short  stature  observed  in  children 
from  an  emotionally  deprived  environ- 
ment. Associated  behavioral  aberrations 
may  include  polyphagia  associated  with 
eating  garbage  and  frequent  vomiting; 
polydypsia  to  the  extent  of  drinking  from 
unusual  sources  such  as  toilet  bowls;  and 
disoriented  sleep  patterns  associated  with 
night  wandering  with  foraging  for  food. 
Frequently  there  are  other  behavioral 
manifestations  such  as  “flat”  personal- 
ity, and  nondiscriminating  attachment  to 
parents  or  strangers.  There  is  an 
associated  retarded  bone  age  and,  in 
adolescents,  delayed  sexual  maturation. 
Growth  rate  usually  shows  a marked  in- 
crease upon  removal  of  the  child  from 
the  environment  in  which  the  child  is  liv- 
ing to  a more  health-promoting  setting. 

During  periods  of  diminished  growth 
rate  there  is  frequently  evidence  of 
growth  hormone  deficiency.  Adrenocor- 
ticotropin  (ACTH)  deficiency  has  been 
found  in  many  patients.  Thyroid  func- 


tion is  unaffected.  During  periods  of 
normal  or  accelerated  growth,  pituitary 
function  studies  are  found  to  be  normal. 
Impaired  neurotransmitter  function, 
sleep  disturbance  and  malnutrition  have 
all  been  suggested  as  causes  of  the 
growth  failure  in  psychosocial  dwarfism. 

Constitutional  delayed  growth  and 
physical  maturation  is  the  most  common 
diagnosis  made  in  children  and 
adolescents  with  short  stature,  and  is 
observed  more  commonly  in  males  than 
in  females.  However,  parental  concern 
for  height  in  males  is  more  evident  and 
contributes  to  the  marked  predominance 
of  males  reported  from  most  clinics. 
There  is  a family  history  of  delayed 
growth  and  development  patterns  in  ap- 
proximately 40%  of  children  with  this 
diagnosis  seen  in  the  author’s  clinic. 
These  patients  do  not  have  any  known 
endocrine  dysfunction,  and  the  cause  of 
the  condition  which  is  associated  with 
slow  attainment  of  adult  height  is 
unknown.  Typically,  these  children  are 
normal  in  size  at  birth  and  throughout 
infancy.  They  fall  away  from  the  nor- 
mal growth  curve  during  the  preschool 
years  and  then  demonstrate  a normal 
growth  rate  without  any  “catch-up.” 
During  childhood  the  height  of  affected 
children  tends  to  be  equivalent  to  about 
the  50th  percentile  for  the  children  of  the 
same  sex  who  are  two  to  four  years 
younger.  Bone  age  is  characteristically 
comparably  delayed,  i.e.,  by  two  to  four 
years.  Endocrine  function  studies  are 
normal.  A child  who  has  retarded  height 
age,  comparably  retarded  bone  age,  a 
history  of  normal  size  at  birth,  and  no 
abnormal  endocrine  function  studies 
usually  has  constitutional  delayed  growth 
and  physical  maturation.  Because  of 
delay  in  physical  maturation,  they  usual- 
ly catch  up  through  a prolonged  period 
of  growth  prior  to  closure  of  the 
epiphyses.  Many  patients  with  moderate 
to  severe  constitutional  delayed  growth 
and  physical  maturation  are  diagnosed 
only  after  the  determination  that  en- 
docrine function  is  normal. 

Primordial  dwarfism,  a term  tradi- 
tionally used  to  designate  a child  with 
short  stature  who  does  not  have  a delay 


in  physical  maturation,  is  a diagnosis 
that  should  be  limited  to  those  children 
who  have  intrauterine  growth  retardation 
( IUGR ) with  persistent  small  size. 
Characteristically,  growth  is  slow  from 
earliest  infancy  although  epiphyseal 
maturation  and  sexual  development 
usually  occur  at  the  usual  time  or  at  only 
a slightly  delayed  rate.  There  is  an  in- 
creased incidence  of  mental  retardation 
and  other  developmental  somatic  abnor- 
malities. 

The  length  of  gestation  and  the 
measurement  of  weight  and  length  at 
birth  provide  the  history  necessary  to 
make  the  diagnosis  of  IUGR.  Endocrine 
function  studies  are  normal.  Bone  age 
is  usually  within  two  standard  deviations 
of  mean  and  adolescent  sexual  matura- 
tion occurs  also  within  two  standard 
deviations  of  the  mean  age. 

A diagnosis  of  genetic  (familial)  short 
stature  is  made  from  the  family  history 
and  is  the  second  most  common  cause 
of  short  stature  evaluated  in  growth 
clinics.  The  diagnosis  may  be  difficult  in 
an  adopted  child.  The  term  genetic  short 
stature  most  frequently  refers  to  genetic 
short  normal  stature.  Many  such  children 
are  brought  to  clinics  for  evaluation  of 
short  stature  because  of  parental  concern 
and  the  desire  to  correct  final  adult 
stature  if  possible.  Skeletal  maturation 
is  within  normal  limits  for  patients  with 
genetic  short  stature. 

Treatment  of  Short  Stature 

There  is  no  effective  treatment  for 
IUGR  or  genetic  short  stature.  Anabolic 
steroid  therapy  may  be  of  use  in  children 
with  IUGR  who  have  delayed  bone  age. 
Skeletal  maturation  and  liver  function 
should  be  monitored  while  on  anabolic 
steroids.  Dosage  of  anabolic  steroid  for 
treatment  of  IUGR  is  the  same  as  that 
noted  below  for  the  treatment  of  the 
short  stature  of  Turner’s  Syndrome. 

Treatment  of  both  primary  and  secon- 
dary hypothyroidism  is  replacement  with 
either  desiccated  thyroid,  synthetic 
thyroid  T4,  or  synthetic  preparations 
which  are  mixtures  of  T4  and  T3. 
Replacement  dosage  of  sodium  L- 
thyroxine  is  4-6  micrograms/kg/day 
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from  age  one  to  age  five  years,  and  3-5 
micrograms/kg/day  after  age  five  years. 
A dose  higher  than  150  micrograms/day 
is  rarely  required  in  children  or 
adolescents.  Growth  response  to  treat- 
ment usually  consists  of  “catch-up” 
growth  rate  followed  by  appropriate 
growth  rate  for  the  level  of  physical 
development  with  continued  treatment. 

Treatment  of  hypopituitarism  involves 
replacement  with  the  missing  hormones 
from  the  target  glands,  i.e.,  thyroid  hor- 
mone if  thyroid  function  is  deficient, 
glucocorticoid  if  adrenocortical  function 
is  deficient,  sexual  steroidal  hormones  if 
gonadal  function  is  deficient,  and  growth 
hormone.  Supplies  of  human  growth 
hormone  are  still  not  adequate  to  treat 
all  patients  with  hypopituitarism  begin- 
ning at  the  time  of  diagnosis.  The 
availability  of  recombinant  growth  hor- 
mone is  anticipated  within  the  next  year. 
The  dosage  of  thyroid  replacement  is 
identical  to  that  used  in  primary  hypo- 
thyroidism. The  amount  of  glucocor- 
ticoid replacement  is  based  on  15  mg  of 
hydrocortisone  per  meter  square  body 
surface  per  day.  Dosage  of  sexual 
steroidal  replacement  is  variable.  The 
amount  of  human  growth  hormone  used 
is  about  0.1  unit  per  kilogram  body 
weight  three  times  weekly. 

Treatment  for  psychosocial  dwarfism 
obviously  involves  alteration  of  the  en- 
vironment in  which  the  child  is  function- 
ing, either  by  transfer  to  a better  one, 
or  major  intervention  to  improve  the 
home  in  which  the  child  lives. 

No  treatment  is  necessary  to  attain  ap- 
propriate sexual  maturation  and 
genetically  determined  adult  height  in 
constitutional  delayed  growth  and 
adolescence.  After  the  age  of  15,  when 
continued  short  stature  and  sexual  infan- 
tilism are  associated  with  significant 
psychological  problems,  a short  course 
of  testosterone  may  be  considered  for 
these  patients.  A long-acting  (depot) 
form  of  testosterone,  100  mg  given  intra- 
muscularly every  four  weeks,  may  be 
used  for  four  months.  Such  treatment 
should  be  undertaken  with  the  goals  of 
producing  a fairly  prompt,  noticeable  in- 
crease in  growth  rate  as  well  as  secon- 


dary sexual  development,  and  of  attain- 
ing a level  of  maturation  of  the 
hypothalmic-pituitary-gonadal  axis, 
which  will  allow  the  patient  to  continue 
normal  sexual  development  when  treat- 
ment is  discontinued.  Treatment  should 
also  be  undertaken  only  after  assuring 
the  patient  that  he  is  not  abnormal,  that 
sexual  maturation  and  growth  spurt  will 
eventually  occur  without  treatment,  that 
treatment  merely  brings  about  these 
changes  sooner,  and  that  final  adult 
height  will  not  be  increased  by  treatment. 

Usual  management  of  the  short  stature 
of  Turner’s  syndrome  involves  the  use 
of  anabolic  steroids  for  approximately 
two  to  three  years  prior  to  the  initiation 
of  estrogen  replacement  therapy  at  about 
age  14  years.  Liver  function  should  be 
monitored  in  patients  on  treatment  with 
anabolic  steroids.  Oxandrolone,  in  a 
dosage  of  0. 1 to  0.25  mg/kg  body  weight 
per  day  in  one  or  two  doses,  is  used  in 
the  author’s  clinic.  The  anabolic  steroid 
is  then  continued  together  with  the 
estrogen  replacement  for  approximately 
another  year  or  until  there  is  fusion  of 
epiphyseal  centers  evident  on  x-ray. 
Treatment  with  estrogen  therapy  is  then 
continued.  Long-term  use  of  estrogen 
should  always  be  used  in  conjunction 
with  progesterone. 

Initial  treatment  with  estrogen  utilizes 
ethinyl  estradiol  5 to  10  micrograms  or 
conjugated  estrogens  (Premarin)  0.3  mg 
daily  on  the  first  21  days  of  each  calen- 
dar month.  After  six  months,  the  dosage 
of  estrogen  is  increased  to  10  to  20 
micrograms  of  ethinyl  estradiol  or  0.625 
mg  of  conjugated  estrogen.  When  the 
dosage  of  estrogen  is  increased,  after  six 
months,  medroxyprogesterone  acetate 
(Provera)  10  mg  per  day  is  added  on  the 
17th  through  the  21st  day  of  each  calen- 
dar month. 
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Prognostic  Indicators  in  Critical  Care 


DAVID  J.  POWNER,  M.D 
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PREDICTION  OF  OUTCOME  is  an 
inherent  and  often  unconscious 
part  of  each  physician’s  daily  prac- 
tice. The  formulation  of  diagnostic  or 
therapeutic  care  plans,  completion  of 
medical  records,  and  conversations  with 
patients  or  family  members  are  but  a few 
examples  of  activities  dependent  upon 
anticipated  prognosis. 

Traditionally,  prognostic  expectations 
are  based  upon  knowledge  of  the  disease 
state  in  question,  information  from 
published  medical  trials,  and  experiences 
from  patients  with  similar  conditions. 
Each  of  these  resources  may  be  consid- 
ered to  a greater  or  lesser  degree 
(weighed)  and  further  modified  by  fac- 
tors or  indicators  unique  to  the  individ- 
ual patient’s  presentation,  diagnostic 
data,  therapeutic  responses,  evolution  of 
the  disease  itself,  and  other  concomitant 
conditions  or  injuries.  This  rather  sub- 
jective weighing  process  is  finally  con- 
cluded in  the  prognostic  statement  util- 
ized for  decision-making  and  discussion. 

Clearly,  therefore,  as  a patient’s  condi- 
tion becomes  more  complex,  thus  en- 
compassing more  indicators,  this  predic- 
tion process  may  become  similarly  com- 
plex. Yet  in  such  patients,  the  question 
of  prognosis  becomes  more  focused  as 
costly  tests  or  services  become  needed, 
more  nursing  or  paramedical  care  is  re- 
quired, or  the  family’s  concerns  escalate. 
Several  statistical  rating  methods  based 
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Several 


upon  objective  measurable  data  have  not 
only  been  proposed  but  also  retrospec- 
tively and  prospectively  evaluated  for 
some  patient  groups  requiring  critical 
care.  This  article  will  review  some  of 
those  systems,  their  application,  and 
reliability.  Other  systems  describing  non- 
critical  illness,'  trauma,2  and  sepsis,3  and 
intensive  care4'7  are  also  available  for  the 
reader’s  examination.  Each  of  these 
systems  at  present  is  advocated  only  for 
the  analysis  of  populations  of  patients 
or  for  comparison  of  treatment  regimens 
or  hospital  programs  and  any  extrapola- 
tion to  individual  patient  prognosis  is  in- 
tended to  be  only  inferential.  Never- 
theless, the  extension  to  individuals  of 
statistical  data  from  larger  patient 
populations  as  this  influences  prognosis 
is  already  a part  of  current  practice. 
Therefore,  information  from  such  pre- 
dictive models  may  become  more  impor- 
tant in  determining  for  individual 
patients  when  costly  resources  should  be 
extended  within  a particular  care  plan. 


Statistical 
Rating  Methods 
Have  Been 
Devised  to 
Evaluate 
Patients 
Requiring 
Critical  Care  . . . 


TISS 

The  Therapeutic  Intervention  Scoring 
System  (TISS)  developed  by  Cullen  and 
Associates8  at  Massachusetts  General 
Hospital  is  a weighed  system  of  57  treat- 
ments, clinical  events,  or  monitoring 
techniques,  each  of  which  is  assigned  a 
point  value  (1  to  4 points)  based  upon 
the  perceived  severity  of  illness  requir- 
ing that  intervention.  For  example,  the 
most  critically  ill  surgical  patients  in  his 
series  averaged  43  points,  indicating  a 
large  number  of  complex  interventions. 

The  system  assumes  that  the  more  ill 
a patient  the  more  interventions  will  oc- 
cur and  that  a fairly  standard  response 
will  occur  to  a given  illness  in  terms  of 
what  interventions  (hemodialysis,  IV 
medications,  etc.)  are  utilized  and  when 
they  will  be  instituted  by  user  physicians. 
Likewise,  the  system  is  based  upon  the 
premise  that  regardless  of  the  underly- 
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ing  disease,  organ  dysfunction  occurs  in 
a manner  which  requires  a fairly  stan- 
dard interventional  response.  By  tabu- 
lating a TISS  score  daily,  an  inverse  cor- 
relation was  found  between  the  TISS 
points,  duration  of  ICU  admission,  and 
primary  disease  process  versus  patient 
survival  while  the  absolute  TISS  score 
itself  was  less  predictive. 

From  a statistical  discriminate 
analysis,  age,  sex,  American  Society  of 
Anesthesiologists’  risk  category,  disease 
group,  admission  platelet  count,  admis- 
sion creatinine,  worst  creatinine,  and  use 
of  dialysis  were  the  prognostic  indicators 
having  highest  validity  in  predicting 
death.  The  TISS  criteria  are  easily 
measurable  and  provide  a useful  tool  for 
the  evaluation  of  a specific  hospital’s  in- 
tervention acuity  patient  mix  as  that 
compares  to  other  centers  or  as  that 
changes  over  time. 

Predictive  Index 

Shoemaker  and  co-workers9  have  pro- 
vided retrospective  and  prospective 
evaluation  of  a system  which  has  a 94% 
accuracy  in  predicting  survival  or  death 
in  a population  of  critically  ill  post- 
operative patients  usually  in  shock. 
Based  on  a multivariate  analysis  of  32 
directly  measured  or  calculated  physio- 
logic variables,  the  system  is  limited 
primarily  to  patients  with  circulatory  in- 
stability and  does  not  include  evaluation 
of  some  organ  systems  (e.g.,  renal). 

It  was  found  that  some  indicators  were 
more  predictive  in  various  stages  of  car- 
diopulmonary collapse  or  recovery  than 
in  others  but  the  combination  of  each 
variable  with  an  independent  predictive 
index  over  the  therapy  course  produced 
a high  degree  of  prediction  accuracy 
which  appeared  relatively  early  in  the 
unstable  patient’s  post-operative  course 
and  remained  reliable. 

APACHE 

The  Acute  Physiology  and  Chronic 
Health  Evaluation  (APACHE) 
classification10  scheme  combines  four  let- 
ter designations  (A  through  D)  describing 
the  degree  of  chronic  health  restriction 
with  a numeric  point  value  based  on  how 


much  the  patient’s  current  (acute)  status 
deviates  above  or  below  the  normal  value 
for  34  indicators.  A score  of  36D,  there- 
fore, would  represent  a patient  with  a 
severe  acute  physiologic  derangement 
superimposed  upon  chronically  poor 
health. 

Validation  studies  of  the  system  in- 
dicate that  the  overall  correlation  of  total 
points  to  hospital  mortality  was  repre- 
sented by  an  r value  of  .51,  but  that  with 
greater  than  31  points  the  probability  of 
dying  in  the  hospital  was  70%.  Similarly, 
the  chronic  health  status  rating  was  in- 
dependently correlated  with  mortality. 
Of  519  patients  who  were  predicted  to 
survive,  using  a combined  acute  and 
chronic  evaluation  467  (90%)  did  survive 
while  of  63  patients  in  whom  death  was 
predicted  50  (79%)  did  die.  This  pro- 
duced an  overall  misclassification  rate  of 
11%  with  a false-positive  incidence  of 
10%  and  a false-negative  rate  of  21%. 

A multicenter  international  prospective 
evaluation  of  APACHE  is  in  progress 
and  a preliminary  report  appears  to  sup- 
port the  system’s  predictive  ability  in  a 
variety  of  critical  care  units.11,12 

Discussion 

The  ability  of  a hospital  to  objective- 
ly define  the  patient  mix  it  serves  is  clear- 
ly one  application  of  the  acuity  rating 
systems  discussed  above.  Such  analysis 
will  be  a necessary  response  to  hospital 
reimbursement  policies  based  upon  either 
diagnostic  categories  or  which  contain 
modifiers  for  severity  of  illness.  The 
physician,  too,  may  benefit  from  an 
analysis  of  his/her  patient  mix  relative 
to  time  allocations,  consultative  prac- 
tices, directions  for  future  practice  goals, 
and  utilization  of  special  techniques  or 
services.  These  systems,  therefore,  pro- 
vide direct  objective  data  for  such  popu- 
lation analysis. 

The  utilization  of  prognostic  indicators 
by  either  large  health  care  systems,  in- 
dividual hospitals,  or  private  physicians, 
to  examine  or  influence  resource  alloca- 
tion is  one  logical  extension  of  their 
development.  The  application  of  such  a 
tool  to  population  groups  as  shown 
above  appears  to  be  reliable  with  a 
degree  of  error  of  about  10%.  That 


magnitude  of  error  may  still  be  unaccep- 
tably high  when  applied  to  individual  pa- 
tients but  the  concept  implied  by  this 
type  of  analysis  system  must  soon  be  ad- 
dressed by  those  responsible  for  patient 
care  and  the  consumption  of  finite 
resources. 

Specifically,  the  question  which  must 
be  addressed  soon  is  whether  a system 
such  as  discussed  above  should  be  used 
to  assist  or  influence  the  physician’s 
decision-making  process  in  determining 
prognosis  so  that  the  utilization  of  cost- 
ly diagnostic  studies  or  therapies  may  be 
directed  toward  the  care  of  individual  pa- 
tients who  have  a more  favorable 
predicted  outcome. 
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Abstract 

A 12-year  experience  with  ureteroceles 
in  31  patients  treated  at  the  Riley 
Children’s  Hospital  is  reviewed.  Impor- 
tant aspects  of  diagnosis  and  manage- 
ment are  emphasized. 

A ureterocele  is  a cystic  dilatation 
of  the  intramural  and  intraves- 
ical ureter  and  represents  a cause 
of  ureteral  and  bladder  obstruction  in 
children.  It  can  be  associated  with  a 
single  ureter  (adult  type)  or  more  com- 
monly with  a duplex  renal  system.  When 
a ureterocele  is  found  in  such  a double 
system,  it  is  associated  with  the  upper 
pole  ureter  which  may  terminate  in  an 
abnormal  location.  When  a ureterocele 
is  contained  entirely  within  the  bladder, 
it  is  termed  intravesical.  Some 
ureteroceles,  however,  extend  into  the 
bladder  neck  or  beyond  and  are  termed 
extravesical  or  ectopic.  The  ureterocele 
is  an  uncommon  malformation  occurr- 
ing in  about  1/20,000  live  births  and  can 
result  in  a broad  spectrum  of  clinical  and 
pathologic  findings.  The  most  common 
presenting  symptom  is  urinary  infection. 

Material  and  Methods 

Thirty-one  patients  in  whom 
ureteroceles  were  found  at  James  Whit- 
comb Riley  Hospital  for  Children  from 
1970  to  June  1982  were  retrospectively 
studied  by  chart  review. 

From  the  Dept,  of  Pediatric  Urology,  James 
Whitcomb  Riley  Hospital  for  Children  248, 
702  Barnhill  Drive,  Indiana  University  Medical 
Center,  Indianapolis,  Ind.  46223. 


Results 

There  were  25  females  and  six  males, 
a 4.2: 1 female-to-male  ratio.  Ages  ranged 
from  the  newborn  period  to  13  years  of 
age.  Nineteen  patients  (61%)  presented 
in  the  first  year  of  life  as  can  be  seen 
in  Table  1 . As  noted  in  Table  2,  infec- 
tion was  the  most  common  presenting 
symptom. 

Twenty-five  patients  had  unilateral 
ureteroceles,  16  on  the  right  and  nine  on 
the  left.  Six  patients  (19%)  had  bilateral 
ureteroceles.  Twenty-one  of  the  37 
ureteroceles  (57%)  extended  beyond  the 
bladder  neck  and  were,  therefore, 
classified  as  ectopic. 

Hydronephrosis  was  seen  in  the  op- 
posite kidney  (without  associated 
ureterocele)  in  three  patients.  This  was 
felt  to  be  related  to  reflux  and/or  blad- 
der outflow  obstruction.  Decreased  func- 
tion was  present  in  13  ipsilateral  upper 
pole  segments,  five  ipsilateral  lower  pole 
segments,  and  in  one  kidney  with  a 
solitary  ureter.  In  all  cases  function  in 
the  non-involved  kidney  was  normal. 

Voiding  cystourethrograms  were  ob- 
tained on  28  of  the  31  patients  prior  to 
any  surgical  procedures.  Reflux  was 
found  in  12  patients  (42%)  and  bladder 
diverticula  in  three. 

Laboratory  determinations  showed 
only  two  patients  with  blood  urea 
nitrogen  elevations  (greater  than  20 
mg/dl)  and  there  were  three  patients  with 
acidosis  reflected  by  CO2  levels  below 
17  mg/dl. 

A total  of  59  procedures  were  per- 
formed on  31  patients.  Initial  cystoscopy 
was  commonly  performed  and  the 
ureterocele  orifice  was  identified  in  only 
11  patients  (40%). 

Twelve  patients  had  only  one  pro- 
cedure while  the  remaining  19  patients 
had  two  or  more  procedures  (Table  3). 


Ureteroceles  will  often  involve  the 
trigone  sometimes  extending  across  the 
midline  and  even  through  the  bladder 
neck.  The  presence  of  vesicoureteral 
reflux  due  to  poor  ureteral  tunnel 
development  may  be  anticipated.  Reflux 
in  this  series  was  noted  in  12  patients. 


TABLE  1 

Age  of  Presentation 

Less  than  1 month  9 


1-3  months  5 

3 months- 1 year  5 

1-5  years  6 

5-13  years  6 


31  patients 

Age  of  initial  treatment  for  31  pa- 
tients with  the  diagnosis  of  ureterocele 
treated  at  James  Whitcomb  Riley 
Hospital  for  Children. 


TABLE  2 

Findings  at  Presentation  31  Patients 


Infection  27 

Obstruction  12 

Infection/Obstruction  8 

Ureterocele  Prolapse  3 

Urinary  Retention  2 


Presenting  symptoms  of  31  patients 
treated  at  James  Whitcomb  Riley 
Hospital  for  Children. 

TABLE  3 

Procedures 

1 1 patients  had  1 procedure 
14  patients  had  2 procedures 
3 patients  had  3 procedures 
1 patient  had  4 procedures 
1 patient  had  6 procedures 

Totals:  30  patients*  58  procedures 
*1  patient  had  cystoscopy  only. 
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THIS  IS  A CASE  of  a young  girl  with 
a urinary  tract  infection  who  was  found 
to  have  a ureterocele  associated  with  a 
duplex  kidney  on  the  left. 

FIGURE  1A:  This  represents  the 
anatomy  before  and  after  reconstruction 
surgery  . The  large  ureterocele  extended 
through  the  bladder  neck  into  the 
urethra.  Vesicoureteral  reflux  was 
observed  bilaterally.  The  nonfunctioning 
dysplastic  upper  pole  system  with  the 
ureterocele  was  removed  and  the  large 
muscular  defect  in  the  posterior  bladder 
wall  was  repaired;  all  ureters  were 
reimplanted. 


FIGURE  IB:  Intravenous  pyelogram  prior  to  surgery  shows  FIGURE  1C:  Intravenous  pyelogram  after  surgery  is  essen- 
the  “wilting  flower”  appearance  on  the  left  and  the  ureterocele  tially  normal. 

(filling  defect)  in  the  bladder. 


Furthermore,  because  of  the  major 
degree  of  anatomic  deformity,  spon- 
taneous resolution  of  lower  pole  reflux 
with  ureterocele  decompression  by  up- 
per pole  heminephrectomy  may  not  be 


anticipated.  Likewise,  ureteroneocystost- 
omy  in  such  patients  is  difficult  and  may 
be  unsuccessful.  For  example,  after  one 
operation  eight  patients  in  the  entire 
group  had  vesicoureteral  reflux.  The  sim- 


ple incision  or  “unroofing”  of  a pedi- 
atric ureterocele  will  invariably  lead  to 
reflux  and  such  a procedure  is  reserved 
only  as  temporary  drainage  in  a sick 
infant. 
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Discussion 

It  has  been  suggested  that  ureteroceles 
are  due  to  persistence  of  Chwalia’s  mem- 
brane. This  delays  incorporation  of  the 
caudal  end  of  the  ureteral  buds  into  the 
urogenital  sinus  and  allows  for  cystic 
dilatation  of  the  distal  ureter.  This  ex- 
planation, however,  does  not  account  for 
the  broad  spectrum  of  ureteroceles. 
Stephens1  suggests  that  ureteroceles  form 
as  a defect  in  the  embryogenesis  of  the 
ureter  and  its  associated  renal  segment 
and  not  secondary  to  obstruction. 

Ureteroceles,  despite  their  infrequent 
occurrence,  are  the  most  common  cause 
of  lower  urinary  tract  obstruction  in 
girls.  They  are  also  one  of  the  three  most 
common  causes  of  hydronephrosis  in 
infancy.2  Their  diagnosis  depends  on  a 
high  index  of  suspicion  in  the  child  with 
urinary  tract  infection,  particularly  with 
lower  urinary  tract  obstruction  and/or 
hydronephrosis.  Careful  diagnostic 
evaluation  with  excretory  urography, 
voiding  cystourethrography,  ultrasound 
and  renal  scan  should  be  performed  in 
all  such  patients. 

Management  of  ureteroceles  has  been 
widely  discussed  in  the  literature  with 
some  authors  preferring  a complete 
single-stage  approach3  and  others  prefer- 
ring either  a modified  one-stage  proced- 
ure4 or  staged  procedures. 2,s’6 

A simple  ureterocele  associated  with 


a single  ureter  can  easily  be  excised  and 
the  ureter  reimplanted.  The  management 
of  a ureterocele  associated  with  the  up- 
per segment  of  a duplex  system  depends 
greatly  on  the  individual  patient.  En- 
doscopic unroofing  of  the  ureterocele 
results  in  vesicoureteral  reflux  and  is  now 
used  only  to  achieve  drainage  in  the 
acutely  ill  patient. 

In  our  experience  we  have  used  both 
staged  approaches  and  single-stage  total 
reconstructions.  In  seven  patients  who 
had  only  upper  urinary  tract  procedures, 
four  required  no  further  surgery.  In  six 
patients,  a combined  upper  and  lower 
urinary  tract  repair  was  undertaken  as 
described  by  Hendren  and  Mitchell.3 
Two  of  these  patients  developed  bladder 
diverticula  which  are  physiologically  in- 
significant at  this  time. 

The  problem  of  vesicoureteral  reflux 
both  before  and  after  repair  indicates 
only  the  difficult  nature  of  the 
ureterocele  problem.  If  the  ureterocele 
is  large,  particularly  if  it  extends  into  the 
proximal  urethra,  there  results  a major 
muscular  defect  in  the  posterior  bladder 
wall  and  bladder  neck.  Even  with  careful 
reconstruction  of  the  posterior  bladder 
wall  and  with  ureteral  reimplanation,  the 
risk  of  persistent  reflux  is  significant 
because  of  the  poor  support  of  the 
ureteral  tunnel.  As  well,  females  with  a 
large  ureterocele  that  extends  through  the 


bladder  neck  into  the  urethra  may  have 
a problem  with  urinary  incontinence. 
Such  patients  require  reconstruction  of 
the  bladder  neck. 

The  ability  to  diagnose  a ureterocele 
is  dependent  upon  a high  index  of  suspi- 
cion and  careful  diagnostic  evaluation  of 
all  children  with  infections,  bladder 
outlet  obstruction  and/or  hydronephro- 
sis. Because  of  the  spectrum  of  the 
disease,  treatment  must  be  individualized 
to  suit  the  particular  clinical  situation. 
A complex  ureterocele  case  can  be 
among  the  most  difficult  challenges  to 
confront  the  pediatric  urologist.  The 
ureterocele  problem  is  very  much  like  the 
iceberg — much  more  to  it  than  one  sees 
on  the  surface. 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving.” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Indianapolis  (317)  872-8013 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Southern  Indiana  Office 

KENNETH  W.  MOELLER  and  VERNON  E.  HOOVER 

Suite  624,  6100  North  Keystone  Avenue 
(317)  255  6525 

Mailing  Address:  P.O.  Box  20424,  Indianapolis  46220 


Northern  Indiana  Office 
DOUGLAS  O.  SELLON 
303  South  Main  Street,  Suite  208A 
Mishawaka,  46544 
(219)  256-5737 
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TALWINNX...BUILT-IN 
PROTECTION  AGAINST 
MISUSE  BY  INJECTION 


Major  Analgesic 
Reformulated 

Now  contains  naloxone, 
a potent  narcotic  antagonist 

Extra  security  added 
to  proven  efficacy  and  safety 


No  longer  do  doctors  have  to  deny  patients  the 
benefit  of  an  effective  oral  analgesic  for  fear  of  its 
misuse  by  injection. 

Winthrop-Breon  Laboratories  has  met  a nagging 
problem  by  reformulating TALWIN®  50  (pentazo- 
cine HC1  tablets)  with  the  addition  of  naloxone, 
equivalent  to  0.5  mg  base.  The  reformulated 
product  is  called  TALWIN®Nx. 

The  original  formulation  had  been  subject  to  a 
form  ot  misuse  among  street  abusers  known  as 
“T’s  and  Blues.”  TALWIN  50  and  PBZf  an  anti- 
histamine, would  be  ground  up  together,  put  into 
solution,  and  injected  intravenously.  The  combi- 
nation produced  a heroin-like  high.  Because 
naloxone  is  a narcotic  antagonist  when  injected 
intravenously,  it  acts  to  nullify  any  high  a “T’s  and 
Blues”  addict  might  expect  from  the  pentazocine 
in  a combination  of  TALWIN  Nx  and  PBZ.  When 
taken  as  directed  orally,  the  naloxone  component 
of  TALWIN  Nx  is  inactive.  ITius,  TALWIN  Nx 
continues  to  be  a safe,  effective,  oral  analgesic  for 
the  relief  of  moderate  to  severe  pain,  now  provid- 
ing added  security  against  misuse. 

‘Registered  trademark  of  Ciba-Geigy  Corp  for  (ripelennamine. 

lfi/infhrop-3reon 

© 1984  winthrop-Breon  Laboratories  Please  see  following  page  for  Brief  Summary. 
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NDC  0024-1951-04 

100  tablets  ID L 

TnlwiA 

Each  tablet  contains  pentazocine 
wdrochloride.USP,  equivalent  to  50  mg 
and  naloxone  hydrochloride,  USP  0.5  mfl 
Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


TtalwiriAT 

Each  tablet  contains  pentazocine  HCI,  USR 
(IV  equivalent  to  50  mg  base  and  naloxone 
HCI.uSR0.5mg. 


The  reformulation  of  Talwin  50  to  Talwin  Nx 
involved  the  addition  of  0.5  mg  naloxone  to 
help  prevent  misuse  by  injection. 


Each  tablet  contains  pentazocine  HCI,  USR  equivalent  to 
50  mg  base  and  naloxone  HCI,  USR  0.5  mg 

Analgesic  for  Oral  Use  Only 


Contraindications:  Hypersensitivity  to  either  pentazocine  or 
naloxone 


TALWIN"  Nx  is  intended  for  oral  use  only  Severe,  potentially 
lethal,  reactions  may  result  from  misuse  of  TALWIN'  Nx  by 
injection  either  alone  or  in  combination  with  other  substances. 
(See  Drug  Abuse  and  Dependence  section ) 

Warnings:  Drug  Dependence  Can  cause  physical  and  psycho- 
logical dependence  (See  Drug  Abuse  and  Dependence  )Head 
Injury  and  Increased  Intracranial  Pressure  As  with  other  potent 
analgesics,  respiratory  depressant  effects  of  the  drug  may  elevate 
cerebrospinal  fluid  pressure  due  to  C02  retention;  these  effects  may 
be  markedly  exaggerated  in  the  presence  of  head  m|ury,  other 
intracranial  lesions,  or  a preexisting  increase  in  intracranial  pres- 
sure. Can  obscure  the  clinical  course  of  patients  with  head  injuries; 
in  such  patients,  use  with  extreme  caution  and  only  if  deemed 
essential  Usage  with  Alcohol-  Due  to  potential  for  increased  CNS 
depressant  effects,  alcohol  should  be  used  with  caution  Patients 
Receiving  Narcotics  Pentazocine  is  a mild  narcotic  antagonist. 
Withdrawal  symptoms  have  occurred  in  patients  previously  given 
narcotics,  including  methadone.  Certain  Respiratory  Conditions. 
Should  be  administered  with  caution  in  respiratory  depression  from 
any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis 
Precautions:  CNS  Elfect  Use  cautiously  in  patients  prone  to 
seizures,  seizures  have  occurred  though  no  cause  and  effect 
relationship  has  been  established  Therapeutic  doses  have  in  rare 
instances,  resulted  in  hallucinations  (usually  visual),  disorientation, 
and  confusion,  which  cleared  spontaneously  within  a period  of 
hours  Such  patients  should  be  very  closely  observed  and  vital  signs 
checked,  if  the  drug  is  reinstituted,  it  should  be  done  with  caution 
since  the  acute  CNS  manifestations  may  recur  Impaired  Renal  or 
Hepatic  Function.  Decreased  metabolism  of  pentazocine  in  exten- 
sive liver  disease  may  predispose  to  accentuation  of  side  effects,  it 
should  be  administered  with  caution  in  renal  or  hepatic  impairment 
In  long-term  use,  precautions  should  be  taken  to  avoid  increases  in 
dose  by  the  patient  Biliary  Surgery  Some  evidence  suggests  that 
unlike  other  narcotics  pentazocine  causes  little  or  no  elevation  in 
biliary  tract  pressures;  the  clinical  significance  of  these  findings  is 
not  yet  known  Information  for  Patients  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards.  May  cause  physical  and 
psychological  dependence  taken  alohe  and  may  have  additive  CNS 
depressant  properties  in  combination  with  alcohol  or  other  CNS 
depressants  Myocardial  Infarction.  Use  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea  or  vomiting.  Drug 
Interactions  Usage  with  Alcohol  See  Warnings.  Carcinogen- 
esis, Mutagenesis  Impairment  of  Fertility  No  long-term  studies 
in  animals  to  test  for  carcinogenesis  have  been  performed  Preg- 
nancy Category  C Should  be  given  to  pregnant  women  only  if 
clearly  needed  Labor  and  Delivery.  Use  with  caution  in  women 
delivering  premature  infants  Effect  on  mother  and  fetus,  duration  of 
labor  or  delivery,  need  for  forceps  delivery  or  other  intervention  or 
resuscitation  of  newborn,  or  later  growth,  development,  and 
functional  maturation  of  the  child  is  unknown  Nursing  Mothers 
Caution  should  be  exercised  when  administered  to  a nursing 
woman  Pediatric  Use  Safety  and  effectiveness  in  children  below 
the  age  of  12  years  have  not  been  established 
Adverse  Reactions:  Cardiovascular  Hypotension,  tachycar- 
dia, syncope  Respiratory  Rarely,  respiratory  depression  CNS 
Acute  CNS  Manifestations  In  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours,  may  recur  if  drug  is 
reinstituted  Other  CNS  Effects  Dizziness,  lightheadedness,  seda- 
tion, euphoria,  disturbed  dreams,  hallucinations,  irritability,  excite- 
ment, tinnitus,  tremor  Gastrointestinal  Nausea,  vomiting,  con- 
stipation, diarrhea,  anorexia,  rarely  abdominal  distress.  Allergic 
Edema  of  the  face,  dermatitis,  including  pruritus,  flushed  skin,  includ- 
ing plethora  Ophthalmic  Visual  blurring  and  focusing  difficulty 
Hematologic  Depression  of  white  blood  cells  (especially  granulo- 
cytes), which  is  usually  reversible,  moderate  transient  eosinophilia 
Other  Headache,  chills,  insomnia,  weakness,  urinary  retention 
Drug  Abuse  and  Dependence:  Controlled  Substance 
TALWIN  Nx  is  a Schedule  IV  controlled  substance 
Dependence  and  withdrawal  symptoms  have  been  reported  with 
orally  administered  pentazocine  Patients  with  a history  of  drug 
dependence  should  be  under  close  supervision  Possible  abstinence 
syndromes  in  newborns  after  prolonged  use  of  pentazocine  during 
pregnancy  have  been  reported  In  prescribing  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  Tolerance  to  the  analgesic  effect  is  rarely  reported,  there  is 
no  long-term  experience  with  oral  use  of  TALWIN  Nx 
The  amount  of  naloxone  present  (0  5 mg  per  tablet)  has  no  action 
when  taken  orally  and  will  not  interfere  with  the  pharmacologic 
action  of  pentazocine,  however,  this  amount  of  naloxone  given  by 
injection  has  profound  antagonistic  action  to  narcotic  analgesics 
TALWIN  Nx  has  a lower  potential  for  parenteral  misuse  than  the 
previous  oral  pentazocine  formulation,  but  is  still  subject  to  patient 
misuse  and  abuse  by  the  oral  route 

Severe,  even  lethal,  consequences  may  result  from  misuse  of  tablets 
by  injection  either  alone  or  in  combination  with  other  substances, 
such  as  pulmonary  emboli,  vascular  occlusion,  ulceration  and  absces- 
ses, and  withdrawal  symptoms  in  narcotic  dependent  individuals 
Overdosage:  Treatment  Oxygen,  intravenous  fluids,  vasopres- 
sors, and  other  supportive  measures  should  be  employed  as  indi- 
cated Assisted  or  controlled  ventilation  should  also  be  considered 
For  respiratory  depression,  parenteral  naloxone  (Narcan" . available 
through  Endo  Laboratories)  is  a specific  and  effective  antagonist. 
Please  consult  full  product  information  before  prescribing 
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BRIEF  SUMMARY 

PROCARDIA  i nifedipine  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina  PP'i  A ■: ; • : -.Tec: ' - " > 

management  ol  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 1 classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation  ?i  angina  or  coronary  artery  spasm  pro 
voked  by  ergonovirie  or  3i  ang.oqrapnir.aiiy  demonstrated  coronary  artery  spasm  In  those  patients 
who  nave  had  angiography  the  presence  ot  significant  lixed  obstructive  disease  s not  ncompahbie 
with  the  diagnosis  ot  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  conical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  conlirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
n unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso 
spasm  or  when  angina  is  relractory  to  nitrates  and  or  adeguate  doses  ot  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort  Associated  Angina):  Pftf1  ART  A nd'cated  for 
the  management  ol  chronic  stable  angina  i effort  associated  anginal  without  evidence  ol  vasospasm 
n patients  who  remain  symptomatic  despite  adeguate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  leftorl  associated  anginal  PROCARDIA  has  been  effective  m controlled 
Inals  ot  up  to  eight  weeks  duration  m reducing  angina  Ireguency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  ot  long  term  safely  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  mfor 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment  especially  m 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormal  ties  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  Irom  the  combined  ettecls  ot  the  drugs  iSee  Warnings  I 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  ettect  ol 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poony  tol 
eraled  hypotension  These  responses  have  usually  occurred  during  initial  t nation  or  at  the  time  ot 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
biockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  m patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  tentanyl  m other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  oui  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ot  these  potential  problems  and 
I the  patient's  condition  permits  sufficient  time  lat  least  36  noursi  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  Ireguency  du- 
ration or  seventy  ot  angina  on  starting  PROCAROIA  or  at  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  Irom  decreased  coronary  pertusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  trom  increased  demand 
resulting  Irom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  Irom  beta  blockers  may  develop  a with- 
drawal syndrome  with  ncreased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCAROIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  l by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
ncreased  angina  m a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  If  is  important 
to  taper  beta  blockers  >1  possible  rather  than  stopping  them  abruptly  betore  beginning 
PROCAROIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  tor 

such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  i 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  let!  ventricular  dystunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCAROIA  This  edema  occurs  primarily  in  the  lowet  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  betaken 
to  differentiate  this  peripheral  edema  trom  the  effects  ot  increasing  led  ventricular  dystunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  ISee  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  eltediveness  ot  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxm  increased  digoxin  levels  in  nine  ol  twelve 
normal  volunteers  The  average  increase  was  45°  Another  investigator  found  no  increase  m d' 
goxm  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  lailure  during  which  digoxm  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxm  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating  adiust- 
mg  and  discontinuing  PROCARDIA  to  avoid  possible  over-  ot  under  digitalization 

Carcinogenesis  mutagenesis  impairment  of  terlihty  When  given  fo  rafs  prior  to  mating  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  limes  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  in  rats  mice  and  rabbits  and  abnormalities  m monkeys 
ADVERSE  REACTIONS  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema  nausea  weakness  headache  and  flushing  each  occurring  in  about  100o  ot  pa- 
tients transient  hypotension  in  about  5%  palpitation  In  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recut  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  inflammation  |Omt  stiffness  shaki 
ness  sleep  disturbances  blurred  vision  difficulties  in  balance  dermatitis  pruritus  urticaria,  fe- 
ver sweating  chilis  and  sexual  difficulties  Very  rarely  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  Irom  the  nat- 
ural history  ot  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  m about  4°0  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  m about  2°«  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5°»  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele- 
vated transaminases  and  aikaime  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  ot  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  lo  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
iterature 
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productive  once  again 
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5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 
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for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
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Experimental  Medical  Devices, 

Drugs  and  Techniques 

Their  Future  Social,  Medical  and  Political  implications  (Part  2) 


OTIS  R.  BOWEN,  W.D.* 
Indianapolis 


Dr.  garv  KOPF,  chief  of  pediatric- 
cardiac  surgery  at  Yale-New 
Haven  Hospital  and  a member  of 
the  Human  Investigation  Committee  at 
Yale,  said:  “Whenever  a new  device  is 
tried  on  a human,  it  is  experimentation 
and  the  issue  is  that  it  be  tried  on  pa- 
tients for  whom  there  is  no  alternative 
therapy.  If  that  is  the  case  and  life  is  pro- 
longed, the  procedure  is  justified.  I think 
it  is  the  right  way  to  go.”’ 

The  November  1981  issue  of  the 
American  Lung  Association  Bulletin 
reported  on  two  heart-lung  transplants 
at  Stanford  University.  One  occurred  in 
April  1981  and  the  other  in  May  1981. 
These  two  operations  opened  the  doors 
wider  in  transplant  surgery  and  will  help 
to  a better  understanding  of  the  human 
body.  Understandably,  these  operations 
made  news  around  the  world.  A diseased 
heart  may  cause  lung  damage  and  vice 
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Director,  Undergraduate  Family  Practice 
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Part  3 will  be  presented  next  month. 

Correspondence:  Dept,  of  Family  Medicine, 
Indiana  University  School  of  Medicine,  1 100 
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versa,  which  is  the  reason  the  researchers 
transplanted  both  organs  into  two  des- 
perately ill  volunteers. 

The  bulletin  does  not  imply  that  these 
exciting,  challenging,  innovative,  instruc- 
tive, extraordinary  and  hugely  expensive 


In  Experimental 
Medicine,  Criticism 
Will  Become  More 
Plentiful  . . . 

In  the  Development 
of  New  Devices, 
Competition  Will 
Increase  . . . 

The  Ethics  of  Our 
Society  Shall  Prevail 
and  Cost  Will  Be  a 
Consideration  But 
It  Will  Be 

Secondary  . . . 




transplantations  represent  clinical 
medicine.  It  says  plainly  it  is  research. 
It  emphasized  the  difficulties  and  hazards 
such  as  the  body’s  drive  to  reject  a 
foreign  organ;  complications  of  using 
heavy  doses  of  immunosuppressive 
drugs;  the  difficulty  in  finding  donors 
with  healthy,  undamaged  hearts  and 
lungs;  need  for  speed  of  transportation 
and  transplantation;  and  the  selection  of 
proper  recipients — those  judged  to  be  dy- 
ing and  unable  to  be  helped  by  any  other 
means. 

In  spite  of  these  hazards  one  of  the 
patients  heroically  volunteered:  “We’d 
still  be  in  the  trees  eating  bananas  if  we 
didn’t  try  things.  We’ve  got  to  try,  not 
just  sit  on  our  hands.  If  1 die  I want  to 
leave  my  family  . . . with  the  thought 
that  at  least  Mom  tried.” 

Unfortunately,  not  all  patients  would 
be  so  charitable  in  their  remarks  and  the 
family  might  have  different  thoughts  if 
and  after  failure  occurred.  The  general 
public,  with  fires  fanned  by  news  media 
which  thrive  on  exciting  news  and  report- 
ing controversies  and  failures,  might 
rebel  at  such  experimentation.  This  may 
or  may  not  be  related  to  a heightened 
critical  consumer  attitude — often  touted 
as  increased  desire  for  humanism  and 
more  emphasis  on  ethics.  But  this  really 
isn’t  that  new. 

Sister  Theresa  Peck,  administrator  of 
St.  Vincent  Hospital,  Indianapolis,  said 
in  the  1981-82  issue  of  their  Hospital  and 
Health  Center  Review  that  the  era  in 
medicine  when  this  philosophic  attitude 
of  more  humanism  developed  and  “soci- 
ety joined  in  the  belief  that  specific 
things  existed  which  were  worth  defend- 
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ing,”  was  about  the  year  1400  during  the 
Renaissance.  She  thinks  this  type  of 
thinking  has  prevailed  and  that  people 
seem  to  say,  “Don’t  tell  me  your  prob- 
lems. Tell  me  how  you  are  going  to  bet- 
ter take  care  of  me  . . . today  people 
do  not  hold  health  care  sacred.  Today, 
health  care  is  perceived  by  many  as  that 
to  which  they  are  entitled.” 

It  would  be  nice  if  we  in  the  health 
care  delivery  system,  whether  it  be  physi- 
cians, nurses,  technicians,  administra- 
tors, manufacturers  of  equipment  or 
pharmaceuticals,  were  all  broadminded 
and  fearless  and  could  not  only  accept 
but  encourage  constructive  criticism.  But 
it  isn’t  so.  We  may  say  we  welcome  it 
but  many  of  us  not  only  fear  it  but  ig- 
nore it.  We  may  even  be  vindictive  to 
those  who  offer  it.  We  should  not  equate 
every  criticism  as  a personal  attack  that 
must  be  resisted.” 

Criticism  will  become  more  plentiful 
in  the  area  of  experimental  medicine.  It’s 
not  an  ordinary  customer  relationship. 
In  an  ordinary  situation  96%  of  the 
dissatisfied  customers  do  not  complain 
to  the  person  with  whom  they  did 
business:  and  between  65  and  90%  of 
these  simply  will  never  return  to  do 
business  with  the  individual  again.  The 
guilty  businessman  or  company  has  no 
idea  what  went  wrong  and  has  no  way 
then  to  correct  it.  However,  when 
customers  do  complain,  54  to  70%  of 
those  complaining  can  be  won  back  with 
resolution  of  the  problem.  The 
businessman’s  key  is  to  seek  out 
complaints.9 

In  experimental  medicine  with 
humans,  reasons  for  failure  are  known 
by  the  provider  as  well  as  the  recipient. 
This  is  a mixed  blessing.  It  is  easier 
because,  as  I mentioned  earlier,  one 
knows  what  doesn’t  work  and  can 
eliminate  that  step  and  go  on  to  try 
another.  It  is  harder  for  the  obvious 
reason  that  the  failure  has  occurred  with 
a human  life. 

Milestones  in  medical  progress  have 
been  reached  through  experimentation 
with  humans.  Let  me  tell  you  about  one 
that  would  now  be  an  impossible  study. 
In  1796,  a British  physician,  Edward  Jen- 


ner,  asked  himself,  “Why  do  milkmaids 
have  nice  complexions?”  He  deduced 
that  since  all  milkmaids  had  at  one  time 
or  another  had  cowpox  which  must  have 
protected  them  from  smallpox,  thus  they 
did  not  have  the  big  pockmarks  of  small- 
pox. He  gave  cowpox  from  the  hand  of 
a milkmaid  to  a 7-year-old  boy.  In  a few 
weeks  he  tried  to  innoculate  the  boy  with 
smallpox  but  the  boy  did  not  come  down 
with  it.  This  simple  experiment  un- 
doubtedly saved  millions  of  lives  just  as 
many  future  but  yet  undone  experiments 
can  save  millions  more. 

The  question  follows:  Can  real  pro- 
gress be  made  without  trials  on  humans? 

1 suspect  great  strides  can  continue  to 
be  made  in  preventing  three  of  the  five 
leading  causes  of  death  today  without 
human  experimentation  but  I doubt  the 
other  two  can.  The  two  where  it  will  be 
needed  will  be  in  cancer  and  heart  disease 
while  shamefully  two  of  the  other  three 
leading  causes  of  death  can  be  corrected 
with  simple  use  of  common  sense  and 
caution.  These  two  are  accidents  and 
homicides  with  suicide  being  the  fifth 
and  questionable  one.  To  a degree,  at 
least  one  type,  cancer,  can  be  reduced 
with  common  sense  and  caution  since  the 
most  frequent  cause  of  preventable 
cancer  is  cigarette  smoking. 

Violence  then  dominates  the  leading 
causes  of  premature  death.  Society,  to 
include  the  church  and  medical  profes- 
sion, has  been  unable  to  deal  successfully 
with  it.10 

As  an  interesting  “aside,”  Indiana 
University’s  physician-in-chief  at  Riley 
Children’s  Hospital,  Dr.  Morris  Green, 
recently  remarked  that  adolescent  health 
is  a quiet  emergency.  Between  1960  and 
1979  the  adolescent  mortality  rate  rose 
71/2%.  Fifty  thousand  teenagers  die  an- 
nually in  the  United  States.  But  during 
that  same  20  years,  death  rates  for  all 
other  age  groups  went  down  significant- 
ly. In  fact,  the  Office  of  Health 
Research,  Statistics  and  Technology  of 
the  H.H.S.  Department  reported  that  for 
all  ages  the  percent  of  change  in  age- 
adjusted  death  rates  per  100,000  popula- 
tion for  the  years  1960-1977  was  a reduc- 
tion of  19.5%  but  for  ages  15  to  19  there 


was  a 10.2%  increase  and  for  ages  20 
to  24  an  8%  increase.  Dr.  Green  has 
been  named  the  project  director  for  a 
four-year  grant  to  the  Indiana  Universi- 
ty Teaching  Hospitals  and  the  Marion 
County  Health  Department  for  $600,000 
from  the  Robert  Wood  Johnson  Founda- 
tion to  study  this  problem  and  find  ways 
to  make  more  accessible  health  services 
for  adolescents.  Causes  of  this  increase 
in  death  rate  are  suspected  to  be  violent 
deaths,  unwanted  pregnancies,  alcohol 
and  drug  abuse,  sexually  transmitted 
diseases  and  mental  illness." 

Of  the  leading  causes  of  death  just 
mentioned,  heart  disease  is  the  one  in 
which  experimentation  can  be  the  most 
helpful.  Mortality  from  heart  attacks  has 
decreased  an  unbelievable  25%  in  the  last 
10  years.  Part  of  this  obviously  is  due 
to  more  attention  to  and  better  treatment 
of  hypertension,  improved  diet,  more  ex- 
ercise regimes  and  perhaps  less  smoking; 
but  increased  heart  surgery  for  coronary 
and  valvular  diseases,  use  of  pacemakers 
and  other  exotic  devices  also  have  played 
a big  part  and  1 believe  are  destined  to 
play  a bigger  part.  In  fact,  the  field  for 
more  improved  gadgets  is  wide  open.  It 
is  exciting  but  along  with  the  use  of  these 
come  the  questions  I’ve  just  asked 
relative  to  using  them  experimentally. 

Let’s  talk  a little  more  about  prices. 
The  costs  for  any  hospital  treatment  is 
high  but  it  is  soaring  for  heroic  types  of 
treatment.  Daniel  Haney,  an  Associated 
Press  writer  for  the  Journal  American 
wrote: 

“Americans  spend  $287  billion  a year 
for  good  health.  But  are  they  getting 
their  money’s  worth?  On  the  face  of  it 
there  is  no  need  to  ask.  From  university 
medical  centers  to  rural  clinics,  costly 
‘medical  miracles’  of  a decade  ago  have 
become  workaday  routine,  improving 
thousands  of  lives.  Cripples  walk  on 
man-made  hips;  bad  hearts  pump  with 
fresh,  new  arteries;  once  doomed  kidney 
patients  survive  on  machines  that  cleanse 
their  blood.”  But  his  article  deals  with 
rising  and  astronomical  costs  and  he  asks 
then,  “Have  soaring  costs  brought  us 
close  to  the  time  when  we  will  say:  ‘We 
cannot  afford  to  keep  this  person 
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alive.’  ”8 

One  possible  solution  would  be  simp- 
ly to  prohibit  the  heroic  all  out  type  of 
care  to  the  hopelessly  ill.  But  who’s  to 
decide  if  it  is  truly  hopeless  and  could 
anyone  with  a conscience  ever  allow  any- 
one to  die  without  attempts  to  keep  them 
alive?  Should  cost  only  be  the  deciding 
factor  on  who  will  certainly  die  and  who 
might  live  if  all  out  treatment  were 
given? 

Daniel  Callahan,  a philosopher  and 
director  of  the  Hastings  Center  in 
Hastings-On-Hudson,  New  York,  says, 
“Certainly  there  is  ample  precedent  in 
other  countries  for  establishing  limits  on 
services  and  it’s  not  hard  to  think  it’s 
going  to  happen  in  this  country.”* 

Dr.  Thomas  Chalmers,  dean  of  Mount 
Sinai  Medical  School  in  New  York,  asks 
the  important  question:  “What  will  hap- 
pen when  we  wake  up  to  the  fact  that 
we  cannot  afford  to  keep  disabled, 
crippled,  mentally  incompetent  and  over- 
aged people  around?  That  day  is  to  be 
as  much  dreaded  as  the  loss  of  political 
and  individual  freedoms  under  any  total- 
itarian government.”8 

In  spite  of  Dr.  Callahan’s  statement, 

1 do  not  think  people’s  conscience  will 
allow  them  to  prohibit  the  use  of  any 
available  medical  technology  just  because 
it  is  expensive.  And  as  Daniel  Haney 
said,  “The  question  is  critical  because 
medical  technology  is  keeping  a grow- 
ing number  of  people  alive — and  fuel- 
ing much  of  the  increase  in  health  care 
spending.”8 

In  my  judgment,  there  will  be  lots  of 
screaming  and  yelling  and  protesting  of 
expenses,  but  people  will  not  abandon 
any  ill  person.  I believe  they  will  yield 
to  using  more  of  their  gross  national  pro- 
duct for  health  purposes.  After  all, 
what’s  more  important  than  one’s 
health?  Certainly  not  so  many  of  the 
material  things  in  life.  The  emphasis  will 
shift  from  how  expensive  it  is  to  how  to 
find  ways  to  finance  these  extraordinary 
lifesaving  and  healing  methods.  Dr.  Peter 
Budetti  of  the  Health  Policy  Program  at 
the  University  of  California  in  San  Fran- 
ciso  said:  “Our  general  feeling  is  that  it’s 
not  ethical  to  make  life-or-death  deci- 


sions based  on  economic  factors.”8 
We’re  on  the  frontier  and  there  will  be 
mistakes,  but  doctors  have  been  educated 
to  and  the  public  is  expecting  the  single 
standard  of  medical  care  that  Dr.  Silk 
mentioned  and  that  is  the  very  best;  the 
ethics  of  our  society  shall  prevail  and 
cost  will  be  a consideration  but  it  will 
be  secondary. 

There  are  groups  grappling  with  these 
problems  that  could  possibly  shape  the 
policies  of  government  on  the  way  health 
care  is  delivered.  One  is  the  Presidential 
Commission  for  the  Study  of  Ethical 
Problems  in  Medicine  and  Biomedical 
and  Behavioral  Research.  It  was  created 
by  President  Carter  in  December  1979 
to  continue  the  work  started  in  1974  by 
the  National  Commission  for  the  Pro- 
tection of  Human  Subjects  of  Biomedical 
and  Behavioral  Research.  It  closed  shop 
in  1978  and  its  work  was  continued  by 
the  Ethics  Advisory  Board  in  the  old 
H.E.W. 

These  three  groups  have  studied  ques- 
tions of  if,  when,  and  how  to  stop  life- 
sustaining  treatments,  when  is  a person 
dead,  if  and  how  to  oversee  genetic 
engineering,  what  is  adequate  level  of 
health  care  and  who  should  provide  it, 
to  name  a few.12 

Morris  Abram,  chairman  of  the  com- 
mission, said:  “There  was  no  other 
authority  (in  government)  that  could 
have  performed  this  function.  Every 
question  we  address  grows  out  of  the  fact 
that  medical  science  has  advanced  enor- 
mously. You  always  knew'  when  a person 
was  dead  until  respirators  were 
developed.”12 

The  March  21.  1983  issue  of  the  In- 
dianapolis News  carried  the  A.P.  story 
of  another  far-reaching  statement  by  the 
same  commission  and  announced  by 
Morris  Abram.  Essentially,  the  report 
stated  that  the  patient,  if  mentally  com- 
petent, has  the  right  to  end  life-sustaining 
therapy  or  to  forbid  heroic  resuscitation 
efforts  in  a crisis  even  if  an  earlier  death 
could  be  the  consequence.  Patients 
should  make  the  decision  but,  in  the 
event  they  are  incapable,  then  the  family 
should  have  the  authority  to  decide. 

The  Abram  Commission  studied  the 


issue  for  two  years  before  saying:  “The 
voluntary  choice  of  a competent  and  in- 
formed patient  should  determine  whether 
or  not  life-sustaining  therapy  will  be 
undertaken.” 

The  11 -member  congressionally  ap- 
pointed commission  was  broad-based 
and  included  the  fields  of  Medicine, 
Law,  Theology,  Ethics  and  Consumer 
Advocacy.  It  said  that  the  central  ethical 
concerns  upon  which  decisions  to  treat 
or  not  to  treat  should  rest  on:  “Is  the 
burden  imposed  by  treatment  dispropor- 
tionate to  the  benefit  expected,  and  what 
are  the  patient’s  wishes?” 

The  report  said  law-making  bodies  and 
the  courts  generally  should  stay  out  of 
medical  decisions,  except  in  extraor- 
dinary cases  where  the  wishes  of  patients 
or  their  representatives  cannot  be 
resolved  with  those  of  health  profes- 
sionals or  hospitals. 

“Doctors  and  hospitals  are  responsible 
for  clearly  outlining  the  treatment  op- 
tions available  and  their  consequences, 
and  for  assisting  patients  in  making  the 
decisions  that  are  in  their  best  interest,” 
the  report  said.  “Health  care  profes- 
sionals serve  patients  best  by  maintain- 
ing a presumption  in  favor  of  sustain- 
ing life.” 

The  commission  also  recommended 
that  hospitals  and  nursing  homes 
establish  ethics  committees  to  review 
critical  decisions  and  even  have  the 
authority  to  overrule  parents  or  other 
non-patient  decision  makers  in  the  event 
they  disagreed  with  the  decision. 

“Experts  estimated  there  are  5,000 
permanently  unconscious  patients  in  the 
United  States,  so  afflicted  because  of  ac- 
cident or  illness,”  the  report  said.  “The 
law  should  not  require  that  particular 
therapies  be  applied  or  continued,  except 
for  basic  nursing  care,  leaving  these  deci- 
sions to  their  families  or  representa- 
tives.” 

“.  . . For  almost  every  life-threatening 
condition,  some  intervention  can  delay 
the  moment  of  death,”  Abram  said. 
“Furthermore,  dying  no  longer  takes 
place  at  home — about  80%  of  Americans 
now  die  in  hospitals  or  nursing  homes. 

“Since  dying  has  ceased  to  be  a private 
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affair  and  now  involves  these  institu- 
tions,” he  said,  “it  has  been  complicated 
by  involving  many  more  people.” 

“Many  of  the  hard  decisions  about 
possibly  foregoing  therapy  could  be 
resolved  if  people  developed  their  opin- 
ions before  getting  sick,”  the  commission 
said. 

St.  Vincent  Hospital  and  Health  Care 
Center  of  Indianapolis  published  an  in- 
teresting article13  which  said: 

‘‘As  Shakespeare’s  King  Lear  says 
over  the  body  of  his  daughter,  ‘I  know 
when  one  is  dead  and  when  one  lives  . . .’ 
The  only  tests  for  life  he  had  were  to 
see  if  her  breath  would  stir  a feather  or 
fog  a mirror,  and  the  only  life  support 
he  could  offer  was  to  hold  her  in  his 
arms.  In  today’s  hospital  the  tests  for 
life  may  take  24  hours,  and  the  decision 
of  whether  to  institute  heroic  efforts  to 
save  the  near  dead  or  dying  patient  is 
posed  to  physicians,  family,  and  friends 
who  once  had  no  choice.  Several  courts 
have  struggled  with  that  question  and 
have  come  up  with  diverse  results.  It  is 
clear  that  a competent  patient  may  refuse 
medical  treatment  even  when  that  treat- 
ment may  be  potentially  life-saving.  Pope 
John  Paul  has  indicated  that  heroic 
measures  in  the  face  of  unavoidable 
death  not  only  are  not  morally  required, 
but  may  be  repugnant.  The  courts  have 
agreed  that  an  incompetent  patient  does 
not  lose  the  right  of  self-determination 
because  he  or  she  is  incompetent  and 
cannot  exercise  it.  In  that  case,  another 
person  may  exercise  it  for  the  patient. 
The  courts  have  split  over  who  that 
substituted  person  should  be  and  how  he 
or  she  should  be  chosen  . . .” 

The  Indianapolis  News'4  said,  ‘‘The 
so-called  ‘living  will’  which  outlines  a 
person’s  wishes  about  sustaining  his  life 
in  case  of  later  incompetency,  is  not 
legally  binding  in  most  states.  But  the 
commission  recommends  an  alternative 
legal  approach  called  the  durable  power 
of  attorney.  This  authority  to  appoint  a 
proxy  to  act  after  a person  becomes  in- 
competent exists  in  42  states  and  could 
be  used  for  making  binding  health  care 
decisions.” 

Warner  Lindau,  a Miami  cardiologist, 


in  testimony  before  the  commission,  said 
that  there  was  a need  for  better  under- 
standing when  it  is  appropriate  to  let 
‘‘helpless,  hopeless  patients”  die  in 
peace.  He  said  he  ‘‘used  to  let  more  peo- 
ple die  in  peace  than  I do  now,”  but 
‘‘now  I think  frequently  . . . what  would 
look  best  before  a jury?  And  this  un- 
fortunately interferes  with  doing  what’s 
best  for  the  patient.”  He  also  raises  a 
couple  of  interesting  questions.  Do  we 
stop  struggling  to  extend  life  “after  we 
spend  $10,000,  $50,000  or  $100,000?” 
Alexander  Capron,  director  of  the  com- 
mission, admonished  that  it  is  important 
for  society  to  get  this  issue  of  life  sus- 
taining treatment  straight  before  it  gets 
enmeshed  in  economic  issues.”12  It  is 
already  at  least  peripherally  enmeshed, 
for  the  health  care  financing  authority 
of  H.S.A.  has  come  out  with  statistics 
that  11%  of  every  year’s  Medicare 
expenditures  are  spent  on  those  in  the 
last  40  days  of  their  life;  23%  in  the  last 
six  months  and  30%  in  the  last  year.  It 
is  obvious  that  a great  deal  of  this  is  for 
heroic  last-chance  efforts  to  prolong  life; 
however,  we  must  question  whether  it  is 
prolonging  life  or  prolonging  the  act  of 
dying. 

The  commission,  in  a controversial 
recommendation,  said:  “When  therapies 
are  expected  to  be  futile  . . . reimburse- 
ment sources  need  not  pay  for  them.” 
And  from  a source  of  payment,  Donald 
A.  Young,  deputy  director  of  the  Health 
Care  Financing  Administration’s  Pro- 
gram Policy  Bureau,  said:  “We  reim- 
burse for  the  use  of  a resuscitatior,  but 
the  physician  in  charge  decides  when  to 
use  it.”12 

I cite  these  examples  to  show  the 
pressures  that  can  be  placed  on  a physi- 
cian in  such  life-and-death  decisions  and 
when  to,  or  whether  to,  use  any  exotic 
or  experimental  devices. 

As  I have  mentioned  many  times,  the 
practice  of  medicine  and  physicians’  lives 
will  change  immensely  over  the  next  few 
years.  The  whole  health  care  industry — 
every  health  care  provider — will  be  af- 
fected. One  of  the  main  causes  is  the  cost 
of  medical  care.  Predictions  are  for  more 
emphasis  on  prevention,  more  “do  it 


yourself  care”  with  doctors  simply  con- 
sulting with  the  patients  and  advising 
them,  more  corporate  and  group  prac- 
tices to  control  costs  better  and  as  a 
result  less  intimate  doctor-patient  rela- 
tionships will  exist. 

Competition  in  the  development  of 
new  devices  will  increase.  It  will  increase 
because  of  profits  and  publicity  which 
has  not  all  been  good,  especially  as  con- 
cerns original  costs  and  mark-ups  by  in- 
termediaries and  end-users  of  the  prod- 
uct. So,  a competitive  price  soon  will  not 
only  be  a consumer  expectation  but  also 
a watch-dog  government’s  demand.  As 
competition  gets  greater,  those  com- 
panies and  agents  that  show  sensitivity 
to  the  consumer  and  work  together  will 
be  most  apt  to  survive. 

James  R.  Ridley,  president  of  Integon 
Life  of  North  Carolina,  in  an  address 
before  Life  Comm  User’s  group,  a na- 
tional cooperative  computer  system 
organization,  suggested  that  companies 
will  need  a “survival  kit”  to  survive 
threats  to  their  business.  These  threats 
are  inflation,  negative  consumer  attitudes 
and  non-traditional  competition.  To  a 
degree,  this  advice  fits  almost  any  in- 
dustry. He  said  the  survival  kit  should 
include  a ballot  to  elect  government  of- 
ficials who  are  economically  literate,  a 
mirror  to  look  at  ourselves  and  deter- 
mine if  our  actions  are  in  the  best  inter- 
ests of  the  consuming  public,  a computer 
to  assist  in  meeting  new  demands  and 
to  help  lower  product  costs,  and  a bucket 
of  ice  water,  not  to  quench  thrist,  but 
to  keep  us  awake.15 
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The  Otologist’s  Approach  to  Vertigo 


JERRY  L HOUSE,  M.D. 
Indianapolis 


Dizziness  and  vertigo  are  very 
common  complaints.  Vertigo  is  a 
true  sensation  of  motion.  The 
patient  will  say  things  are  spinning  or 
that  the  walls  seem  to  move.  They  may 
feel  they  are  falling.  Most  patients  with 
true  vertigo  will  have  a primary  otologic 
cause  for  their  symptoms.  Patients  with 
non-specific  dizziness  often  describe  a 
floating  sensation  or  lightheadedness. 
The  purpose  of  this  paper  is  to  help 
physicians  make  an  accurate  diagnosis 
when  presented  with  these  often  confus- 
ing symptoms. 

The  first  and  most  important  step  in 
making  a diagnosis  is  taking  an  accurate 
history.  Most  of  the  information  needed 
to  make  a diagnosis  in  patients  with  diz- 
ziness may  be  obtained  from  the  history. 
The  patient  is  asked  to  describe  his  sen- 
sation without  using  the  word  dizzy.  The 
patient  will  either  describe  a sensation  of 
movement  or  spinning,  or  perhaps  a feel- 
ing of  lightheadedness  or  floating.  The 
former  two  symptoms  are  more  sug- 
gestive of  vertigo  while  the  latter  are 
more  suggestive  of  metabolic  or  stress 
related  problems.  A history  is  obtained 
of  the  frequency  and  severity  of  the  diz- 
ziness. Most  vertigo  of  otologic  origin 
occurs  in  discreet  spells.  The  patient  is 
usually  free  of  vertigo  between  attacks. 
Constant  dizziness  that  persists  longer 
than  six  weeks  is  not  caused  by  the  ear. 

It  is  now  important  to  elicit  a history 
of  any  associated  central  nervous  system 
deficits  with  the  dizziness.  Loss  of  vision, 
syncope,  or  cranial  nerve  deficits  are  very 
suggestive  of  brain  stem  disease.  Slurring 
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of  speech,  weakness  of  arms  or  legs,  or 
numbness  of  face  or  extremities  also  sug- 
gest brain  stem  disease.  A diagnosis  of 
vertebro-basilar  insufficiency  should  be 
made  with  great  caution  if  vertigo  is  the 
only  symptom.  Loss  of  consciousness 
does  not  occur  as  part  of  an  isolated  in- 
ner ear  problem,  no  matter  how  severe. 

The  physician  now  needs  to  know  if 
there  is  a hearing  loss.  Is  it  unilateral  or 
bilateral?  Does  the  hearing  fluctuate  in 
either  ear?  Is  there  ringing  in  either  ear? 
Is  there  a sensation  of  pressure  or 
fullness  in  either  ear?  If  the  answer  to 
any  of  these  questions  is  yes,  one  would 
immediately  begin  to  think  of  an  otologic 
cause.  Otologic  vertigo  often  causes 
nausea,  vomiting  and  diaphoresis. 

Otologic  Causes  of  Vertigo  Associated 
with  Hearing  Loss 

Patients  with  episodic  vertigo 
associated  with  a fluctuating  hearing  loss 
are  very  suspect  for  otologic  disease.  This 
is  often  associated  with  ringing  in  the  ear 
and  can  be  associated  with  pressure  in 
the  ear.  These  patients  should  be  ex- 
amined serologically  with  a F.T.A.  to 
rule  out  otologic  syphilis.  A sed  rate 
should  be  obtained  to  screen  for  autoim- 
mune inner  ear  disease.  The  diagnosis  of 
Meniere’s  disease  is  now  reserved 
specifically  for  the  clinical  triad  of  fluc- 
tuating low  tone  hearing  loss,  episodic 
vertigo,  and  tinnitus.  This  is  often 
associated  with  a sensation  of  aural 
fullness  or  pressure.  There  is  no 
associated  neurologic  deficit.  The  patient 
is  free  of  vertigo  between  the  definitive 
spells. 

Those  patients  with  vertigo  and  a non- 
fluctuating or  progressive  hearing  loss 
present  with  different  diagnostic 
possibilities.  A sensation  of  imbalance 
associated  with  poor  speech  discrimina- 
tion in  one  ear  is  very  suggestive  of  an 
acoustic  neurinoma.  Any  patient  with  a 
unilateral  hearing  loss,  particularly  if 


associated  with  poor  understanding  for 
speech  or  poor  discrimination  on  the 
telephone  should  be  highly  suspect  for 
an  acoustic  tumor.  Dysfunction  of  the 
vestibulocochlear  nerve  should  be  treated 
as  any  other  neurologic  sign  and  deserves 
proper  evaluation.  It  is  common  in  my 
practice  to  see  patients  with  large 
acoustic  neurinomas  who  have  had  an 
“unexplained”  unilateral  hearing  loss  a 
year  or  two  before. 

If  the  patient  has  drainage  from  the 
ear  and  a conductive  hearing  loss,  the 
ear  should  be  examined  carefully  for 
cholesteatoma.  This  will  present  with 
purulent  drainage  and  a defect  in  the 
tympanic  membrane.  Cholesteatoma  can 
produce  a horizonal  semicircular  canal 
fistula  and  subsequent  vertigo.  The 
cholesteatoma  must  be  treated  promptly 
if  the  hearing  is  to  be  preserved. 

Glomus  tumors  of  the  temporal  bone 
commonly  present  with  hearing  loss, 
pulsatile  tinnitus,  and  dizziness.  They  can 
be  seen  as  a red  mass  behind  the  tym- 
panic membrane,  or  they  can  grow  out 
the  ear  canal.  If  glomous  tumors  involve 
the  jugular  bulb  they  may  not  be  seen 
behind  the  tympanic  membrane  and  may 
require  radiographic  studies  for 
diagnosis. 

Trauma  to  the  ear  can  cause  dizziness 
as  well  as  conductive  hearing  loss.  The 
dizziness  will  usually  take  the  form  of 
benign  paroxysmal  or  positional  vertigo. 
Herpes  zoster  otitis  or  the  Ramsey-Hunt 
syndrome  can  cause  acute  vertigo. 
Herpetic  vesicles  on  the  outer  ear  or  the 
lateral  surface  of  the  tongue  can  be  seen. 
This  is  often  associated  with  severe  pain 
in  the  ear  and  facial  nerve  paralysis  much 
like  Bell’s  palsy. 

Otosclerosis  is  a very  common  cause 
of  correctable  hearing  loss  occurring  in 
the  younger  age  group.  It  can  uncom- 
monly cause  vertigo.  If  the  family  history 
is  suggestive,  and  conductive  hearing  loss 
is  present,  the  vertigo  may  be  related  to 
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otosclerosis.  Medical  or  surgical  therapy 
may  be  offered  to  help  these  patients. 

Sudden  vertigo  following  straining, 
flying  or  scuba  diving  is  suggestive  of 
perilymphatic  fistula.  This  is  a leakage 
of  fluid  from  the  inner  ear  caused  by 
sudden  pressure  change.  Surgical  ex- 
ploration and  repair  of  the  leak  may  be 
indicated  to  eliminate  the  vertigo  and 
preserve  the  hearing. 

Otologic  Causes  of  Vertigo  Not 
Associated  with  Hearing  Loss 

There  are  two  common  clinical  syn- 
dromes that  present  with  vertigo  that  are 
not  associated  with  hearing  loss.  The  first 
is  vestibular  neuritis  or  viral  labyrinthitis. 
This  presents  as  an  acute  episode  of 
severe  vertigo  associated  with  nausea  and 
vomiting.  These  patients  are  often  bed- 
fast for  a few  days  and  then  will  have 
motion  intolerance  and  residual  vertigo 
for  several  weeks  or  months.  The  hear- 
ing remains  normal  and  there  are  no 
neurologic  deficits. 

The  second  common  cause  of  otologic 
vertigo  with  normal  hearing  is  benign 
positional  or  paroxysmal  vertigo.  This 
can  be  seen  at  any  age  but  is  common 
in  the  older  patient.  It  is  also  very  com- 
mon after  head  injury.  The  patient  will 
complain  of  severe  spinning  vertigo  upon 
going  to  bed  or  rolling  over  in  bed.  The 
vertigo  is  usually  short  in  duration  and 
can  be  associated  with  nausea.  This  type 
of  vertigo  is  always  related  to  head 
movement  and  is  usually  self  limiting. 


Non-Otologic  Causes  of  Dizziness 

There  are  many  central  nervous  system 
disorders  that  can  cause  vertigo.  It  is  not 
the  purpose  of  this  paper  to  describe 
these  fully,  but  they  should  be  in  the  dif- 
ferential diagnosis.  Many  of  the  cir- 
culatory disorders  involving  the  brain 
stem  can  cause  dizziness  and  vertigo. 
There  is  almost  always  an  associated 
neurologic  deficit.  This  may  take  the 
form  of  visual  black  outs,  syncope,  or 
cranial  nerve  dysfunction.  Normal 
pressure  hydrocephalus  can  cause  im- 
balance, dementia,  and  incontinence  in 
the  older  patient.  Vertiginous  epilepsy  is 
uncommon  but  also  can  be  the  cause  of 
spells  of  vertigo.  Multiple  sclerosis 
should  be  considered  in  the  younger  age 
groups. 

Tumors  in  the  posterior  fossa  are  com- 
monly associated  with  imbalance  and 
usually  will  present  with  a hearing  loss 
as  described  above.  These  tumors  rarely 
present  with  acute  vertigo  unless  the 
blood  supply  to  the  inner  ear  or  brain 
stem  is  suddenly  altered. 

Metabolic  problems  can  exacerbate 
balance  disorders.  Hypothyroidism  is  a 
known  cause  of  vertigo  but  unless  severe, 
it  will  usually  not  be  responsible  for  the 
vertigo.  Reactive  hypoglycemia  is 
another  well  known  cause  of  dizziness. 

Many  other  patients  will  complain  of 
vague  balance  symptoms  described  as 
floating  or  lightheadedness.  They  often 
feel  faint.  If  the  hearing  is  normal  and 
there  is  no  associated  neurologic  deficit, 


several  possibilities  should  be  considered. 
Hyperventilation  or  stress  problems 
should  be  considered  in  this  group  of  pa- 
tients. These  patients  are  best  managed 
by  supportive  therapy  and  are  requested 
to  keep  a diary  of  things  that  exacerbate 
their  dizziness.  An  attempt  is  made  to 
eliminate  as  many  of  these  environmental 
or  stress  factors  as  possible  to  reduce 
their  symptoms. 

Physical  Examination  of  the  Dizzy 
Patient 

Physical  examination  of  the  dizzy  pa- 
tient is  often  unrewarding.  One  should 
specifically  do  a complete  otologic  exam 
to  visualize  any  abnormality  such  as  in- 
fection in  the  ear,  tumor,  or  cholestea- 
toma. A complete  cranial  nerve  examina- 
tion should  be  done.  Cerebellar  testing 
with  gait  and  station  testing  is  also  per- 
formed. A complete  neurologic  exam  is 
done  as  indicated.  If  seen  during  an 
acute  episode  of  vertigo,  nystagmus 
should  be  seen.  An  audiogram  is  routine- 
ly obtained.  Special  diagnostic  tests  may 
include  an  electronystagmogram  (ENG), 
CT  scan,  or  evoked  potentials. 

It  is  impossible  to  give  a complete 
review  of  all  causes  of  dizziness  in  such 
a short  space.  It  is  hoped  that  the 
preceding  tips  will  help  the  primary  care 
physician  with  his  diagnosis  of  ver- 
tiginous disorders.  Appropriate  rnedical 
or  surgical  therapy  can  often  help  the  pa- 
tient with  an  otologic  cause  for  his  ver- 
tigo once  the  offending  ear  is  identified. 
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Epidemic  inflammatory  Disease  of  the 
Bronchial  Tree  with  Systemic  Effects 


WARREINI  INI..  WcCILURE,,  M.D 
Kokomo 


I feel  a coMPLPLSiioiNi  to  write  about 
a disease  that  is  filing  my  office, 
because  I’ve  found  a method  of  erne 
that  is  gratifying.  Perhaps  you  already 
are  aware  of  all  of  this. 

1 have  noted  im  my  practice  since 
November  1982.  a steady  stream  of  con- 
sistent physical  findings  with  differing 
complaints.  AM  of  these  people  show 
three  findings:  ((a)  an  inflamed  throat, 
sometimes  streaky  red.  sometimes  com- 
pletely flushed  and  swollen,  and  occa- 
sionally with  tonsillar  exudate  that  does 
not  appear  like  Streptococcus  infection; 
(b)  secondly,  they  all  have  unequal 
breathing;  they  present  either  a lag  on 
one  side  or  the  other.  This  is  definite, 
and  when  another  person  is  in  the  exam 
room,  such  as  a nurse,  or  the  spouse, 
or  another  relative  they  can  see  it;  fc) 
thirdly,  the  person  shows  on  percussion 
a definite  dullness  on  the  side  off  the  lag. 
This.  too.  is  extremely  definite,  appreci- 
ated by  any  that  are  in  the  room.  Per- 
cussion has  to  be  gentle  to  pick  up  the 
dullness  and  must  be  done  correctly.  It 
should  be  done  with  one  finger  on  the 
chest  wall  and  very  carefully  avoiding 
any  part  of  the  hand  touching  the  chest 
wall. 

I’ve  noted!  al  degrees  of  disabiilliitty  with 
these  findings.  Some  are  very  sick  with 
high  fever,  some  mildly  siick  and  some 
claiming  no  sickness  at  all. 

Complaints  vary.  Most  have  had  a 
sore  throat  and  are  coughing,  butt  some 
show  no  obvious  cough-  Almost  all  com- 
plain of  tiredness,  which  is  very  real. 
Headache  is  not  uncommon  and 
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sometimes  very'  severe,  and  two  cases 
have  shown  increase  of  WBCs  in  a spinal 
tap.  Abdominal  complaints  are  frequent, 
many  times  with  outright  diarrhea.  Otitis 
is  not  uncommon  dither,  with  occasional 
blister  on  one  drum.  Chest  pain  is  pre- 
sent in  many  and  sometimes  is  on  the 
opposite  side  of  the  lag  and  dullness. 
Fever  is  not  consistent.  It  may  be  high, 
butt  most  do  not  show  elevation. 

This  is  a family'  disease.  When  one 
member  has  it,  one  can  assume  that  all 
members  have  it.  particularly  iff  the  fami- 
ly is  dlose-knitt  with  a good  deal  off  mouth 
kissing.  Obviously,  the  disease  is  very 
contagious.  I’ve  seen  one  family  ©ff  27, 
all  off  whom  had  the  disease  process.  1 
think  it  takes  about  five  days  to  manifest 
the  disease  after  exposure. 

Attempts  at  a definite  diagnosis  have 
been  without  success.  Mycoplasma  com- 
plement fixation  has  been  negative — 
culture  off  the  throat  trmdb'  sfaoms  a strep. 
Viral  panels  have  been  negative.  CBCs 
tend  to  show  a low  total  white  count  with 
a depression  off  lymphs,  bntt  this  is  not 
in  every  case.  Hemattnria  has  occurred 
in  three  cases.  Chest  x-ray  is  usually 
negative.  Iff  the  person  has  had  the 
disease  a long  time  and  suddenly  gets 
very'  sick,  an  infiltrate  can  be  identified 
in  the  x-ray.  1 think  that  this  is  an 
unidentified  virus  infection,  butt  secon- 
dary bacterial  infection  ©aim  occur. 

My  most  interesting  case  history'  in- 
volves a pregnant  girl  and  her  newborn. 
I was  notified  ©ff  the  deffivery  and  was 
told  that  the  placenta  was  very 
odoriferous,  and  that  the  baby  also 
stank.  The  obstetrician  took  culttnres  ©ff 
the  placenta  and  ©ff  the  baby  ’s  orifices 
and  also  did  a blood  culttmre.  I saw  the 
baby  at  about  four  hours.  I found  the 
red  throat  and  discovered  a definite 
dullness  in  the  right  chest.  1 showed  the 
Registered  Nutse  the  dullness  and  she 
heard  it.  Then  I went  to  the  mother  and 
found  her  to  have  the  same  findings — a 


red  throat,  a lag  on  the  left,  and  dull- 
ness on  the  left.  She  told  me  she’d  had 
a ““cold”  for  the  past  two  weeks,  and 
still  felt  bad.  1 showed  the  R.N.  on  the 
floor  her  definite  lag.  and  dullness.  She 
agreed. 

Treatment  has  evolved  over  the  past 
year  and  a half  and  still  may  change. 
There  is  no  qnesttion  that  iff  this  amity 
can  be  recognized  quickly  , it  mum  be 
ehminatted  from  the  chest  in  12  hours. 
This  is  by  postural  drainage  and  forced 
coughing,  producing  the  yellow,  thick 
substance  that  must  HI  the  bronchial  tree 
(tsae  tike  pxoMwmll  dbnmwge  dhmrt) ).  Whan 
the  condition  is  not  recognized,  the 
disease  state  can  worsen  and  high  fever 
may  occur.  Then  an  expectorant  phis 
either  Doxycychne  or  Erytthrodin  have 
been  used,  along  with  postural  drainage 
at  home.  Somme  people  are  hospitalized. 
1 usually'  only  hospitalize  those  who  can- 
not do  successful  postural  drainage,  or 
who  have  serious  systemic  ilmess,  that  the 
disease  state  is  complicating.  The 
Emergency  Room  also  tends  to  hospital- 
ize many  with  the  disease.  They  are  ad- 
mitted with  many  diagnoses — appendi- 
citis, heart  attack,  acute  gastritis,  acute 
cyttopyeffitrs,  etc.  Patients  hospitalized  are 
treated  with  respiratory  therapy.  This  is 
ordered  as  updraft  with  ikronkosol  J25 
cc,  tt.i.d..  followed  by  assisted  postural 
drainage  amid  cupping  ©ff  the  ““dull”  stide.. 
Usually  a person  will  dear  inm  three  days. 
I’ve  taken  five  to  seven  days  with  only 
the  most  disabled..  I emphasize  ttham  inmost 
©aim  get  well  at  home  by  postural 
drainage  and  coughing  up  the  infectious 
nnnattttcr.. 

D ttMnnlk  iilt  iis  wary  innmpxiwrttaimti  ti©  dfoioowtar 
the  disease.  It  is  easily'  treated,  and  it  is 
a contagious  disease.  Even  people  who 
are  ttolkrattimig  it  mmiMly  still  are  contagious 
and  should  be  rid  ©ff  the  condition..  D’ve 
found  ffammiOlies  tend  to  have  this  disease 
for  months  iff  al  do  mot  get  me!  at  one 
ttimne. 
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Babies  and  old  people  handle  the  I 
disease  the  worst,  probably  because  they 
cam  mat  successfully  do  postural  drain-  I 
age.  1 don’t  know  how  long  this  disease  i 
widhiuM  persist  without  treatment.  I’m 
trdlattwdly  sure  that  it  has  been  in  some 
dhieslts  for  six  months  at  least.  I don’t 
lbm©w  iff  ttDnore  would  be  long-term  bad 
effects  ffromm  mot  getting  the  material  out 
off  ttbe  dbesa,  but  I can  imagine  that  | 
fibrosis  ©ff  nban  region  of  the  bronchial 
ttmee  aiNmDd  sscomr.. 

D ffcdttDnattt  itt  is  a worthwhile  effort  to 
fliimd  ttflmis  emfltitty..  ffThrn? — check  for  lag  and 
dmlmess..  Sttnep  ttBnmo)Q,t  ? — check  for  lag 
amd  dunlmess-  Ermcepllnalitis? — check  for 
lag  amd  dmiUmess..  Onesffi  pain? — check  for  | 
Dag  amd  dunlmess  amd  nealze  that  coronary 
(disease  cam  odistt  wiittDn  ttbe  inflammatory 
bromcbial  disease..  Abdonmimal  pain? — 
dhiedk  for  Dag,  amd  dunlmess..  Mononucle-  I 
©sis'? — cDnedk  ffotr  Dag  amd  dmilmess.  You  | 
urnay  alhready'  Due  ssamug  ttDne  omttiitty.  but  if 
rnott,  nealy  puiacttiice  cauetM  mmettikulous  ■ 
esamm  off  ttDnroaii  amd  udnesa  expamsmu  plus 
caireffiiuD  peneunssMm.  Dtt  couuDd  simplify 
ssMmne  off  ttDne  sMunalioms  iim  yexunr  office.  I 

Vary  adtirae  youumg  people  apparently  | 
cam  get  weDD  wittbouutt  ttmeatamnen t or 
diraiimgr.  Drantt  iit  probalbDy'  ttakes  a few  | 
meelks.  soam  ®me  eUdarily  pattiant  with 
dhronniic  imwolkaimamtt  get  ‘“‘wdDT”  without 
specific  ttireattiimemtt  amd  wittb  only 
apiettmess  amd  Dnad  nest.  IMtostt.  ttbouugb.  get  I 
■me  amd  slow  mnone  im’swDwanmemn  uumdki 
simniiDair  cmcunimnsliamces.. 

H ttbiimlk  ttbis  disease  is,  umndounlittedlly,  I 
mattiknumwide.  Dm  ©me  simngfle  day  iim  ttDne  ©ff-  ■ 
fee.  I saw'  a peusom  wb©  necemiDy  camne 
ffn©um  Alaska  wiitb  tine  disease.  ((Sine  said 
ttbal  Dner  dodtcir  said  Die  Dnad  seem  ttBnis,  ttniad 
©ff  syumptoums  iim  Dnis  tt©wm  iim  ramamy  peo- 
ple.)) TDne  saume  day  D saw  a pensom  wb© 
canme  ffromm  Ftouriida  ttw©  dlays  eatrlliiar  amd  ■ 
sbe  aDs©  Dnad  ttDne  ttypikaD  ffimdimgs.. 

Cn©©d  Dunck  iim  ffumdimg  ttBnis.  disease  amd 
cuutrimg  it.  D feel  ttlnatt  iff  mmone  doctors 
wfflunDd  diagmose  ttDniis  disease,  we  ramigbtt 
possibDy  be  atbDe  to  nenmunwe  b ffir®mn  ©umr 
area.. 
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POSTURAL  DRAINAGE 


Epidemic  inflammatory  disease  of  the  bronchial  tree  (above)  can 
be  eliminated  from  the  chest  by  postural  drainage  and  forced 
coughing.  A person  with  this  disease,  which  can  be  passed  by  close 
contact  such  as  kissing,  is  usually  contagious  for  three  days.  If 
a baby  (or  uncooperative  child)  is  involved,  the  mother  should  place 
the  baby  on  her  lap  with  its  head  and  chest  down  and  then  tap 
lightly  on  the  back.  A mask  is  necessary  in  every  contact;  such 
household  items  as  a washcloth  or  hand  towel  can  be  used  as  a 
facial  mask  but  to  be  effective  should  not  he  worn  more  than  15 
minutes. 


Two  positions — above  (for  patients  incapacitated  by  age,  illness, 
etc.)  and  below  (for  persons  able  to  achieve  the  position) — 
demonstrate  methods  used  to  expectorate  phlegm.  Such  exercises 
should  be  done  for  two  days.  On  the  first  day,  the  exercise  should 
be  performed  at  least  eight  times,  coughing  each  time  for  one-half 
to  one  minute.  Fluids  should  be  encouraged  during  the  treatment, 
and  the  best  time  to  succeed  in  getting  up  the  bronchial  secretion 
is  immediately  after  meals.  On  the  second  day,  the  exercise  should 
be  performed  after  meals  and  at  bedtime. 
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American  Physicians  Life  believes  a 
physician's  financial  security  deserves 
specialized  attention.  That’s  why  our 
products  and  services  are  designed  with 
the  doctor  in  mind.  Our  comprehensive 
portfolio  of  services,  including  life 
insurance,  professional  disability  income 
coverage,  qualified  plans  and  tax-deferred 
annuities,  is  customized  to  meet  your 
personal  financial  planning  needs  as  well 
as  those  of  your  professional  corporation. 

Let  American  Physicians  Life  secure 
your  financial  planning  program — that’s  our 
specialty! 


For  more  information  contact: 

Williams/Townsend  Associates 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  844-3119 

Endorsed  by  the 

Indiana  State  Medical  Association 


£ 


AMERICAN  PHYSICIANS  LIFE 

Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 
Telephone  (614)  864-3900 

Toll-free  in  Ohio,  1-800-282-7515 
Toll-free  outside  Ohio,  1-800-742-1275 


“...Your 

financial  security  specialists 

are  on  call” 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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The  Wright  Institute  of  Otology 


Midwest  Pioneer  in  Hearing  and  Ear  Research 


GEORGE  W.  HICKS.  M.D. 
Indianapolis 


I in  i960  the  field  of  hearing  and  ear 
surgery  was  growing  out  of  its  in- 
fancy. New  techniques  of  ear  surgery 
were  being  perfected.  Innovative 
methods  of  solring  the  problems  of  ear 
disorders  were  being  developed.  It  was 
at  this  time  that  a non-profit  scientific, 
educational,  and  research  facility  was 
established  in  memory  of  Dr.  J.  William 
Wright,  Sr.,  a prominent  Indiana  oto- 
laryngologist. Called  The  Wright  In- 
stitute of  Otology,  this  organization  was 
initiated  for  the  purpose  of  promoting 
research  into  the  cause  and  treatment  of 
ear  disease  and  to  increase  an  under- 
standing of  the  manner  in  which  the 
human  ear  performs.  The  Institute  does 
not  engage  in  the  “practice”  of 
medicine. 

Clinical  Research 

Over  the  past  25  years.  The  Wright  In- 
stitute of  Otology  has  grown  in  size  and 
scope.  Presently  it  is  directed  by  a Board 
of  25  civic  and  business  leaders.  There 
is  also  an  Advisory  Board  composed  of 
prominent  Indiana  physicians  with  in- 
terest in  hearing  and  balance  problems  . 
A nonprofit  organization  affiliated  with 
Community  Hospital  of  Indianapolis, 
the  Institute  is  funded  by  grants  and 
donations  from  various  foundations, 
hearing  organizations  and  contributions 
from  corporations  and  individuals. 
Under  the  guidance  of  Dr.  J.  William 
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HELP  THROUGH 
EAR  RESEARCH 

Wright,  Jr.,  Dr.  J.  William  Wright,  III, 
and  Dr.  George  W.  Hicks,  several  areas 
of  clinical  research  have  in  the  past  or 
are  presently  undergoing  investigation. 

1.  Temporal  Bone  lab.  One  of  the 
first  projects  of  The  Wright  Institute  was 
the  establishment  of  a laboratory  for  the 
study  of  the  temporal  bone.  Here,  sec- 
tioning techniques  were  developed  and 
experiments  made  with  plastics  to 
preserve  the  temporal  bone  sections. 
Laboratory  experiments  proved  in- 
valuable in  researching  other  areas  and 
led  to  improved  surgical  techniques  and 
reconstruction  of  anatomic  models. 
These  facilities  were  also  used  for  the 
training  of  Indiana  University 
Otolaryngology  residents  in  their  study 
of  ear  diseases  and  surgery. 

2.  Poly  tomography.  Another  impor- 
tant accomplishment  of  the  Institute  was 
the  development  of  multi-directional 
polytomography  in  the  study  of  temporal 
bone  disease.  Papers  on  these  findings 
were  published  in  national  and  interna- 


tional medical  journals.  These  studies  led 
to  an  exhibit  at  the  North  American 
Roentgenology  Society  which  awarded  it 
the  Magna  Cum  Laude  prize.  Interest  in 
this  subject  led  to  the  establishment  of 
an  annual  course  in  tomography  of  the 
temporal  bone.  To  this  course  have  come 
radiologists,  neuro-surgeons,  neurologists 
and  otolaryngologists  from  around  the 
world  in  order  to  receive  instruction  in 
the  technique  and  interpretation  of  these 
special  x-rays. 

3.  Meniere’s  Disease.  The  role  of  the 
endolymphatic  duct  in  the  predisposition 
or  cause  of  Meniere’s  Disease  is  under- 
going intensive  study  at  The  Wright  In- 
stitute. Also  being  investigated  is  the 
possible  role  of  allergy  in  this  inner  ear 
disorder.  In  conjunction  with  Dr.  I. 
Kaufman  Arenberg  of  the  Colorado  Ear 
Institute,  the  use  of  a specialized  inner 
ear  valve  which  helps  control  this 
disease’s  symptoms  is  being  presently 
evaluated. 

4.  Ceramic  Implants.  The  Institute  has 
been  utilizing  various  forms  of  ceramic 
implants,  particularly  calcium-aluminum 
suboxylate  in  the  temporal  bones  of 
monkeys.  These  implants  have  been  in 
place  for  over  eight  years  and  have 
shown  to  be  well  tolerated.  Further 
observations  regarding  these  implants 
continue. 

5.  Computerization  of  hearing  aids.  In 
cooperation  with  the  Central  Institute  of 
the  Deaf  in  St.  Louis,  Missouri,  The 
Wright  Institute  is  engaging  in  a national 
project  which  utilizes  modern  computer 
technology  in  the  selection  and  fitting  of 
hearing  aids. 

6.  Multi-electrode  cochlear  implant. 

The  Wright  Institute  is  one  of  five  in- 
vestigative organizations  selected  by  the 
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THE  WRIGHT  INSTITUTE  OE  OTOLOGY  gives  an  annual  course  to  primary  care 
physicians  on  common  office  otologic  problems. 


University  of  California  at  San  Francisco 
to  be  part  of  the  first  United  States 
group  utilizing  the  multi-electrode 
cochlear  implant,  the  only  United  States 
implant  presently  known  which  improves 
the  ability  of  the  deaf  to  understand 
speech. 

7.  Cochlear  dimensions  and  noise  in- 
duced hearing  loss.  The  possibility  of  a 
relationship  between  the  length  of  the 
cochlea  and  susceptibility  to  neurosen- 
sory  hearing  loss  from  loud  noise  ex- 
posure is  presently  being  evaluated. 

Education 

Realizing  the  need  for  an  increased 
education  and  awareness  of  hearing 
problems,  The  Wright  Institute  has  in- 
itiated various  educational  programs  for 
medical  personnel  and  the  general  public. 

1.  Primary  Care  Course  in  Otology. 
An  annual  course  is  given  to  primary 
care  physicians  dealing  with  common  of- 
fice otologic  problems.  These  one-day 
seminars  have  been  helpful  in  improv- 
ing the  care  received  by  the  public  at 
their  point  of  entry  into  the  health 
system. 

Also  of  benefit  in  the  education  and 
training  of  medical  personnel  are  the 
films  and  slides  of  clinical  ear  surgery. 
These  educational  devices  are  made 
available  to  physicians,  residents  and 
paramedical  personnel.  These  aids  are 
made  possible  through  the  use  of  a 
microsurgical  camera  on  the  operating 
microscope  which  was  purchased  by  The 
Wright  Institute. 

2.  Industrial  Noise  Seminars. 

Seminars  are  held  on  industrial  noise  to 
assist  industry  in  training  their  person- 
nel to  meet  government  regulations  on 
noise  pollution.  The  staff  has  also  acted 
as  advisors  to  industry  on  specialized 
noise  problems. 

3.  Hearing  Fair.  The  Wright  Institute 
initiated  a unique  educational  project  to 
increase  public  awareness  and  education 
regarding  hearing  disabilities.  The  first 
Hearing  Fair,  held  in  October  1981,  was 
attended  by  over  50,000  people  and 
received  the  CASPER  Award  from  the 
Community  Service  Council  of  In- 
dianapolis for  its  contribution  to  the 


public  welfare.  Not  only  is  this  a bi- 
annual event,  but  it  has  served  as  a pro- 
totype for  similar  fairs  all  over  the 
country. 

4.  Hearing  Dog  Program.  In  coopera- 
tion with  the  Indianapolis  Humane 
Society,  a Hearing  Dog  Program  is  be- 
ing developed  as  an  asset  and  assistance 
to  the  hearing  impaired. 

5.  Free  Hearing  Tests.  Free  screening- 
hearing tests  are  given  at  various  public 
locations  throughout  the  year,  including 
senior  citizen  centers,  children’s  homes, 
shopping  centers,  etc.. 

6.  Speakers’  Bureau.  The  Institute’s 
physicians  and  staff  have  appeared 
before  the  media  and  civic  and  educa- 
tional organizations  to  educate  the  public 
in  the  prevention,  cause,  treatment  and 
rehabilitation  of  hearing  problems. 

7.  Better  Hearing  Institute  Affiliation. 
The  Wright  Institute  is  one  of  27 
organizations  in  the  United  States  af- 
filiated with  the  Better  Hearing  Institute 


of  Washington,  D.C..  They  serve  to  in- 
form the  public  about  hearing  problems 
and  sponsor  a combined  national  public 
education  effort.  Better  Hearing  and 
Speech  Month,  every  May. 

8.  Otolog  Newsletter.  A quarterly 
newsletter  is  published  by  The  Wright  In- 
stitute regarding  hearing  problems  and 
other  related  questions.  It  is  sent  to 
medical  and  paramedical  personnel  as 
well  as  lay  individuals  and  organizations 
throughout  Indiana  and  adjacent  states. 

The  Wright  Institute  of  Otology,  Inc., 
as  an  affiliate  of  Community  Hospital 
of  Indianapolis,  continues  its  research 
and  educational  functions  through  the 
dedication,  time,  and  financial  support 
of  many  people.  In  the  next  quarter  cen- 
tury of  its  existence,  the  staff,  directors, 
advisors,  volunteers  and  contributors 
hope  to  further  expand  the  knowledge 
of  hearing  problems  and  continue  to 
serve  both  the  hearing  and  nonhearmg 
community. 
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Licensure  and  Incompetent  Practitioners 


A Message  from  the  Executive  Director 


The  Indiana  state  Medical  Asso- 
ciation has  expressed  its  concern 
about  the  false  impressions  that 
may  have  been  created  by  recent  news- 
paper articles  citing  from  Congressional 
Records  a physician  who  is  licensed  to 
practice  in  Indiana,  despite  having  lost 
his  license  in  10  other  states.  The  issue 
was  precipitated  by  recent  testimony 
given  before  the  U.S.  Senate’s  Special 
Committee  on  Aging  concerning  the 
issue  of  reimbursement  under  federal 
health  programs  for  health  care  practi- 
tioners who  lose,  for  cause,  a license  to 
practice  in  one  jurisdiction  and  then 
relocate  to  another  state  where  they  also 
hold  a valid  license.  Such  actions  by 
practitioners  concern  all  professionals  in 
the  health  care  field  since  such  practi- 
tioners discredit  their  professions  and 
reflect  unfavorably  on  state  licensure 
programs. 

State  licensure  has  been  and  continues 
to  be  a major  factor  in  assuring  the  high 
quality  of  health  care  available  to  all 
citizens.  The  General  Accounting  Office 
(GAO)  which  recently  reported  to  Con- 
gress on  this  subject  has  discussed  the 
matter  with  the  American  Medical 
Association.  It  is  important  to  note  here 
that  the  GAO  in  its  report  to  the  Con- 
gress uses  the  term  health  care  “practi- 
tioner” to  include  Doctors  of  Medicine, 
Doctors  of  Osteopathy,  Podiatrists, 
Chiropractors,  Dentists,  and  Pharmi- 
cists. 

Despite  the  sensational  nature  of  the 
recent  newspaper  headlines  regarding  the 
incompetency  of  doctors,  the  public 
should  rest  assured  that  the  vast  major- 
ity of  Indiana’s  physicians  are  compe- 
tent. As  a matter  of  fact,  the  Indiana 
State  Medical  Association  and  the 
Medical  Licensing  Board  of  Indiana  have 
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been  working  together  to  prevent  in- 
competent physicians  from  practicing  in 
Indiana.  As  a result,  the  following 
specific  legislation  and  regulations  have 
been  enacted  over  the  past  several  years 
to  deal  with  this  problem: 

• Indiana  law  has  been  amended  to 
provide  that  the  Governing  Board  of  a 
hospital  shall  report,  in  writing,  to  the 
Medical  Licensing  Board  of  Indiana,  the 
results  and  circumstances  of  any  final 
adverse  disciplinary  action  taken  by  the 
Governing  Board  regarding  a physician 
on  the  medical  staff,  or  an  applicant  for 
the  medical  staff,  if  the  action  results  in 
voluntary  or  involuntary  resignation,  ter- 
mination, nonappointment,  revocation 
or  significant  reduction  of  clinical 
privileges  or  staff  membership. 


• New  rules  promulgated  by  the 
Medical  Licensing  Board  of  Indiana  and 
signed  by  the  Governor  require  physi- 
cians who  become  aware  of  incompetent 
or  impaired  physicians  to  refer  them  to 
an  organized  peer  review  committee  for 
treatment  and  monitoring.  In  addition, 
this  information  must  be  made  available 
to  the  Medical  Licensing  Board  of  In- 
diana in  the  event  satisfactory  progress 
can  not  be  made. 

• Indiana  law  also  provides  that  the 
Indiana  Insurance  Commissioner  must 
forward  the  name  of  every  health  care 
provider,  against  whom  a malpractice 
settlement  is  made  or  a judgment  is 
rendered,  to  the  Medical  Licensing  Board 
for  review  of  the  fitness  of  the  health 
care  provider  to  practice  his  profession. 

• Indiana  law  also  provides  that  a 
practitioner  who  has  had  his  license 
suspended  or  revoked  in  another  state 
can  also  have  his  license  revoked  or 
suspended  in  Indiana  upon  receipt  of  a 
certified  copy  of  the  record  of  suspen- 
sion or  revocation  from  the  other  state. 

Great  strides  have  been  made  in  re- 
cent years  regarding  the  identification, 
monitoring  and  control  of  incompetent 
physicians  in  order  to  prevent  them  from 
jumping  from  state  to  state.  The  Indiana 
State  Medical  Association  supports  the 
Medical  Licensing  Board  of  Indiana  in 
its  diligent  efforts  to  ferret  out  that  small 
number  of  incompetent  physicians  who 
hurt  the  entire  profession. 

Also,  the  AMA  maintains  a unique 
data  base  of  licensed  physicians  called 
the  “AMA  Physician  Masterfile.”  The 
Masterfile  contains  independently  veri- 
fied information  on  all  physicians 
licensed  to  practice  within  the  United 
States  and  includes  information  such  as 
address,  declared  practice  specialty, 
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medical  education,  graduate  training, 
board  certification,  states  where  licenses 
have,  at  some  time  been  granted,  and  a 
record  of  state  licensure  actions. 

Moreover,  the  AMA  has  a long- 
standing policy  of  cooperation  with  state 
licensing  boards  seeking  information 
from  the  AMA  regarding  disciplinary  ac- 
tions taken  in  other  states.  This  is 
especially  important  in  light  of  the  fact 
that  in  many  states  revocation  of  a 
license  in  another  jurisdiction  constitutes 
grounds  for  sanction.  In  the  past  when 
the  AMA  received  a request  from  a state 
medical  board  about  licensure  actions 
concerning  a physician,  that  information 
was  promptly  provided.  Unfortunately 
some  states  did  not  routinely  take  ad- 
vantage of  the  AMA  Masterfile  informa- 


tion. As  a result,  the  AMA  recently 
adopted  a more  aggressive  procedure. 
When  the  AMA  receives  verifiable  infor- 
mation concerning  a license  revocation, 
suspension  or  surrender  for  cause  and 
when  that  action  involves  a physician’s 
competency  to  practice,  it  will 
automatically  notify  the  medical  licen- 
sure boards  of  all  states  in  which  its 
records  show  the  physician  has  held  a 
license.  The  AMA  will  be  conducting  this 
activity  as  part  of  its  professional  respon- 
sibility and  because  its  Masterfile  pro- 
vides what  appears  to  be  the  only  source 
of  multi-state  licensing  information 
about  physicians. 

While  the  Senate  Special  Committee 
on  Aging  is  particularly  concerned  with 
treatment  of  the  elderly  under  federal 


programs,  we  believe  it  is  equally  impor- 
tant that  the  entire  population  is  pro- 
tected. It  is,  therefore,  necessary  for 
states  to  take  prompt  action  concerning 
information  regarding  practitioners 
whose  licenses  are  revoked. 

In  the  case  of  license  suspension  or 
revocation  for  cause  relating  to  medical 
incompetency  in  one  state,  we  believe 
practitioners’  exclusion  from  participa- 
tion in  Medicare  and  Medicaid  is  ap- 
propriate, regardless  of  licensure  status 
in  other  states.  The  AMA  and  the  ISMA 
would  support  appropriate  federal 
legislation  in  this  area.  In  our  view, 
regardless  of  where  a patient  receives  ser- 
vices or  how  those  services  are  being 
reimbursed,  no  patient  should  be  subject 
to  medical  care  from  an  incompetent 
practitioner. 


GETTING  A PROFESSIONAL  LOAN 
IS  AS  EASY  AS  PICKING 
UP  TK  PHONE 


Just  dial  collect  31 7-262-5982.  We  can  provide 
unsecured  loans  up  to  $25,000  and  secured 
funding  up  to  $ 1 00,000  with  no  points,  appli- 
cation fees,  prepayment  penalties  or  com- 
pensating balances.  Our  National  Professional 
Loan  Division  has  been  providing  financing  services 
to  physicians  throughout  the  U .S. 
for  more  than  1 1 years.  Our 
specialists  understand  the 
unique  financial  require- 


ments of  growing  profes- 
sional practices  and  the 
constraints  they  put  on 
time.  We’re  ready  when  you 
are.  And  we’re  always  on  call. 


Rick  L.  Thornburg 

Indianapolis  Morris  Plan  Corporation 
National  Professional  Loan  Division 
1 1 0 E . Washington  Street 
Indianapolis,  IN  46204 
Phone  Collect  317-262-5982 
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A Liberal  ‘Ain’t  What  He  Used  to  Be’ 


Commentary 


Ludwig  von  mises,  the  noted  free 
market  economist,  once  observed 
that  only  a central  government 
could  take  two  perfectly  useful  commo- 
dities— ink  and  paper — and,  by  combin- 
ing them  in  paper  money,  create  some- 
thing totally  useless.  As  a refugee  who 
fled  the  political  consequences  of  Ger- 
many’s hyper-inflation  in  the  1920s,  Von 
Mises’  hyperbole  may  be  excused.  The 
point  is  made. 

It  is  not  easy  to  create  nothing  from 
something,  to  spin  flax  from  gold  or  to 
turn  a silk  purse  into  a sow’s  ear.  Few 
attempt  it.  It  is  sad  that  modern-day 
liberals  have  done  just  this  to  the  once 
proud  and  honorable  word  “liberal.” 
Two  centuries  ago,  liberals  were  at  the 
forefront  of  the  revolutionary  struggles 
against  the  old  order,  the  ancien  regime, 
in  Europe.  They  opposed  the  monarchies 
and  supported  republican  government. 
They  waged  the  intellectual  battle  against 
protective  tariffs  such  as  Britain’s  in- 
famous Corn  Laws.  They  stood  in  op- 
position to  mercantilism,  the  theory 
which  attempted  to  justify  economic 
isolationism.  Indeed,  Adam  Smith’s  The 
Wealth  of  Nations,  the  foundation  of 
modern  free  market  economics,  was  the 
product  of  this  liberal  movement.  John 
Locke,  a leading  liberal  theorist,  laid  out 
the  case  for  limited  government,  argu- 
ing that  government  is  best  which 
governs  least.  He  called  for  replacing  the 
rule  of  individuals  with  the  rule  of  law, 
and  confining  the  legitimate  scope  of 
government  to  defending  life,  liberty  and 
property. 

In  opposing  the  old  aristocracies,  the 
liberals  believed  in  the  equality  of  man 
before  law  and  before  God.  Liberals  led 
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the  spiritual  revolution  that  precedes 
physical  revolutions. 

Our  American  Revolution  was  the  pro- 
duct of  this  liberal  thought.  Represen- 
tative democracy,  limited  government, 
low  taxes,  free  trade,  freedom  of 
religion,  and  the  protection  of  private 
property  were  the  foundation  of  the 
liberal  movement  in  Europe  and  the 
goals  of  a tiny  nation  of  three  million 
pioneers  who  challenged  King  George  III 
and  the  most  powerful  empire  in  the 
world. 

Herbert  Spencer  wrote  in  Man  Versus 
the  State  that  “the  function  of  liberalism 
in  the  past  was  that  of  putting  a limit 


to  the  powers  of  kings.  The  function  of 
true  Liberalism  in  the  future  will  be  that 
of  putting  a limit  to  the  powers  of  Parlia- 
ment.” Something  happened  to  the 
liberal  movement  that  aborted  this  tran- 
sition. The  liberals  ceased  being  ad- 
vocates of  limited  government  and  in- 
dividual liberty  and  became  instead  the 
champions  of  a strong  and  intrusive  cen- 
tral government. 

Where  they  once  fought  to  remove  the 
shackles  on  individual  rights,  liberals 
began  to  call  for  more  restrictions  on 
those  rights.  They  no  longer  wished  to 
control  and  limit  government,  but  in- 
stead strove  to  control  and  limit  men  and 
women.  Hence,  the  New  Deal,  the  Great 
Society,  the  Welfare  state,  and  countless 
bureaucracies  and  agencies  were  all 
created  with  wealth  taken  from  the  peo- 
ple. This  was  extolled  as  progress  by 
liberals. 

Classical  liberals  were  appalled.  Those 
who  believed  in  the  values  of  limited 
government  rejected  the  word  liberal  and 
began  to  call  themselves  conservatives  or 
libertarians.  But  the  damage  done  to  the 
word  liberal  was  so  complete  that  even- 
tually even  the  big  government  types  jet- 
tisoned the  label  of  liberal.  Big-spending 
politicians  now  avoid  the  word  like  the 
Black  Death.  “Call  us  progressive,”  they 
whine.  Or  try  “compassionate.” 
Anything  to  distance  themselves  from  the 
consequences  of  their  disastrous 
economic  policies. 

In  Europe,  the  Liberal  parties  remain 
relatively  true  to  the  historical  origins  of 
the  free  market  movement.  There  the 
high-tax,  high-inflation,  big-government 
politicians  march  under  a more  honest 
banner.  They  call  themselves  socialists. 
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CARDIZEM 

Cdiltiazem  HC1)  X 

balances  \ 


coronary 
vasodilation 
with  a low 
incidence  of 
side  effects 


BALANCED 
CALCIUM  CHANNEL 
BLOCKADE! 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

AO  nix  anil  60  nix  tablet* 

DESCRIPTION 

CARDIZEM'  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist)  Chemically, 
diltiazem  hydrochloride  is  1.5-Benzothiazepin  4(5H)one,3-(acetyloxy) 
-5-(2(dimethylamino)ethyl  ]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis  The  chemical  structure  is: 
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Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ot  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  tor  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  ot  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle 

Mechanisms  ot  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  ate  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  A V node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subiect  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


Is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients, 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug  s benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2  4%), 


headache  (21%).  nausea  (19%),  dizziness  (1  5%),  rash  H 3%i, 
asthenia  (1.2%),  AV  block  (1.1%|  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  and  LDH. 

Pruritus,  petechiae.  urticaria,  photosensitivity 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme,  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage.  The  following  measures  may  be  considered 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating  ! 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM's  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  Lu50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient  s 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely  | 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1 771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
table!  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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RADIOLOGICAL  PHYSICS  SERVICES, 
INCORPORATED 


☆ ☆ ☆ 

Let  us  assist  you  with: 

INSPECTION  OF  X-RAY  MACHINES 

For  compliance  with 

State  of  Indiana  Rule  for  Radiation  Control 
4 10  IAC  5 Effective  January  1985 

☆ ☆ ☆ 


We  can  provide  you  with  State  Approved  Physicists 
to  perform  the  required  inspection  of  your  X-Ray  machine(s). 


May  we  hear  from  you  so  that  we  can  schedule  your  office 
or  clinic  for  this  important  inspection  starting  in  January,  1985? 


Write  or  Call:  JAMES  E.  DURLACHER,  PRESIDENT 

(Board  Certified  Radiological  Physicist) 

7333  North  Grand  Avenue 
Indianapolis,  Indiana  46250 

Tel:  (317)  842-6182 
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Ureteroceles 

The  following  editorial  refers  to  an  ar- 
ticle appearing  in  this  issue’s  scientific 
section,  “Riley  Children’s  Hospital 
Ureteroceles:  A 12-  Year  Experience.  ” It 
begins  on  page  522. 

The  traditional  therapy  for  ureterocele 
with  duplication  is  supravesical  excision 
of  the  upper  pole  segment  because  the 
ureter  is  diseased  not  only  in  position  but 
also  in  histology.*  This  was  done  in 
seven  patients  in  this  study.  However, 
cystography  demonstrated  reflux  in  12 
of  the  cited  cases  and  these  obviously  re- 
quired considerably  more  surgical 
therapy  either  at  the  initial  procedure  or 
as  staged  events.  Fourteen  of  the  patients 
in  this  study  had  two  or  more 
procedures. 

All  of  these  facts  are  consistent  with 
the  accepted  modes  of  treatment  and  also 
indicate  the  modern  trend  toward  more 
extensive  initial  surgery  and  one  stage  ex- 
cision of  the  ureterocele  and  duplicated 
kidney  with  or  without  reimplantation  of 
the  remaining  ureter.  Previously,  this  was 
considered  dangerous  because  of  the 
muscular  bladder  wall  thinning 
associated  with  ureterocele,  but  newer 
reimplantation  technique  has  minimized 
this  complexity.  Three  of  the  cases  here 
did  have  asymptomatic  postoperative 
vesical  diverticula,  however.  The  paper 


*Kelalis  PP,  King  LR,  Belman  AB:  Clinical 
Pediatric  Urology,  W.  B.  Saunders  Co., 
Philadelphia,  1976. 


doesn’t  clarify  whether  more  extensive 
initial  surgery  is  more  acceptable  now 
than  12  years  ago.  I would  guess  that 
this  is  the  case. 

Bob  Garrett  and  his  senior  authors 
have  written  a lucid,  forthright  and 
useful  resume  of  the  Riley  Hospital  12 
year  experience  with  ureteroceles.  They 
make  the  essential  point  that  each  case 
must  be  individualized  particularly  in  an 
obfuscated  embryological  disorder  such 
as  ureterocole.  A commendable  ef- 
fort.— Rodney  A.  Mannion,  M.D., 
LaPorte,  Ind. 

Cream  of  the  Crop 

Guest  Editorial 

There  is  a current  stampede  to  set  up 
Health  Maintenance  Organizations,  or 
HMOs.  Insurance  companies,  hospitals, 
and  medical  societies  are  spending  hun- 
dreds of  thousands  of  dollars  for  expen- 
sive administrative  and  sales  help  to  mer- 
chandise prepaid  health  insurance.  They 
think  they  can  offer  plans  that  will 
guarantee  to  look  after  the  health  of  a 
man  and  his  family  for  a fixed,  prear- 
ranged charge  per  year. 

In  1973,  the  federal  planners  passed 
enabling  legislation  for  HMOs,  commit- 
ting millions  of  federal  dollars  as  start- 
up money  for  these  new  “alternative 
health  care”  methods.  Ten  years  later, 
only  5%  of  the  population  was  covered 
by  that  type  of  health  plan — and  many 
HMOs  had  gone  bankrupt,  both  the 
subscribers  and  the  doctors  losing  all 
they  had  invested. 

The  Kaiser-Permanente  Foundation, 
on  the  West  Coast,  is  the  oldest  suc- 
cessful HMO.  It  has  done  well  by 
“cream-of-the-crop”  patient  selection, 
naturally  preferring  to  enroll  young  and 
healthy  workers  and  their  families  and 
avoiding  those  already  old  and  sick. 

Two  years  ago,  the  doctors  in  the 
Twin  Cities  area  in  Minnesota  set  up 
their  own  HMO  in  the  form  of  an  IPA 
(for  Individual  Practice  Association). 
They  wrote  into  their  contract  with  the 
local  corporations  a relief  clause  that 
would  allow  them  to  collect  an  additional 
10°7o,  at  the  end  of  the  year,  if  health 
care  costs  exceeded  premiums  by  more 
than  that  amount.  When  they  tried  to 
collect  the  money  (since  every  corpora- 


tion in  town  had  exceeded  its  budget  ex- 
cept one),  the  Minnesota  State  Board  of 
Health  charged  them  with  writing  an  il- 
legal contract — and  fined  them  $7,500. 

I recently  spoke  briefly  to  the  man 
who  is  setting  up  an  IPA  for  the  local 
medical  society.  I asked  him  how  the 
association  planned  to  protect  itself  from 
the  abuses  of  the  National  Health  Ser- 
vice in  England;  e.g.,  Grandma  regards 
her  visit  to  the  doctor — since  it  costs  her 
nothing — as  a social  event,  and  arrives 
with  a new  complaint  each  week. 
“Well,”  he  said,  “We  may  just  have  to 
disenroll  Grandma.”  In  other  words,  if 
we  can  just  enroll  the  cream  of  the  crop. 

. . . H.C.  Moss,  M.I).,  Indianapolis 


Health  Broker: 

New  Commodity  Expert 

Guest  Editorial 

We  all  know  the  auto  dealer  who  gets 
on  the  phone — “Hey,  Joe,  I need  a red 
convertible.  Could  you  use  a blue  sta- 
tion wagon?” 

“Don’t  worry,  Mrs.  Smith,  we’ll  find 
you  a good  heart  surgeon.  Of  course, 
anesthesia  will  be  extra.” 

Sounds  like  a travel  agent  for  the 
cruise  lines.  “Do  you  want  A deck  or 
B deck  accommodations?” 

With  multiple  listing  agencies,  just  as 
in  real  estate,  health  brokers  will  split 
fees,  commissions  or  trade  services  to 
divide  the  DRG  pie,  which  is  proposed 
to  be  limited  by  law. 

Frightening — you  bet.  Today  when  the 
patient  and  the  private  physician  decide 
on  a course  of  care  or  selection  of  con- 
sultants or  surgeons,  there  are  certain 
ground  rules  of  ethics  that  apply. 
Economic  factors  are  evident  today.  If 
a physician  is  in  a large  group,  referrals 
will  occur  within  that  group  when  possi- 
ble, but  the  patient  knew  and  accepted 
that  upon  entering  such  a care  system. 

Individual  physicians  refer  in  similar 
patterns,  but  hopefully,  as  patient  ad- 
vocate primarily,  he  seeks  the  most  ap- 
propriate source  of  care.  He  does  not 
participate  in  the  fees;  his  reward  is  the 
results  of  successful  treatment. 

With  lump  sum  allocations  for  total 
care,  the  health  care  providers  will 
become  shoppers  for  bargain  services. 
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Rather  than  call  consultation  early,  the 
doctor  may  tough  it  out.  He’ll  get  the 
total  fee  whether  the  case  ends  in  good 
results  or  not.  Primary  doctors  will 
negotiate  with  surgeons  for  procedures 
based  on  price  rather  than  skill,  conven- 
ience, efficiency  or  concern  for  lost  time. 

Hospitals  may  offer  incentives  to  ad- 
mitting physicians  in  order  to  attract 
business  away  from  competing  hospitals. 

The  patient  continues  on  as  the  ping- 
pong  ball,  with  everyone  batting  at  him 
and  not  for  him,  except  his  broker,  his 
travel  agent  for  health,  or  his  dealer  with 
the  low  sticker  price  who  now  replaces 
his  doctor  to  act  in  his  behalf  for  a 
fee. — C.  Dyke  Egnatz,  M.D.,  Scherer- 
ville 


New  Models  Needed 
for  Health  Care 

Guest  Editorial 

As  one  views  the  situation  in  our  health 
care  system,  you  can’t  help  but  feel  it’s 
time  for  hospital  administrators  and 
physicians  to  meet  and  decide  what  model 
for  health  care  they  would  like  to  be  used. 
We  have  discussed  the  impact  on  health 
care  of  the  coming  glut  of  physicians  and 
other  health  care  professions. 

From  a casual  reading  of  news  media, 
it  would  appear  that  government,  big 
business,  and  insurance  companies  believe 


Alcoholism,  Drug 

Many  of  the  nation’s  best  known  ex- 
perts in  the  alcohol/drug  abuse  field  will 
gather  at  Indianapolis’  Adams  Mark 
Hotel,  Aug.  5-8,  for  the  1984  conference 
of  the  National  Association  of 
Alcoholism  and  Drug  Abuse  Counselors 
(NAADAC). 

Speakers  and  presenters  will  include: 

Janet  Woititz,  Ed.D.,  author  of  Adult 
Children  of  Alcoholics  and  Marriage  on 
the  Rocks', 

Sen.  Harold  Hughes,  father  of  legisla- 
tion to  establish  a government  institute 
with  federal  funding  for  national  pro- 
grams for  alcoholism; 


that  we  have  a Cadillac  system  when  we 
should  be  driving  a Chevy.  Those  of  us 
in  the  health  care  field  are  reacting  to 
changes  instead  of  planning  ahead  and 
implementing  a course  of  action  to  solve 
the  problems.  We  appear  to  be  so  busy 
providing  health  care  and  looking  after 
the  patient  that  we  are  losing  control. 

It  reminds  us  of  the  situation  where  a 
subdivision  was  opposed  to  multifamily 
units  being  built  in  close  proximity  to 
their  homes.  The  people  became  so  busy 
fighting  a proposed  through  street  from 
a busy  complex  connecting  with  a street 
through  their  division,  they  forgot  to  fight 
the  rezoning  and  the  apartment  and  the 
street  were  both  built.  They  were  double 
losers. 

We  are  going  to  have  changes  in  our 
health  care  system.  We  have  had  them 
since  1965-1967  when  Medicare  and 
Medicaid  were  enacted.  We  are  still 
fighting  those  regulations  and  the  regula- 
tions like  MAC  that  were  created  to  carry 
out  the  aforementioned  laws. 

Health  care  professionals  are  the  pro- 
viders of  care.  We  should  find  out  what 
care  our  patients  want  and  develop  the 
model  or  models  to  meet  their  needs. 
With  the  economy  the  way  it  is,  each 
hospital  cannot  have  total  body  scanners, 
do  heart  transplants  and  the  like.  We 
must  unite  and  do  away  with  our  old  ideas 
and  all  of  our  infighting. 

What’s  wrong  with  hospitals  coming 
together  in  a community  and  through 


discussion  and  planning  decide  that 
hospital  A will  handle  maternity,  hospital 
B heart  transplants,  hospital  C 
bodyscans,  etc?  What’s  wrong  with 
hospitals  having  open  staffs?  That  is,  all 
physicians  in  a community  being  allowed 
admitting  privileges  in  each  hospital?  For 
such  a system  to  work  there  would  prob- 
ably have  to  be  a community  medical 
credentials  committee,  instead  of  each 
hospital  having  one. 

There  also  might  be  the  need  for  a cen- 
tralized community  hospital  admitting 
center.  The  center  would  assign  patients 
to  the  hospital  that  provided  the  care,  ser- 
vice, or  diagnostic  service  that  was  re- 
quired. It  would  also  be  able,  for  general 
surgery  and  Medicare  beds,  to  keep  pa- 
tients more  evenly  dispersed.  Maybe  even 
close  hospitals,  if  patient  census  makes 
it  necessary. 

Some  of  this  perhaps  sounds  like 
government  programs  that  we  had  in  the 
past,  regional  medical  centers,  specializa- 
tion of  hospitals  and  services,  etc. 
However,  the  difference  is  that  it  would 
be  organized  and  planned  by  the  health 
care  leaders  in  the  community  and  not 
mandated  by  some  government  regula- 
tion. We  all  blame  the  government  for 
too  much  regulation  and  red  tape,  but  we 
do  very  little  to  make  our  system  more 
efficient  and  economical  for  the  patients 
we  serve. — “Action  in  Pharmacy” 
newsletter,  Kansas  City,  Mo. 


Counselors  to  Meet 


Mary  Pendery,  Ph.D.,  psychologist, 
clinical  researcher  and  assistant  clinical 
professor,  Dept,  of  Psychiatry,  Univer- 
sity of  California  School  of  Medicine, 
most  recently  known  for  her  exposition 
of  findings  of  a “controlled  drinking” 
study; 

David  York,  creator  of  “Tough  Love” 
for  parents; 

Dan  Anderson,  president  of  the 
Hazelden  Foundation  and  a pioneer  in 
alcoholism  treatment; 

Robert  F.  Stuckey,  M.D.,  consultant 
for  American  Healthcorp  in  development 
of  alcoholism  service,  and  medical  direc- 


tor of  Fair  Oaks  in  New  Jersey; 

Terence  Gorski,  president  of 
Alcoholism  Systems  Associates  and  con- 
sultant to  alcoholism  programs;  and 
Janet  Guthrie,  the  only  woman  to  race 
in  the  Indy  500  and  a staunch  supporter 
of  drunk  driving  legislation. 

The  conference  theme  is  “Where 
We’ve  Been,  Where  We’re  Going.”  It  is 
being  hosted  by  the  Indiana  Counselors 
Association  on  Alcohol  and  Drug  Abuse. 

For  the  complete  program  and  registra- 
tion forms  contact  ICAADA,  1800  N. 
Meridian,  Suite  507,  Indianapolis 
46225— (317)  923-8800. 
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IT’S  MADE  US  THE  LEADER 
ACROSS  NORTH  AMERICA 

AND  INDIANA 


In-house  data  processing  is  available  from  many  sources. 
But  when  you  invest  in  CyCare  100,  you'll  get 
something  you  can't  get  anywhere  else... our 
commitment  to  you. 

It  means  concentrating  our  efforts  on  a single 
industry  since  1 968.  Your  industry. 

It  means  giving  you  the  benefit  of  the  millions  of 
dollars  we're  spending  on  research  & development 
annually. 

And,  it  means  providing  ongoing  training  and 
prompt  service  through  our  regional  office  near  you. 

Our  commitment  has  paid  off  for  62 1 group 
practices  across  the  United  States  and  Canada.  But  the 
most  important  place  we  can  put  it  to  work  is  where 
you  work. 

Get  the  full  story  about  CyCare  1 00,  a system 
designed  for  practices  with  2 or  more  physicians.  Phone 
312-296-1950  or  write  today.  You'll  learn  it  now  costs 
no  more  to  go  with  the  leader. 


Mail  to:  CyCare  Suite  500 

101 1 East  Touhy  Avenue 
Des  Plaines,  Illinois  60018 

□ Rush  free  details  to  me  about  CyCare 
1 00.  My  business  card  is  attached. 

□ Have  a representative  contact  me. 


A«Kid 

JW1 few  f|l  National  ISO 

Worth  America's  leading  provider  of 
data  processing  services,  software  and 
systems  for  medical  group  practices. 


ISMA  auxilians  honored  their  outgo- 
ing president,  Hulda  Classen  of  Elkhart, 
and  Judy  Koontz  of  Vincennes  assumed 
the  presidency  during  this  year’s  meeting 
of  the  Auxiliary  House  of  Delegates, 
conducted  April  25-26  at  the  Midway 
Motor  Lodge  in  Elkhart. 

Mrs.  Classen,  whose  presidential 
theme  was  “Building  for  the  Future,” 
reported  that  Auxiliary  membership  in- 
creased by  50  to  2,591  during  her  tenure. 
She  and  former  Auxiliary  presidents  were 
honored  at  a dinner  April  24  at  the 
Christiana  Creek  Country  Club. 

“Make  Somebody  Happy — By  Caring 
and  Sharing”  is  the  new  theme  chosen 
by  Mrs.  Koontz.  She  challenged  auxilians 
to  help  raise  funds  for  community  health 
care  facilities,  scholarships  through 
AMA-ERF,  and  other  health-related  pro- 
grams. She  also  urged  members  to  keep 
abreast  of  legislation,  particularly  pro- 
posals dealing  with  the  cost  of  health 
care  and  the  control  of  patient  care. 

The  president-elect  of  the  AMA  Aux- 
iliary, Billie  (Mrs.  Wayne  C.)  Brady, 
delivered  the  keynote  address  to  the 
House  of  Delegates.  She  declared  that 
the  Auxiliary  must  remain  “viable  and 
strong,  but  flexible.”  She  encouraged 


diversity  and  membership  growth  “if  we 
are  to  stay  up-to-date.”  She  said  one  way 
to  help  overcome  any  negative  image  that 
medicine  may  have  is  for  auxilians  to 
work  as  volunteers  in  various  commu- 
nity health-related  programs.  She  cited 
programs  such  as  child  abuse,  blood 


Coming  Up  Soon 

Doctor, 

Please  tell  your  spouse  about  the 

INDIANA  LEADERSHIP 
CONFERENCE 

Tuesday,  Sept.  25 
Indianapolis  Art  Museum 

Leadership  training  for  all  county 
officers  and  committee  chairmen 

Watch  your  mail  for  more 
information 


donor  drives,  and  legislative  efforts  to 
reduce  drunk  driving  and  to  increase  the 
use  of  automobile  safety  belts  as  ways 
of  showing  communities  that  “medicine 
cares.” 


Among  reports  of  last  year’s  activities 
was  an  announcement  that  nearly 
$66,500,  representing  Auxiliary  and 
ISMA  contributions  for  AMA-ERF,  was 
presented  last  fall  to  the  Indiana  Univer- 
sity School  of  Medicine.  Of  this  amount, 
the  largest  AMA-ERF  allocation  given 
to  a single  medical  school  in  the  United 
States,  the  Auxiliary  donated  more  than 
$39,500.  (Allen  County  contributed  the 
largest  total  dollar  amount,  more  than 
$5,500,  and  Jay  County,  with  nine 
members,  contributed  the  largest  per 
capita  amount,  nearly  $70  per  member.) 
This  year’s  goal  has  been  set  at  $45,000. 

ISMA  representatives  presented  brief- 
ings on  matters  of  concern  at  the  state 
level.  Donald  Foy,  ISMA  executive  direc- 
tor, explained  some  of  the  problems 
regarding  the  increase  in  malpractice  in- 
surance costs,  and  encouraged  auxilians 
to  establish  rapport  with  senior  citizens, 
particularly  by  helping  them  file 
Medicare  claims.  Howard  Grindstaff, 
field  services,  presented  an  AMPAC- 
IMPAC  update,  pointing  out  that  of  the 
409  candidates  supported  by  AMPAC  in 
the  last  election,  84%  were  elected. 

The  Auxiliary  House  of  Delegates  will 
meet  next  April  in  Vincennes. 
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The  Social  Transformation 
of  American  Medicine 

By  Paul  Starr,  Sociology  instructor, 
Harvard  University.  Copyright  1982, 
Basic  Books,  Inc.,  New  York.  $19.95. 

This  449-page  text  with  an  additional 
46  pages  of  Reference  Notes  was  started 
by  its  author  in  1974  with  a three-year 
fellowship  at  Yale  University,  which  was 
then  followed  by  one  at  Harvard  Univer- 
sity. The  former  was  on  the  subject  of 
Law,  Science  and  Medicine  which  was 
subsidized  by  the  Commonwealth  Fund. 
The  John  Simon  Guggenheim  Memorial 
Foundation  supported  him  while  he  was 
a visitor  at  Yale’s  Institution  for  Social 
and  Policy  Studies  from  1981  to  1982, 
where  the  book  was  completed. 

A close  scrutiny  of  the  Reference 
Notes  indicates  a preponderance  of  in- 
dividuals and  publications  that  are 
known  for  their  socialist  persuasion.  For 
example,  Professor  George  S.  Counts  of 
Columbia  University  was  one  of  the  first 
individuals  to  recommend,  in  1950,  that 
the  best  way  for  us  to  fight  Communism 
was  to  adopt  Socialism.  Then  there  are 
many  references  to  Arthur  J.  Altmeyer’s 
works,  and  those  of  Isadore  S.  Falk  who 
had  been  officials  in  our  Social  Security 
Administration  for  many  years.  I am 
personally  familiar  with  the  liberal  ac- 
tivities of  32  other  names  on  that  exten- 
sive reference  list,  and  could  find  the 
names  of  no  well  known  conservative 
authors,  publications  or  organizations  on 
any  of  those  46  pages.  I will  mention  but 
a few  of  these  who  could  have  presented 
wholesome  ideas  to  the  author:  Ludwig 
von  Mises,  Melchior  Palyi,  Leonard 
Read,  Howard  Kershnes,  George  S.  Ben- 
son, and  R.  J.  Rushdooney.  Such  ex- 
ponents of  free  enterprise,  individual 
responsibility  and  constitutional  govern- 
ment would  have  to  be  eliminated  from 
a treatise  that  was  intended  to  give 
readers  the  false  idea  that  most  of  the 
medical  profession  had  been  transformed 
to  an  abject  acceptance  of  socialism  by 
the  Twentieth  Century. 

His  introduction  to  the  following 
voluminous  1 1 chapters  of  this  text  deals 
with  the  social  origins  of  professional 
sovereignty,  and  says  that  the  dream  was 
that  reason,  in  the  form  of  the  arts  and 


the  sciences,  would  liberate  humanity 
from  scarcity  and  the  caprices  of  nature, 
ignorance,  superstition,  tyranny  and 
disease. 

He  then  postulates  that  the  history  of 
medicine,  while  showing  much  progress 
in  that  field  of  endeavor,  has  also  in- 
volved the  development  of  social  and 
economic  conflict,  authority  and  power 
which  he  thinks  it  should  not  have. 
Throughout  the  rest  of  the  book  he  fre- 
quently alludes  to  that  power  and 
authority  sought  by  physicians  as  though 
that  were  their  main  purpose  in  life  in- 
stead of  it  being  the  healing  of  the  ill. 

He  portrays  the  18th  and  19th  Cen- 
tury doctors  as  underpaid  and  almost 
destitute  until  the  20th  Century  when 
they  became  powerful  and  wealthy  far 
beyond  their  needs.  That  idea  smacks  of 
Karl  Marx  who  was  not  listed  in  his 
references. 

He  tells  us  about  doctors  incorporating 
in  the  current  century,  the  new  standards 
for  hospitals  and  their  medical  staffs,  the 
subtle  intrusion  of  government  into  the 
practice  of  medicine,  and  the  excessive 
costs  of  medical  care  by  doctors  and 
hospitals  today,  as  though  only  the 
medical  profession  and  its  affiliates  were 
the  cause  of  a monetary  inflation  caused 
solely  by  unconstitutional  government 
activities.  So,  the  author  feels  that  the 
cure  for  the  high  costs  of  medical  care 
was  to  put  price  controls  into  effect  in- 
stead of  telling  us  the  need  to  put  the 
chains  of  the  Constitution  on  our  illegal 
government  activities. 

Starr  failed  to  tell  his  readers  about 
well  known  organizations  of  doctors  that 
have  been  fighting  these  unauthorized  ac- 
tivities of  our  federal  government.  The 
first  one,  born  in  Indiana  nearly  half  a 
century  ago,  is  the  Association  of 
American  Physicians  and  Surgeons 
(AAPS).  It  has  been  re-educating  doc- 
tors, patients  and  the  public  to  the  need 
for  a return  to  free  enterprise,  personal 
responsibility  and  constitutional  govern- 
ment. They  have  since  been  joined  by 
the  Council  of  County  Medical  Societies 
(CCMS)  and  Private  Doctors  of  America 
(PDA)  for  similar  purposes. 

I know  of  no  such  organization  that 
Starr  mentions  as  the  American  Associa- 
tion of  Physicians  which  he  said  was  a 
right  wing  branch  of  the  American 


Medical  Association  that  sued  the 
government  over  the  constitutionality  of 
the  PSROs.  Earlier  in  his  text,  Starr 
refers  to  an  American  Association  of 
Physicians  formed  in  1880  as  a strictly 
scientific  organization  of  doctors  who 
did  not  like  some  of  the  political  ac- 
tivities of  the  AMA.  I must  assume  that 
the  eastern  universities,  that  provided 
Starr  with  source  material  for  his  book, 
did  not  include  the  existence  of  the 
AAPS,  CCMS,  and  the  PDA. 

Did  the  references  available  to  Starr 
also  exclude  the  books  by  Anthony  Sut- 
ton that  exposed  the  true  source  of  the 
organizations  that  had  secretly  been  us- 
ing their  power  to  push  this  Republic 
into  a One  World  Tyranny  of  Socialism? 
Those  organizations  have  been  exposed 
by  other  authors  for  many  years,  but 
when  books  came  out  by  a knowledge- 
able associate  of  the  Council  of  Foreign 
Relations  and  the  Trilateral  Commission, 
it  got  more  extensive  recognition,  except 
by  the  eastern  establishment.  The  Coun- 
cil of  Foreign  Relations  and  the  Trilateral 
Commission  are  the  power  mongers  that 
have  created  our  current  sad  financial 
plight — not  the  medical  profession. 
There  may  be  a few  doctors,  like  Ar- 
mond  Hammer  in  those  organizations 
who  have  been  aiding  the  communists, 
but  their  evil  intent  cannot  be  placed 
upon  the  bulk  of  physicians  whose 
primary  interest  is  to  repair  the  diseases 
and  injuries  of  their  patients. 

Starr’s  book  must  be  considered  as 
another  means  to  advance  the  false 
ideology  of  socialism  for  the  ultimate 
demise  of  our  freedom  protecting  Con- 
stitution of  the  U.S.A. 

A.  G.  Blazey,  M.D. 

Santa  Claus,  Ind. 

General  Practice 

Andent  Press  announces  Computers 
for  Professional  Practice.  The  author  is 
E.  J.  Neiburger.  The  book  is  written  to 
acquaint  physicians  and  other  profes- 
sionals with  the  functions  of  computers, 
how  to  decide  whether  a particular  prac- 
tice would  gain  with  computerization, 
when  to  computerize  and  how  to  do  it 
without  getting  stung.  The  author 
discusses  hardware,  software,  applica- 
tions and  potential  problems.  281  pages, 
$14.95. 
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Current  Emergency 
Diagnosis  & Treatment 

Edited  by  John  Mills,  M.  D. , Mary  Ho, 
M.D.,  and  Donald  D.  Trunkey,  M.D. 
Copyright  1983,  Lange  Medical  Publica- 
tions, Los  Altos,  Calif.  738  pages,  soft- 
cover,  $24. 

As  interest  in  Emergency  Medicine  has 
increased  there  has  been  a parallel  in- 
crease in  the  number  of  texts  attempting 
to  cover  this  vast  field.  Because  the  field 
is  too  diverse  for  one  text,  most  of  these 
efforts  have  failed  from  the  start.  By  in- 
dicating from  the  start  that  the  goal  of 
this  text  is  to  briefly  outline  emergency 
diagnosis  and  treatment,  however,  the 
editors  have  at  least  set  a reasonable  goal 
for  themselves. 

The  text  is  organized  by  chapters  each 
dealing  with  a specific  presenting  com- 
plaint or  symptom,  such  as  chest  pain, 
coma,  abdominal  pain,  dyspnea,  etc. 
Organizing  information  in  this  way, 
rather  than  by  diagnosis,  makes  it  quite 
easy  to  use  the  book  to  refine  a differen- 
tial diagnosis.  Although  the  chapters 
have  different  authors,  they  follow  the 
same  format.  A diagnostic  algorithm  is 
presented  first,  walking  the  reader 
through  a logical  sequence  of  diagnostic 
tests  and  procedures  to  refine  a differen- 
tial diagnosis.  Each  diagnosis  considered 
is  then  discussed  in  terms  of  definitive 
findings,  treatment  and  disposition.  This 
organization  is  actually  quite  useful. 

In  addition  to  the  sections  on  therapy, 
“Emergency  Care  and  the  Law,”  “Ad- 
ministration,” “Mass  Casualties”  and 


PUBLIC  HEALTH 

CONTINUED  FROM  PAGE  513 

— also  new  to  the  state’s  rules  is  the 
requirement  that  a pharmaceutical  ser- 
vices committee  be  formed  to  meet 
quarterly  and  provide  documentation  of 
its  activities,  findings  and  recommenda- 
tions to  the  facility  administrator.  This 
committee  is  to  be  made  up  of  the  phar- 
macist, the  director  of  nursing  services, 
the  administrator  and  the  medical  direc- 
tor; and 


“Emergency  Procedures”  are  also  ad- 
dressed in  separate  chapters.  This 
material  is  especially  appropriate  to 
Emergency  Medicine  and  serves  as  a suc- 
cinct introduction  to  these  areas  of  the 
specialty. 

The  text  does  accomplish  its  intended 
purpose  of  providing  an  outline  of  the 
various  aspects  of  Emergency  Medicine 
and  emergency  care.  I feel  that  it  would 
be  excellent  reading  material  for  students 
and  first-year  residents  rotating  in  the 
Emergency  Department.  The  chapters  on 
weakness,  coma,  and  abdominal  trauma 


Running  Press  has  published  The 
Diabetics  Brand-Name  Food  Exchange 
Handbook . It  is  a comprehensive, 
reliable,  brand-name  reference  book  with 
complete  information  on  food  ex- 
changes. Cloth-bound,  288  pages, 
$14.95. 

Preferred  Provider  Organizations  is  a 

book  to  be  published  in  the  latter  part 
of  1984  by  Dow  Jones-Irwin  Publishing 
Company.  Inpatient  cost  control  is  the 
main  subject  of  discussion.  The  authors 
are  Frederick  Fink  and  Richard 
Wesslund  of  Booz,  Allen  & TIamilton’s 
Health  and  Medical  Division.  Included 
are  (1)  an  array  of  advice  to  those  in- 
volved with  PPO’s,  (2)  other  advice  to 
payors  of  medical  care  expenses,  and  (3) 
an  analysis  of  hospital  management,  by 
front  office  and  medical  staff,  and  nur- 
sing staffs  in  the  effort  to  keep  medical 
costs  within  the  DRG  payments. 


NOTES.  . . 

— a great  deal  of  common  sense  and 
good  judgment  is  called  for  in  the  re- 
quirement that  nursing  personnel  in 
charge  shall  be  responsible  for  notifying 
the  resident’s  physician  when,  in  their 
professional  judgment,  there  has  been  an 
incident  of  sufficient  magnitude  to  in- 
form the  physician.  All  attempts  to 
notify  the  physician  shall  be  documented 
in  the  resident’s  record  including  the  time 
and  method  of  communication,  the 
name  and  title  of  the  person  making  the 


are  especially  good  for  this  purpose. 
However,  most  of  the  chapters  are  too 
brief  and  superficial  for  advanced 
students  of  Emergency  Medicine,  and 
those  on  resuscitation  and  poisoning  are 
too  brief  to  be  of  much  use  to  anyone. 

Recognizing  the  limitations  of  a brief 
and  superficial  overview,  I feel  that  the 
authors  have  provided  a valuable  text 
useful  for  orienting  students  and  junior 
residents  to  emergency  care. 

Terry  Crafton,  M.D. 

Indianapolis 
Emergency  Medicine 


Thieme-Stratton  announces 

Pyelonephritis  by  H.  Losse,  M.D.,  A. 
W.  Asscher,  M.D.,  and  V.  J.  Andriole, 
M.D.  This  volume  is  the  result  of  the 
Fourth  International  Symposium  on 
Pyelonephritis  held  in  Munster,  Ger- 
many. It  presents  pathophysiology, 
diagnosis,  epidemiology  and  modern 
treatment.  It  is  directed  to  nephrologists, 
urologists  and  infectious  disease 
specialists.  179  pages,  92  figures,  83 
tables,  soft  cover,  $30. 

Thieme-Stratton  announces  Antineo- 
plastic Chemotherapy,  written  by 
Helmut  Kuemmerle,  M.D.  of  Tokyo 
Medical  College.  The  text  is  addressed 
to  all  physicians  who  work  with'  clinical 
chemotherapy  in  both  practice  and 
research.  International  authorities  have 
contributed  as  representatives  of  various 
disciplines.  587  pages,  $75. 


contact  and  the  name  of  the  person 
acknowledging  the  contact. 

These  rules  are  longer  and  more 
specific  than  those  under  which  we  have 
operated  previously.  While  it  is  true  that 
they  provide  a minimum  guideline  for 
the  performance  of  Indiana  health 
facilities,  the  rules  will  reform  very  little 
without  the  continued  interest  and  con- 
cern of  the  nursing  home  industry,  con- 
sumers, families,  advocates  and  health 
care  professionals. 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.’" 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

“Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we've  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  amateur  attorneys’  or  judge 
the  actions  or  decisions  of  a 
colleague." 


Joseph  A.  Ricci,  M.D. 

Associate  Medical  Director 

“One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company's  service  to  policyholders." 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/Q.A. 

" We  re  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you.” 


Don’t  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  or  broker,  or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

Suite  506  / Plaza  3737  / 3737  North  Meridian  Street  / Indianapolis,  IN  46208  / (31 7)  926-5836 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  H ALL  RIGHTS  RESERVED 
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TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  Fesler  Hall  224,  1120  South  Dr.,  Indianapolis  46223. 

Short  Stature 

CONTINUED  FROM  PAGES  515-519 


1 . Determination  of  bone  age  may  indicate 
the  following: 

a.  Level  of  physical  maturation 

b.  Growth  potential 

c.  A factor  in  predicting  adult  height 

d.  All  of  the  above. 

2.  Bone  age  may  be  within  normal  limits 
in  all  of  the  following  except: 

a.  Familial  short  stature 

b.  Prolonged  hypothyroidism 

c.  Gonadal  dysgenesis 

d.  Intrauterine  growth  failure 

3.  A definitive  diagnosis  of  growth  hor- 
mone deficiency  is  made  by: 

a.  Height  greater  than  four  standard 
deviations  below  the  mean. 

b.  Low  serum  level  of  somatomedin  C. 

c.  Failure  of  response  to  two  standard- 
ized provocative  tests  for  growth 
hormone  release. 

d.  Bone  age  delayed  by  more  than  three 
years. 

4.  Anterior  pituitary  hormones  used  in  the  7. 
treatment  of  panhypopituitarism  are: 

a.  ACTH  and  growth  hormone 


b.  Growth  hormone  only 

c.  TSH,  ACTH,  growth  hormone 

d.  LH,  FSH  and  growth  hormone 

5.  The  replacement  dose  of  thyroxine  per 
unit  of  body  size  in  children: 

a.  Increases  with  increasing  age 

b.  Remains  the  same  with  increasing  age 

c.  Decreases  with  increasing  age 

d.  Varies  erratically  from  patient  to 
patient  with  increasing  age. 

6.  Benefits  of  treatment  with  sex  steroids 
in  a fifteen  year  old  male  with  constitu- 
tional delayed  growth  and  adolescence 
include  all  of  the  following  except: 

a.  Fairly  prompt  noticeable  increase  in 
growth  rate. 

b.  Increased  final  adult  height 

c.  Fairly  prompt,  noticeable  advance- 
ment in  secondary  sexual  develop- 
ment 

d.  Aids  in  maturation  of  hypothalamic- 
pituitary-gonadal  axis. 

A typical  growth  curve  in  a patient  with 
constitutional  delayed  growth  and 
physical  maturation  is  characterized  by 


all  of  the  following  features  except: 

a.  “Catch-up”  growth  in  mid  child- 
hood. 

b.  Normal  size  at  birth 

c.  Normal  growth  rate  in  mid  childhood 

d.  Height  which  is  equivalent  to  about 
the  fiftieth  percentile  for  children  of 
the  same  sex  who  are  two  to  four 
years  younger. 

8.  Complications  of  treatment  with 
anabolic  steroids  include  all  of  the 
following  except: 

a.  Advance  of  bone  age  to  a greater 
degree  than  advance  in  height  age. 

b.  Altered  liver  function 

c.  Excessive  nitrogen  retention 

d.  Acne  and  undesirable  hair  growth 

9.  Which  one  of  the  following  diagnoses 
may  be  characterized  by  functional  (or 
transient)  hypopituitarism? 

a.  Gonadal  dysgenesis 

b.  Intrauterine  growth  retardation 
(IUGR) 

c.  Psychosocial  dwarfism 

d.  Constitutional  delayed  growth  and 
adolescence 

10.  The  most  valuable  data  in  the  investiga- 
tion of  a patient  with  short  stature  is  pro- 
vided by: 

a.  Evaluation  of  bone  age 

b.  Determination  of  serum  somatomedin 
C levels 

c.  Determination  of  parental  heights 

d.  Evaluation  of  a growth  chart  for  the 
patient 


JUNE 
CME  QUIZ 
Answers 


Following  are  the  answers  to  the  CME  quiz  that  appeared 
in  the  June  1984  issue:  “An  Update  on  the 
Hyperlipidemias  and  Atherosclerosis,”  by  Richard  C. 
Powell,  M.D. 

1.  c 6.  a 

2.  a 7.  d 

3.  b 8.  b 

4.  d 9.  b 

5.  b 10.  a 


Answer  sheet  for  Quiz:  (Short  Stature) 


1.  a b c d 

2.  abed 

3.  a b c d 

4.  abed 

5.  abed 


6.  abed 

7.  abed 

8.  abed 

9.  abed 

10.  abed 


I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  I.U.  School  of  Medicine. 
I have  read  the  article  and  answered  the  quiz  on  the  answer 
sheet  above.  I understand  that  my  answer  sheet  will  be  graded 
confidentially,  at  no  cost  to  me,  and  that  notification  of  my 
successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application 
for  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  I also  understand  that  if  I do  not  answer  80% 
of  the  questions  correctly,  I will  not  be  advised  of  my  score  but 
the  answers  will  be  published  in  the  next  issue  of  Indiana 
Medicine  for  my  information. 


Name  (please  print  or  type) 


Address 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month’s  quiz,  send  your  completed,  signed  ap- 
plication before  Aug.  10,  1984  to  the  address  appearing  at  the  top  of 
this  page. 
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INTERESTED  IN 
AUTO  LEASING? 


Get  the  facts,  leasing  will  save  $1000s  over  buying. 
All  Makes  Auto  Leasing,  Inc.  has  the  equipment 
and  know-how  to  show  you  EXACTLY  where  you 
save.  So  call  today  for  a quote  on  the  car  of  your 
choice.  Besides,  we  lease  for  less,  always  have, 
always  will. 


Approved  Credit  Required 

Medical  Society  and  Hospital  References  Available  On  Reauest 


1118 South  Rangeline  Road,  Carmel.lndiana  46032 

Telephone  317/844-2171 


Polaroid  Photo  Contest 

Polaroid  is  conducting  its  third  annual 
contest  for  microscopists  who  use  instant 
photography  to  record  images.  Three 
travel  prizes  worth  up  to  $2,000  are  of- 
fered in  addition  to  prizes  of  Polaroid 
35mm  instant  slide  systems,  instant 
photomicrography  systems,  instant  slide 
printers  and  Polaroid  cameras. 

Entries  for  the  1984  contest  must  be 
postmarked  no  later  than  Oct.  5 and 
must  be  accompanied  by  an  official  en- 
try form.  Rules  and  entry  forms  may  be 
obtained  from:  Polaroid  Photomicro- 
graphy Competition,  575-9P  Technology 
Sq.,  Cambridge,  Mass.  02139. 


Holter  Analyzer 

The  application  of  a standard  ven- 
tricular arrhythmia  tape  database  for 
determining  the  accuracy  of  a commer- 
cial, high-speed  Holter  analyzer  is 
described  in  a new  six-page  brochure 
from  Del  Mar  Avionics. 

The  study,  conducted  on  a Del  Mar 
Avionics  Trendsetter®  II  Holter  Scan- 
ner, using  the  Model  9021  Arrhythmia 
Analyzer,  employed  the  standard  Holter 
tape  database  developed  by  the  American 
Heart  Association. 

The  database  consisted  of  Holter  tapes 
derived  from  60  different  patients,  each 
tape  containing  30  minutes  of  electro- 
cardiographic data  annotated  with  nor- 


"Come quick!  This  may  be  your  only 
chance  to  see  how  it  looks  empty!” 


mal,  ventricular,  escape,  paced,  ques- 
tionable and  unreadable  labels. 

Contents  of  the  accuracy  report  in- 
clude methods,  results,  discussions  and 
correlating  tables.  Additionally,  all  raw 
data  for  each  tape  segment  is  presented. 
Thus,  users  can  directly  compare  the 
database  hand  count  with  the  machine 
count. 

This  is  the  first  public  report  from  any 
Holter  manufacturer  that  utilizes  the 
American  Heart  Association  standard 
database. 

The  report  and  related  literature  are 
available  upon  request  from  Del  Mar 
Avionics,  1601  Alton  Avenue,  Irvine, 
Calif.  92714. 


Anorexia  Factsheet 

“CNS  Factsheet:  Anorexia  Nervosa 
and  Bulimia — Dangerous  Forms  of 
Weight  Control”  is  the  title  of  a short 
dissertation  issued  by  the  Neurosciences 
Information  Center,  a professional  ser- 
vice of  The  Upjohn  Company. 

The  factsheet  explains  the  main 
features  of  each  disorder,  the  associated 
personality  and  family  background  and 
methods  of  treatment.  By  permission  of 
Upjohn,  single  copies  of  the  dissertation 
may  be  obtained  from  Indiana 
Medicine  on  written  request. 


DRG  Penalty  Statement 

The  DRG  penalty  statement  that 
physicians  are  required  to  sign  under 
Medicare’s  new  prospective  payment 
system  is  not  meant  to  imply  that  they 
will  be  held  responsible  for  the  medical 
record  department’s  coding  of  a case. 

In  a letter  to  the  AMA,  the  U.S.  Dept, 
of  Health  and  Human  Services  said  that, 
despite  the  wording  of  the  DRG  valida- 
tion statement,  physicians  are  not  ex- 
pected to  know  the  ICD-9-CM  coding 
system  or  how  to  assign  diagnosis-related 
groups. 

‘‘Basically,  the  requirement  for  physi- 
cian attestation  simply  extends  to 
Medicare  the  long-established  practice  of 
requiring  the  physician  to  sign  the  face 
sheet  of  the  medical  record,”  an  HHS 
official  explained.  HHS  is  preparing  a 


new  draft  regulation  to  clarify  that  the 
physician  is  only  attesting  to  primary  and 
secondary  diagnoses  and  major  pro- 
cedures, and  is  not  responsible  for  the 
coding. 

Limited  Health  Risks 
After  Dioxin  Exposure 

Accidental  workplace  exposure  to  her- 
bicide contaminants,  including  dioxin, 
does  not  result  in  increased  risk  for  car- 
diovascular diseases,  liver  disease,  kidney 
damage  or  central  nervous  system 
problems. 

An  accident  occurred  on  March  8, 
1949  in  a plant  in  Nitro,  West  Virginia. 
The  health  experience  of  204  exposed 
employees  was  studied  and  compared 
with  a control  group  of  163  present  or 
former  employees  not  exposed  to  the  ac- 
cident. The  cleanup  crew  and  those  who 
repaired  the  damaged  machinery  had 
acute  symptoms  immediately,  which 
cleared  in  two  weeks.  Other  symptoms 
followed  including  chloracne. 

By  1953  symptoms  such  as  muscle 
pain,  nervousness,  and  liver  enlargement 
and  peripheral  neuritis  had  subsided. 
Chloracne  continued.  No  excess  of 
cancer  incidence  or  cirrhosis  could  be 
demonstrated.  The  same  observation  was 
made  for  reproductive  problems  and 
birth  defects. 


“I  don't  think  this  is  the  best  place  we  could 
have  picked  to  conduct  our  membership 
drive.” 
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For  the  Asking  . . . 

• An  AMA  report  called  “Guide  to 
the  Hospital  Management  of  Injuries 
Arising  from  Exposure  to  or  Involving 
Ionizing  Radiation”  is  available  for  $6, 
plus  $3.50  for  shipping  and  handling. 
Order  Dept. — OP35,  American  Medical 
Association,  P.O.  Box  10946,  Chicago 
60610. 

• General  Electric  has  published  an 
eight-page  brochure  describing  and  il- 
lustrating the  use  of  GE’s  C-arm 
Polarix™  2E  surgical  mobile  image  inten- 
sifier.  Clinical  images  are  produced 
through  thick  lumbar  regions.  The 
fluoroscopic  system  is  planned  for  use 
in  surgical  suites  for  such  applications 
as  intramedullary  fixation  of  the  femur, 
hip  pinning,  cardiac  pacemaker  implants 
and  operative  cholangiography.  No 
charge.  For  a copy  of  Brochure  #5512, 
write  to  GE,  P.O.  Box  414,  W-412, 
Milwaukee,  Wise.  53201. 

• The  National  Kidney  Foundation 
has  published  a brochure  entitled  “Nutri- 
tional Considerations  for  the  Patient 
before  the  Initiation  of  Dialysis.” 
Available  through  local  affiliates  or  from 
the  National  Kidney  Foundation,  2 Park 
Ave.,  New  York,  N.Y.  10016. 

• “Pesticides  in  Your  Home  and 
Garden”  is  the  subject  of  a 24-page  pam- 
phlet published  by  the  American  Coun- 
cil on  Science  and  Health.  Advice  on 
how  to  deal  with  warm  weather  pests  and 


safety  precautions  are  stressed.  For  a 
complimentary  copy,  send  a stamped  (37 
cents),  self-addressed,  business  size 
envelope  to  Pesticide  Report,  ACSH,  47 
Maple  St.,  Summit,  N.J.  07901.  Addi- 
tional copies  may  be  purchased  with  a 
discount  for  large  quantities. 

• “101  Basic  Ideas  to  Improve  Your 
Practice”  is  a book  designed  to  aid  in 
building  a medical  practice  and  in  main- 
taining it  with  success.  The  author, 
widow  of  a highly  successful  physician, 
has  distilled  all  the  rules  for  managing 
the  office,  for  establishing  and  caring  for 
good  public  relations  and  for  hospital 
staff  relationships  that  are  so  important 
today  with  the  rapidly  increasing  supply 
of  physicians.  The  book  is  the  subject 
of  a very  favorable  review  in  Private 
Practice.  $6.50.  Contact  Iris  L.  Spira, 
3616  Dover  Drive,  Birmingham,  Ala. 
35223. 

• Radiation  injuries  are  discussed  in 
the  AMA  publication,  “Guide  to  the 
Hospital  Management  of  Injuries  Aris- 
ing from  Exposure  to  or  Involving  Ioniz- 
ing Radiation.”  $6  plus  $3.50  for  ship- 
ping and  handling.  AMA  Order  Dept. 
OP  35,  P.O.  Box  10946,  Chicago  60610. 

• “Alcohol  & Pregnancy:  Why  They 
Don’t  Mix”  is  the  title  of  an  AMA 
booklet  that  points  out  a fetus  in  utero 
has  the  same  alcohol  concentration  in  its 
circulation  as  does  its  mother.  Fetal 
Alcohol  Syndrome  (FAS)  is  a group  of 
diagnosable  birth  defects  that  can  occur 


when  a pregnant  woman  drinks  alcohol 
heavily  for  a prolonged  time;  best  ad- 
vice is  not  to  touch  alcohol  while  preg- 
nant. Single  copy  available  free  of  charge 
from  Health  Education,  AMA,  P.O. 
Box  10947,  Chicago  60610.  For  multi- 
ple copies,  write  Order  Dept.,  AMA,  535 
N.  Dearborn,  Chicago  60610. 

• “Making  It  Better:  How  Everyone 
Can  Create  a Safer  Workplace”  is  a 
10-minute  film,  plus  workbook,  pro- 
duced by  Allied  Corporation  that  shows 
how  workers  get  safety  ideas  based  on 
things  they  see  in  their  work  areas  and 
get  these  ideas  turned  into  safety  im- 
provements. 16mm,  3/i-inch 
videocassette,  Betamax  or  VHS.  For 
details,  contact  Customer  Service,  BNA 
Communications,  Inc.,  9439  Key  West 
Ave.,  Rockville,  Md.  20850. 


Hospital  Dedication 

The  new  120-bed  Culver  Union 
Hospital  in  Crawfordsville  was  dedicated 
on  June  9.  Governor  Robert  Orr  was  the 
dedication  speaker.  The  new  hospital  was 
built  by  American  Medical  International 
(AMI)  after  the  county-owned  original 
Culver  Union  Hospital  was  purchased 
from  the  county  by  AMI.  AMI  is  an  in- 
ternational health  services  company,  pro- 
viding services  to  more  than  500  com- 
munities on  six  continents. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  recipients 
of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Educa- 
tion hours  earned,  and  is  acceptable  proof  in  most  states 
requiring  CME  in  re-registration  that  the  mandatory 
hours  of  CME  have  been  accomplished. 


Aldred,  Allen  W.,  Fort  Wayne 
Bennett,  Benjamin  D.,  Kokomo 
Cooperman,  Alan  S.,  Fort  Wayne 
Esquerre,  Francis  A.,  Bedford 
Faw,  Melvin  L.,  Evansville 
Ferguson,  James  F.,  Bloomington 
Gabrys,  G.  Thomas,  Fort  Wayne 


Griffin,  Charles  G.,  Valparaiso 
Henderson,  Fawrence  W.,  Indianapolis 
Hichman,  Donald  M.,  Fort  Wayne 
Huguenard,  Joseph  R.,  Fort  Wayne 
Inlow,  Paul  M.,  Shelbyville 
Losch,  Christian  J.,  Elkhart 


Marty,  Alan  T.,  Evansville 
Norins,  Arhtur  L.,  Indianapolis 
Rietman,  H.  Jerome,  Evansville 
Shoemaker,  Robert  E.,  Indianapolis 
Simmons,  James  E.,  Indianapolis 
Smith,  Donald  W.,  South  Bend 
Vaughn,  Walter  R.,  Vincennes 
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New  ISMA  Members 

The  following  physicians  were 
welcomed  in  April  as  new  members  of 
the  Indiana  State  Medical  Association: 
Kondreddy  K.  Chowdary,  M.D., 
Highland,  obstetrics  and  gynecology 
Donald  G.  Cvitkovich,  M.D.,  Hobart, 
pulmonary  diseases 

Walter  W.  Eckman,  M.D.,  Columbus, 
neurological  surgery 

Salah  A.  Elsaharty,  M.D.,  Anderson, 
urological  surgery 

Arvindkumar  N.  Gandhi,  M.D., 
Munster,  cardiovascular  diseases 
Hubert  Honer,  M.D.,  Jeffersonville, 
general  surgery 


Here  and  There  . . . 

. . . Dr.  J.  Vannoy  Faris,  an  In- 
dianapolis cardiologist,  has  been  named 
chief  of  staff  of  the  VA  Medical  Center, 
Indianapolis. 

. . . Dr.  David  G.  Pietz  of  Bluffton 
participated  in  two  April  public  educa- 
tion programs  on  colorectal  cancer  at  the 
Caylor-Nickel  Medical  Center. 

. . . Dr.  Charles  O.  McCormick,  III, 
a Franklin  ophthalmologist,  appeared  in 
May  on  “Focus,”  a WTTV  community 
affairs  program,  to  discuss  glaucoma  and 
the  prevention  of  blindness. 

. . . Dr.  Ervin  W.  Heiser  of  Elkhart 
was  guest  speaker  at  the  May  meeting 
of  the  Elkhart-South  Bend  Area  HELP 
Group,  a genital  herpes  support  group. 

. . . Dr.  David  E.  Ross  of  Gary  was 
guest  speaker  at  the  May  meeting  of  the 
Alzheimer’s  Disease  Support  Group  of 
Gary. 

. . . Dr.  James  M.  Fink  of  South 
Bend  discussed  “Diet  for  a Healthy 
Heart”  during  a public  lecture  series  in 
South  Bend  in  May. 

. . . Dr.  Michael  E.  Lapp  of  In- 
dianapolis discussed  “How  Not  to  Have 
a Heart  Attack”  in  May  at  Morgan 
County  Memorial  Hospital. 

. . . Dr.  Garcicla  Hernandez-Flores, 
an  East  Chicago  psychiatrist,  has  been 
named  medical  director  of  Tri-City  Com- 
munity Mental  Health  Center. 

. . . Dr.  George  T.  Lukemeyer  of  In- 
dianapolis, ISMA  president,  has  been 
chosen  as  secretary  general  of  the 
American  College  of  Physicians. 


Robert  W.  Hongen,  M.D.,  Bloom- 
ington, family  practice 

INDIANA  STATE 

MEDICAL 

ASSOCIATION 

Joseph  B.  Koscielniak  Jr.,  M.D.,  Mer- 
rillville, orthopedic  surgery 


. . . Dr.  Michael  A.  Borkowski,  a 

South  Bend  rheumatologist,  participated 
in  a panel  discussion  on  “Enjoying  Life 
Despite  Chronic  Illness”  during  a May 
forum  sponsored  by  the  Arthritis  Society 
of  St.  Joseph  County. 

. . . Drs.  Samuel  M.  Wentworth  of 
Danville,  Herschell  Servies  Jr.  of 
Lebanon  and  Mary  H.  Knotts  of 
Lebanon  participated  in  a three-program 
series  on  diabetes  in  May  sponsored  by 
Witham  Memorial  Hospital. 

. . . Dr.  Steven  R.  Gable,  a South 
Bend  neurologist,  was  among  guest 
speakers  at  a May  seminar  sponsored  by 
the  Northern  Indiana  Chapter,  National 
Multiple  Sclerosis  Society. 

. . . Dr.  John  E.  Ramsey  of  Kendall- 
ville  has  been  elected  to  the  board  of 
directors,  Association  of  American 
Physicians  and  Surgeons. 

. . . Dr.  Richard  C.  Powell  of  In- 
dianapolis has  become  Indiana  governor 
of  the  American  College  of  Physicians. 

. . . Drs.  Jeffrey  C.  Darnell  of 
Carmel,  James  M.  Fattu  of  Evansville, 
Redmond  P.  Hogan  III  of  Indianapolis 
and  Robert  W.  Clausen  of  South  Bend 
have  been  inducted  as  fellows  of  the 
American  College  of  Physicians. 

. . . Dr.  Robert  A.  McDougal,  a Dan- 
ville pathologist,  has  been  elected 
president-elect  of  the  Indiana  State 
Association  of  Blood  Banks. 

. . . Dr.  Lowell  H.  Steen  of  Ham- 
mond discussed  the  evaluation  and 
management  of  hypertension  during  a 
May  seminar  sponsored  by  the  East 


Marsha  L.  Muldrow,  M.D.,  Gary, 
dermatology 

Thomas  M.  O’Connor,  M.D.,  Green- 
field, family  practice 

Benjamin  S.  Plotkin,  M.D.,  South 
Bend,  anesthesiology 
Henry  S.  Shin,  M.D.,  East  Chicago, 
therapeutic  radiology 

Patrick  C.  Silveus,  M.D.,  In- 
dianapolis, family  practice 
George  D.  Taylor,  M.D.,  Hun- 
tingburg,  obstetrics  and  gynecology 
Hemangini  M.  Trivedi,  M.D.,  Fort 
Wayne,  pediatrics 

Daniel  J.  Wenzl,  M.D.,  Madison, 
ophthalmology 


Chicago  Dept,  of  Health’s  Hypertension 
Education  and  Monitoring  Program. 

. . . Dr.  Devendra  Desai  of  Plymouth 
has  been  named  a diplomate  of  the 
American  Board  of  Surgery. 

. . . Dr.  Austin  L.  Gardner  of  In- 
dianapolis presented  a paper  entitled 
“Fiberoptic  Applications  of  the  Laser  in 
Vascular  Surgery”  at  the  May  meeting 
of  the  Indiana  Chapter,  American  Col- 
lege of  Surgeons. 

. . . Dr.  George  T.  Lukemeyer  of  In- 
dianapolis, ISMA  president,  has  been 
presented  the  1984  Vital  Award  by  the 
Marion  County  Chapter,  American 
Heart  Association. 

. . . Drs.  Eugene  W.  Austin,  Patrick 
J.V.  Corcoran,  Edgar  L.  Engel,  Joseph 
C.  Lawrence  and  J.D.  McDonald,  all 
Evansville  physicians,  were  presented 
Community  Service  Awards  in  May  by 
the  Vanderburgh  County  Medical 
Society. 

. . . Dr.  Malcolm  Herring  of  In- 
dianapolis presented  an  article  entitled 
“Patency  in  Canine  Inferior  Vena  Cava 
Grafting”  at  last  month’s  meeting  of  The 
Society  for  Vascular  Surgery.  His  col- 
laborators were  Dr.  Austin  Gardner, 
Pamela  Peigh,  David  Madison,  John 
Brown,  John  Glover  and  Sally 
Baughman. 

. . . Dr.  John  Mealey  Jr.  of  In- 
dianapolis has  been  elected  president  of 
the  Neurosurgical  Society  of  Indiana;  Dr. 
Marvin  R.  Bernard  of  Merrillville  is  vice- 
president,  and  Dr.  Michael  R.  Burt  of 
Indianapolis  is  secretary-treasurer. 
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More  than 
50,000 

reasons  to  buy 
your 

Professional 
Liability  Insurance 

from  the  Leader. 


Your  peers.  More  than  50,000 
physicians  and  surgeons 
countrywide  who  are  insured  with 
St.  Paul  Fire  and  Marine 
Insurance  Company. 

They  know  that  The  St.  Paul  is 
the  nation’s  leading  medical 
liability  insurer  and  they  know 
why.  With  more  than  40  years  of 
experience  in  the  medical  market, 
we  offer  a superior,  flexible, 
comprehensive  insurance 
protection  plan.  Take  a look  for 
yourself. 

Our  professional  liability  policy 
provides  flexible  limits  to  meet 
your  own  needs — individual  limits 
of  up  to  $10  million.  And  there 
are  no  policy  exclusions.  All  this 
and  very  competitive  rates  for 
Indiana  physicians! 


You  may  also  want  to  select  our 
optional  Professional  Office 
Package  for  your  other  property 
and  liability  insurance  needs.  And, 
no  matter  which  coverages  you 
choose,  you’ll  receive  the  best 
possible  claim-handling  services 
available  with  local  attorneys  and 
our  Indianapolis  and  South  Bend 
offices.  Not  to  mention  our  loss 
prevention/risk  management 
services  which  have  established  the 
industry  standard! 

So  talk  to  one  of  the  167 
Independent  Agents  representing 
The  St.  Paul  in  Indiana.  And  do  it 
for  the  reasons  that  you  like  best. 


Equipped  to  meet  all  your  insurance  needs. 


ISKbul 


Medical  Services  Division 


SI  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  Company/The  St  Paul  Insurance  Company/St  Paul  Guardian  Insurance  Company/ 
SI  Paul  Indemnity  Insurance  Company/The  St  Paul  Insurance  Company  of  Illinois  Property  and  Liability  Affiliates  of  The  St  Paul  Companies  Inc  , 
Saint  Paul.  Minnesota  55102 
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HEALTH  PROFESSIONALS! 

The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  offers  unique  advantages 
to  the  student,  resident,  and  practi 
tioner  in  the  following  professions: 

• Neurosurgery 

• General  Surgery 

• Orthopedic  Surgery 
•Obstetrics  & Gynecology 

• Otolaryngology 

• Anesthesiology 

• Psychiatry 

• Child  Psychiatry 

• Family  Practice 

• Emergency  Medicine 

• General  Medicine 

• Pediatrics 

As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 

For  more  information  just  fill  out 
the  attached  form  and  mail.  Or 
call:  (313)  668-2190/2191.  (Collect 
calls  accepted.) 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL 

ARMY  MEDICAL  DEPT  , PERSONNEL  OFFICE,  200  E LIBERTY  ST 
ANN  ARBOR,  Ml  48107  (313)  668-2190/2191 

NAME  AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING  

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  

IM-7 


Medical  School  Scholarships  are  Available 
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I f you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to 
members  of  the  Indiana 
State  Medical  Association 
and  their  employees 
through  expanded  ISMA 
group  sponsored 
Lincoln  National  Life 
health  insurance  coverage: 


The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Programs  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage  and 
service  at  the  lowest  possible  cost.  A special  claim 
paying  unit  has  been  established  in  our  Indianapolis 
Group  Benefits  and  Service  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  317-846-6211/800-692-6014.  We  look  forward  to  serv- 
ing your  association  and  encourage  your  review  of  the 
programs  and  services  being  provided. 


For  more  information 


MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense 
protection  — $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense 
protection  — $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

NEW  DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 


call  or  write: 

James  D.  Townsend  or  Earl  W.  Williams 
Professional  Account  Representatives 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  846-7502  or  (317)  844-3119 

Tom  Martens 

Director,  Health  Insurance  Administration 

Indiana  State  Medical  Association 

3935  North  Meridian  Street 

Indianapolis,  Indiana  46208 

(317)  926-4424 

1-800-382-1721 


□LINCOLN 
NATIONAL 
LIFE 

The  Lincoln  National  Life  Insurance  Company 
Fort  Wayne,  Indiana. 

A member  of  Lincoln  National  Corporation. 


PHYSICIANS'  DIRECTORY 


MEMORIAL  CLINIC  OF  INDIANAPOLIS 

3266  North  Meridian  Street 
P.0.  Box  88380 
Indianapolis,  Indiana  46208 

Joseph  E.  Walther,  M.D.  Raymond  A.  Carucci 

Medical  Director  Executive  Director 


CARDIOLOGY/ELECTROPHYSIOLOGY 

Peter  R.  Foster,  M.D. 

John  R.  Kindig,  M.D. 

Michael  E.  Lapp,  M.D. 

Douglas  E.  Pitts,  M.D. 

HEMATOLOGY-ONCOLOGY 

Fred  0.  Butler,  M.D. 

Raymond  E.  Markham,  Jr.,  M.D. 

INTERNAL  MEDICINE 

Harold  F.  Burdette,  M.D. 

Robert  Flanders,  Jr.,  M.D. 

Bruce  M.  Goens,  M.D. 

Thomas  L.  Hutchinson,  M.D. 

Thomas  J.  Petrin,  M.D. 

Stephen  H.  Pollom,  M.D. 

Gregory  A.  Spurgin,  M.D. 

SURGERY 

Jerremy  M.  Ramp,  M.D. 


SATELLITE  OFFICES: 

3850  Shore  Drive,  Suite  205 
495  Westfield  Road,  Noblesville 
8424  Naab  Road,  Suite  1 -J 
1604  N.  Capitol  Avenue 
5502  E.  16th  Street,  Suite  35 
202  Meadows  Drive,  Danville 


FOR  ALL  OFFICES  CALL  (317)  924- 
BY  APPOINTMENT  ONLY 


GASTROENTEROLOGY 

Robert  H.  Bishop,  M.D. 

W.  Michael  McCune,  M.D. 

Robert  J.  Whitmore,  M.D. 

INFECTIOUS  DISEASES 

Scott  C.  Bruins,  M.D. 

PULMONARY/ALLERGY/CRITICAL  CARE 

David  B.  Cook,  M.D. 

Ramon  S.  Dunkin,  M.D. 

Mason  R.  Goodman,  M.D. 

Douglas  J.  Horton,  M.D. 

Barton  J.  Rusk,  M.D. 

Robert  A.  Strawbridge,  M.D. 

Frederick  A.  Tolle,  M.D. 

RADIOLOGY 

Norman  D.  Gardner,  M.D. 

NUCLEAR  CARDIOLOGY/MEDICINE 

James  D.  Schroering,  M.D. 

Ronald  I.  Veatch,  M.D. 
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CARDIOLOGY 


INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Richard  E.  Linback,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Abdel  A.  Zeni,  M.D. 

Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


1 500  Albany  Street 
Suite  #912 

Beech  Grove,  Indiana  46107 
(317)  786-921  1 


PERIPHERAL 

COLON  AND  RECTAL 

VASCULAR  SURGERY 

SURGERY 

AUSTIN  L.  GARDNER,  M.  D.,  F.A.C.S. 
MALCOLM  B.  HERRING,  M.  D.,  F.A.C.S. 

AND 

DANIEL  R.  LeGRAND,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

DAVID  L.  MADISON,  M.D. 

FOR  THE  PRACTICE  OF 
VASCULAR  SURGERY 
AT 

8402  HARCOURT  ROAD,  SUITE  613 

INDIANAPOLIS,  INDIANA  46260 
OFFICE  HOURS  BY  APPOINTMENT 
TELEPHONE  (317)  872-4129 


W.  M.  KENDRICK,  M.D. 

G.  A.  DONNALLY,  M.D. 

R.  JAMES  WILSON,  M.D. 

Certified:  International  Board  of  Proctology 

Practice  limited  to  Colonscopy, 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-1160 

(JCAH  Accredited) 
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PLASTIC  SURGERY 


ALCOHOLISM 

TREATMENT 


PLASTIC  & HAND  SURGERY  CLINIC,  INC. 

1944  N.  Capitol  Ave.  Indianapolis  46202 

"An  office  surgery  facility” 

HAROON  M.  QAZI,  M.D.,  F.A.C.S. 
Diplomate,  American  Board  of  Plastic  Surgery 
Phone:  317-923-4822 317-926-3466 


PSYCHIATRY 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street  James  R.  Davis,  M.D. 

Indianapolis,  Indiana  46202  Larry  M.  Davis,  M.D. 

317/634-9930  R.  Peter  Mohlman,  M.D. 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 

Emergency  Psychiatric  Availability  24  Hours  a Day 


JOHN  J.  SAALWAECHTER,  M.D. 
BEN  H.  PARK,  M.D. 

RITCHIE  COONS,  M.D. 

DAVID  L.  PHILLIPS,  M.D. 
MICHAEL  J.  CHADWICK,  M.D. 
DAVID  L.  GREGORY,  M.D. 
JAMES  R.  DAVIS,  M.D. 

LARRY  M.  DAVIS,  M.D. 

Individualized  Treatment 
for  Alcoholism/Drugs 

Men  — Women  — Adolescents 


1711  Lafayette  Avenue 
Lebanon,  Indiana  46052 
(317)  482  3711 

2223  Poshard  Drive 
Columbus,  Indiana  47202 
(812)  376-1711 

8925  INI.  Meridian  St. 
Indianapolis,  Indiana  46260 
(317)  848-7666 


4307  E.  Third  St. 
Bloomington,  Indiana  47401 
(812)  333-3012 


428  S.  Washington  St. 
Suite  347 

Marion,  Indiana  46952 
(317)  668-7067 


HAND  AND  GENERAL 
SURGERY 


V.  S.  TUMULURI,  M.D.,  F.A.C.S. 

Hand  and  Upper  Extremity  Surgery 
KURELLA  T.  SARMA,  M.D.,  F.A.C.S. 
General  Surgery 

3417  S.  Sherman  Dr.  317-783-1319 

Beech  Grove  46107  317-926-3466 


Douglas  Bullington,  M.D. 

Program  Director 


COUNTERPOINT  CENTER 

at  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46142 
317/887-1348 


• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-a-day 
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INTERNAL  MEDICINE 


CLINICAL,  ANATOMIC 
PATHOLOGY 


NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  FACP 
George  W.  Applegate.  M.D. 
Charles  B.  Carter,  M.D. 

William  H.  Dick,  M.D.,  FACP 


Theodore  F Hegeman,  M.D. 
Douglas  F.  Johnstone.  M.D. 
Wendy  L.  Kindig,  M.D. 

LeRoy  H.  King,  Jr.,  M.D.,  FACP 


Mary  A.  Margolis.  M.D. 

1633  N.  Capitol,  #722,  Indianapolit  46202  Ph:  317-926-0757 


By  Physician  Referral 

Answering  Service  926-3466 

CLINICAL  NEPHROLOGY,  RENAL  TRANSPLANTATION,  HEMO- 
DIALYSIS, PERITONEAL  DIALYSIS,  HYPERTENSION,  FLUID  AND 
ELECTROLYTE  IMBALANCE,  CRITICAL  CARE. 


MERIDIAN  MEDICAL  GROUP,  INC. 

3130  North  Meridian  Street 

P.  O.  Box  88273 

Indianapolis, 

Indiana  46208 

(317)  927-1221 

CARDIOLOGY 

HEMATOLOGY-ONCOLOGY 

Richard  M.  Nay,  M.D 

William  M.  Dugan,  M.D. 

Warren  E.  Coggeshall,  M.D 

James  E.  Schroeder,  M.D. 

Richard  R.  Schumacher,  M.D 

Frank  A.  Workman.  M.D 

Martin  R.  See,  M.D 

Deborah  S.  Provisor.  M.D. 

Pediatrics 

GASTROENTEROLOGY 

Robert  D Pickett.  M.D 

INFECTIOUS  DISEASES 

Lee  G.  Jordan,  M.D. 

Michael  Zeckel,  M.D. 

Martin  P.  Meisenheimer,  M.D. 

Thomas  G.  Slama,  M.D. 

John  C.  Kohne,  M.D 

Robert  L.  Baker,  M.D. 

INTERNAL  MEDICINE 

METABOLISM  & 

Hunter  A Soper.  M.D 

ENDOCRINOLOGY 

Douglas  H.  White,  M.D 

William  M Holland,  M.D 

B T Maxam,  M.D 

Michael  B.  DuBois,  M.D. 

NEUROLOGY 

— Nephrology 

Norman  W.  Oestrike.  M.D 

Patricia  K.  Hendershot,  M.D. 

Charles  E Rehn.  M.D 

Timothy  J.  Story,  M.D 

John  R.  Scott,  M.D. 

Douglas  J.  Moeller,  M.D. 

Bradford  R Hale,  M.D 

The  Medical  Laboratory 

of  Drs.  Thornton  Hoymond  Costin  Buehi 
Bolinger  - Warner  McGovern  McCture  Hooker 


5940  West  Raymond  Street,  Indianapolis,  Indiana  46241 


Phone:  (317)  248-2448 


COMPLETE  LABORATORY  SERVICES 


H.  C.  Thornton,  M.D.  (1902-1978) 
J.  L.  Haymond,  M.D.,  F.C.A.P. 

R.  L.  Costin,  M.D.,  F.C.A.P. 

I.  A.  Buehi,  M.D.,  F.C.A.P. 

G.  L.  Bolinger.  F.C.A.P. 

T.  M.  Warner,  M.D.,  F.C.A.P. 

F.  D.  McGovern,  Jr.,  M.D.,  F.C.A.P. 
R.  O.  McClure,  M.D..  F.C.A.P. 

R.  P.  Hooker,  M.D.,  F.C.A.P 


• MICROBIOLOGY 

• SEROLOGY 

• CHEMISTRY 

• SURGICAL  PATHOLOGY 

• HEMATOLOGY 
» COAGULATION 

• FORENSIC 

• CYTOLOGY 

• EKG 

• VETERINARY  PATHOLOGY 

• TOXICOLOGY 

• HOUSE  CALL  PHLEBOTOMY 

• COURIER  SERVICES 


CLINICAL  AND  ANATOMIC  PATHOLOGY 


RHINOLOGY 


By  appointment  only  317-359-9636 

CARL  B.  SPUTH,  M.D. 

Diseases  & Surgery  of  Nose  & Sinuses, 

Nasal  A llergy,  R hinomanometry 

5506  E.  16th  St.  Indianapolis  46218 


568 


Indiana  Medicine 


July  1984 


PHYSICIANS'  DIRECTORY 


CARDIOLOGY 

DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 

MICHAEL  L.  SMITH,  M.D.  DENNIS  K.  DICKOS,  M.D. 

CASS  A.  PINKERTON,  M.D.  JOHN  D.  SLACK,  M.D. 

JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  MD. 

TAKE  PLEASURE  IN  ANNOUNCING  THE  ASSOCIATION  OF 

JANE  HOWARD,  M.D. 

IN  THE  PRACTICE  OF 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  413 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 

TELEPHONE  (317)  875-9316 
PHYSICIAN  (TOLL-FREE)  800-732-1482 

REFERRAL  ONLY  DAY  OR  NIGHT 
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ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Byram  Gates  Middleton  House, 
listed  on  the  National  Registry  of  Historic  Places 

1828  North  Illinois  Street 
Indianapolis,  Indiana  46202 


Laurence  H.  Bates,  M.D., 
William  M.  Dugan,  Jr.,  M.D., 
Redmond  P.  Hogan,  III,  M.D., 
and  Gregory  W.  Smith,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

Deborah  S.  Provisor,  M.D. 

FOR  THE  PRACTICE  OF 

PEDIATRIC 

ONCOLOGY ■ HEMATOLOGY 

Telephone  317-927-5770  24  hours 
Appointments:  317-927-5774 

TOLL  FREE:  1-800-ONC-HEME 
(662-4363) 
Physician  Referral  Only 


Attention  Indiana  Physicians 


The  Physicians’  Directory  is  the  most  ethical 
and  professional  method  of  announcing  specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours,  and  telephone 
number  for  the  convenience  of  colleagues  in 
referring  patients. 

The  title  of  diplomate  of  a specialty  examin- 
ing board,  a requirement  for  admission  to  the 
Directory,  offers  its  assurance  of  qualifications, 
whether  listed  or  not. 


Family  physicians  may  announce  office 
schedules  that  are  reciprocally  staggered  in 
order  to  provide  access  to  evening  and  weekend 
and  holiday  medical  service. 

In  addition  to  providing  benefits  to  physicians, 
the  Directory  is  a practical  means  of  providing 
financial  support  for  Indiana  Medicine. 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  Directory. 
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THE  INDIANA  STATE  MEDICAL  ASSOCIATION 


OFFICERS 

President — George  T.  Lukemeyer,  Indianapolis 
Pres-elect — Lawrence  E.  Allen,  Anderson 
Immed  Past  Pres — John  A.  Knote,  Lafayette 
Executive  Director — Donald  F.  Foy 
Treasurer — George  H.  Rawls,  Indianapolis 
Asst  Treas — Max  Wesemann,  Franklin 
Speaker — Shirley  T.  Khalouf,  Marion 
Vice-Speaker — Fred  W.  Dahling,  New  Haven 


EXECUTIVE  COMMITTEE 

•Herbert  C.  Khalouf,  Marion 
George  T.  Lukemeyer,  Indianapolis 
Lawrence  E.  Allen,  Anderson 
John  A.  Knote,  Lafayette 
George  H.  Rawls,  Indianapolis 
Max  Wesemann,  Franklin 
Paul  Siebenmorgen,  Terre  Haute 
Michael  O.  Mellinger,  LaGrange 
Shirley  T.  Khalouf,  Marion 
Fred  W.  Dahling,  New  Haven 


TRUSTEES  (Terms  end  in  October) 

District 

1 —  E.  DeVerre  Gourieux,  Evansville  (1986) 

2 —  Ralph  W.  Stewart,  Vincennes  (1984) 

3 —  Richard  G.  Huber,  Bedford  (1985) 

4 —  Mark  M.  Bevers,  Seymour  (1986) 

*5 — Paul  Siebenmorgen,  Terre  Haute  (1984) 

6 —  Davis  W.  Ellis,  Rushville  (1985) 

7 —  John  D.  MacDougall,  Beech  Grove  (1986) 

7 —  H.  Marshall  Trusler,  Indpls.  (1984) 

8 —  Richard  L.  Reedy,  Yorktown  (1984) 

9 —  Max  N.  Hoffman,  Covington  (1985) 

10 —  Charles  D.  Egnatz,  Schererville  (1986) 

11 —  Herbert  C.  Khalouf,  Marion  (1984) 

12 —  Michael  O.  Mellinger,  LaGrange  (1985) 

13 —  John  W.  Luce,  Michigan  City  (1986) 


•Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 —  Wallace  M.  Adye,  Evansville  (1985) 

2 —  Paul  J.  Wenzler,  Bloomington  (1986) 

3 —  Thomas  A.  Neathamer,  Jeffersonville  (1986) 

4 —  William  E.  Cooper,  Columbus  (1985) 

5 —  Benny  Ko,  Terre  Haute  (1985) 

6 —  Clarence  G.  Clarkson,  Richmond  (1986) 

7 —  William  H.  Beeson,  Indianapolis  (1985) 

7 —  Garry  L.  Bolinger,  Indianapolis  (1985) 

8 —  William  C.  VanNess  II,  Alexandria  (1985) 

9 —  R.  Adrian  Lanning,  Noblesville  (1986) 

10 —  Walfred  A.  Nelson,  Gary  (1985) 

11 —  Edward  L.  Langston,  Flora  (1986) 

12 —  Thomas  A.  Felger,  Fort  Wayne  (1986) 

13 —  Steven  M.  Yoder,  Goshen  (1985) 


AMA  DELEGATES  (Terms  end  Dec.  31) 

Gilbert  M.  Wilhelmus,  Evansville  (1984) 
Malcolm  O.  Scamahorn,  Pittsboro  (1984) 
Everett  E.  Bickers,  Floyds  Knobs  (1984) 
Marvin  E.  Priddy,  Fort  Wayne  (1985) 
Peter  R.  Petrich,  Attica  (1985) 

Thomas  C.  Tyrrell,  Hammond  (1985) 


AMA  ALTERNATE  DELEGATES  (Terms  end 
Dec.  31) 

Robert  M.  Seibel,  Nashville  (1984) 

Lloyd  L.  Hill,  Peru  (1984) 

Alvin  J.  Haley,  Carmel  (1984) 

Arvine  G.  Popplewell,  Indianapolis  (1985) 
Martin  J.  O’Neill,  Valparaiso  (1985) 

Vincent  J.  Santare,  Munster  (1985) 


DISTRICT  OFFICERS  AND  MEETINGS 

1 —  Pres:  Donald  R.  Elder,  Evansville 
Secy:  Gary  L.  Beck,  Evansville 
Annual  Meeting: 

2 —  Pres:  James  Beck,  Washington 
Secy:  Robert  Heymann,  Washington 
Annual  Meeting:  Aug.  30,  1984,  Washington 

3 —  Pres:  Wallace  Johnson,  Bedford 
Secy:  Richard  G.  Huber,  Bedford 
Annual  Meeting: 

4 —  Pres:  William  E.  Cooper,  Columbus 
Secy:  Kenneth  D.  Schneider,  Columbus 
Annual  Meeting: 

5 —  Pres:  James  B.  Johnson,  Greencastle 
Secy:  Peggy  Sankey  Swaim,  Rockville 
Annual  Meeting:  Sept.  5,  1984,  Greencastle 

6 —  Pres:  Dean  Felker,  Greenfield 
Secy:  Douglas  Morrell,  Rushville 
Annual  Meeting: 

7 —  Pres:  Hugh  K.  Andrews,  Franklin 
Secy:  Malcolm  O.  Scamahorn,  Pittsboro 
Annual  Meeting:  Aug.  1984,  Indianapolis 

8 —  Pres:  Joseph  Copeland,  Anderson 
Secy:  Steven  Wright,  Lapel 

Annual  Meeting:  June  7,  1984,  Anderson 

9 —  Pres:  Robert  E.  Darnaby,  Rensselaer 
Secy:  Max  N.  Hoffman,  Covington 
Annual  Meeting:  June  12,  1984,  Rensselaer 

10 —  Pres:  Vincent  J.  Santare,  Munster 
Secy:  Barron  M.  F.  Palmer,  Hammond 
Annual  Meeting:  Sept.  26,  1984 

11 —  Pres:  Amando  Baluyut,  Peru 
Secy:  Frederick  C.  Poehler,  Marion 
Annual  Meeting:  Sept.  19,  1984,  Grissom  AFB 

12 —  Pres:  Robert  H.  Musselman,  Fort  Wayne 
Secy:  Thomas  D.  Smith,  New  Haven 
Annual  Meeting:  Sept.  20,  1984,  Fort  Wayne 

13 —  Pres:  G.  Richard  Green,  South  Bend 
Secy:  Donald  W.  Smith,  South  Bend 
Annual  Meeting:  Sept.  12,  1984,  South  Bend 


COMMISSION  CHAIRMEN 

Constitution  & Bylaws 
Lloyd  L.  Hill,  Peru 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Impairment 

Larry  M.  Davis,  Indianapolis 
Public  Relations 
John  V.  Osborne,  Muncie 
Medical  Services 

John  D.  MacDougall,  Indianapolis 
Convention  Arrangements 
Garry  L.  Bolinger,  Indianapolis 
Medical  Education 

Franklin  A.  Bryan,  Fort  Wayne 
Sports  Medicine 
Gary  Prah,  Lafayette 


COMMITTEE  CHAIRMEN 

Negotiations 

Hebert  C.  Khalouf,  Marion 
Medical  Education  Fund 
John  W.  Beeler,  Indianapolis 
Grievance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 

W.C.  Van  Ness  II,  Alexandria 
Medico-Legal 

John  W.  Beeler,  Indianapolis 
Indiana  Medical  Foundation 
Frank  B.  Ramsey,  Indianapolis 
Reduce  Drunk  Driving 
Michael  DuBois,  Indianapolis 
Geriatrics 

Bill  Martz,  Brownsburg 


SECTION  OFFICERS 
ALLERGY 
Chmn: 

Secy: 

ANESTHESIOLOGY 
Chmn:  Steven  R.  Young,  Carmel 

Secy:  Donald  L.  Weninger,  Michigan  City 

CUTANEOUS  MEDICINE 
Chmn:  Alan  Gilbert,  Fort  Wayne 

Secy:  Donald  Smith,  South  Bend 

DIRECTORS  OF  MEDICAL  EDUCATION 
Chmn:  Robert  B.  Chevalier,  Beech  Grove 

Secy:  Thomas  P.  Dunfee,  South  Bend 

EMERGENCY  MEDICINE 
Chmn:  John  C.  Johnson,  Crown  Point 

Secy:  Clark  McClure,  Valparaiso 

FAMILY  PRACTICE 
Chmn:  Bernard  J.  Emkes,  Indianapolis 

Secy:  William  C.  Spence,  Knightstown 

INTERNAL  MEDICINE 
Chmn:  Ramon  S.  Dunkin,  Indianapolis 
Secy:  Douglas  H.  White,  Indianapolis 

MEDICAL  DIRECTORS  & STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Chmn:  Hugh  K.  Thatcher,  Indianapolis 

Secy:  Ivan  T.  Lindgren,  Aurora 

NEUROLOGY 

Chmn:  Charles  A.  Bonsett,  Indianapolis  (Pro-Tern) 

Secy: 

NEUROLOGICAL  SURGERY 
Chmn:  Daniel  F.  Cooper,  Indianapolis 
Secy:  Marvin  R.  Bernard,  Merrillville 
NUCLEAR  MEDICINE 
Chmn:  Glenn  B.  Mather,  Bloomington 

Secy:  Miguel  B.  Dizon,  Indianapolis 

OBSTETRICS  & GYNECOLOGY 
Chmn:  J.  Robert  Stanley,  Muncie 

Secy:  William  E.  Graham,  Fort  Wayne 

OPHTHALMOLOGY 
Chmn:  Forrest  Ellis,  Indianapolis 

Secy:  Gerald  Keener,  Indianapolis 

ORTHOPAEDIC  SURGERY 
Chmn:  Ben  Woodward,  Evansville 

Secy:  Wade  Rademacher,  Beech  Grove 

OTOLARYNGOLOGY,  HEAD  & NECK 
SURGERY 

Chmn:  J.  William  Wright  III,  Indianapolis 

Secy:  Richard  T.  Miyamoto,  Indianapolis 

PATHOLOGY  & FORENSIC  MEDICINE 
Chmn:  Calvin  N.  Steussy,  New  Castle 
Secy:  Arthur  C.  Jay,  Lebanon 
PEDIATRICS 

Chmn:  Robert  M.  Sweeney,  South  Bend 

Secy:  Kenneth  C.  Castor,  Fort  Wayne 
PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
Chmn:  Joseph  D.  Richardson,  Rochester 

Secy:  Francis  B.  Warrick,  Richmond 

PSYCHIATRY 

Chmn:  Dwight  Schuster,  Indianapolis 

Secy;  Cherryl  G.  Friedman,  Noblesville 
RADIOLOGY 

Chmn:  Patrick  Dolan,  Indianapolis 

Secy:  Richard  L.  Pitman,  Columbus 

SURGERY 

Chmn:  John  D.  Pulcini,  Evansville 

Secy:  Ted  W.  Grisell,  Indianapolis 

UROLOGY 
Chmn: 

Secy: 


ISMA  KEY  STAFF  PERSONNEL 

Donald  Foy — Executive  Director 
Kenneth  Bush — Asst  Exec  Director 
Michael  Huntley — Special  Assistant 
Richard  King — Attorney 
Ronald  Dyer — Attorney 
Bob  Sullivan — P.R.,  Insurance 
John  Wilson — Accountant 
Howard  Grindstaff — Field  Services 
Sara  Klein — Field  Services 

Mary  Alice  Cary — Executive  Asst.,  House  of 
Delegates 

Rosanna  Iler — Membership,  Auxiliary 
Beckett  Shady-King — CME,  Travel, 

Commissions  and  Committees,  House  of  Delegates 
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Lester  D.  Bibler,  M.D. 

Dr.  Bibler,  82,  a retired  Indianapolis 
physician  in  whose  name  the  Indiana 
University  School  of  Medicine  estab- 
lished an  endowed  professorship  in 
family  medicine  in  1979,  died  May  29 
at  his  home. 

He  was  a 1925  graduate  of  Indiana 
University  School  of  Medicine  who,  in 
1978,  received  the  Maynard  K.  Hine 
Medal,  given  to  l.U.  alumni  for  out- 
standing contributions  to  their  profes- 
sions, community  and  alma  mater.  He 
had  been  an  associate  professor  at  the 
school. 

Dr.  Bibler,  who  retired  in  1980,  was 
a Navy  veteran  of  World  War  II.  He  was 
a former  ISMA  trustee,  a former 
member  of  the  AM  A Board  of  Trustees, 
and  first  president  of  the  Indiana 
Academy  of  Family  Practice.  He  was  a 
member  of  the  ISMA  Fifty  Year  Club, 
the  American  Academy  of  Family  Physi- 
cians, the  American  Geriatrics  Society, 
and  the  Association  of  Military  Surgeons 
of  the  United  States. 

Andrew  E.  Russo,  M.D. 

Dr.  Russo,  52,  a Crown  Point  physi- 
cian until  last  year,  died  May  25  at  St. 
Anthony  Medical  Center. 

He  was  a 1956  graduate  of  Indiana 
University  School  of  Medicine. 

Dr.  Russo  had  practiced  in  Crown 
Point  27  years.  He  was  a former 
associate  with  the  Crown  Point  Clinic. 


Dr.  Bibler 


Thomas  F.  Teller,  M.D. 

Dr.  Teller,  49,  an  Evansville  clinical 
pathologist  who  was  a candidate  for 
Vanderburgh  County  coroner,  died  May 
1 at  St.  Mary’s  Medical  Center. 

He  was  a 1962  graduate  of  the  Univer- 
sity of  Cincinnati  College  of  Medicine. 
He  served  in  the  Air  Force  from  1963 
to  1966. 

Dr.  Teller,  who  once  played  profes- 
sional football  for  the  San  Diego 
Chargers,  was  certified  by  the  American 
Board  of  Pathology  and  was  a fellow  of 
the  College  of  American  Pathologists. 


Stanley  M.  Hammond,  M.D. 

Dr.  Hammond,  69,  a Munster 
psychiatrist,  died  April  24  at  LaPorte 
Hospital. 

He  was  a 1939  graduate  of  Indiana 
University  School  of  Medicine  and  was 
a Navy  veteran  of  World  War  II. 

Dr.  Hammond,  who  formerly  prac- 
ticed in  Portland,  Ind.,  was  a past  presi- 
dent of  the  Jay  County  Medical  Society. 
He  was  a member  of  the  American 
Psychiatric  Association. 

Eli  B.  Harter,  M.D. 

Dr.  Harter,  75,  former  head  of  the 
radiology  department  at  the  Arnett 
Clinic,  Lafayette,  died  May  15  at  Home 
Hospital. 

He  was  a 1937  graduate  of  Indiana 
University  School  of  Medicine  and  was 
a flight  surgeon  with  the  Army-Air 
Corps  during  World  War  II. 

Dr.  Harter,  who  retired  in  1974,  was 
certified  by  the  American  Board  of 
Radiology  and  was  a fellow  of  the 
American  College  of  Radiology. 

Melville  E.  CaJacob,  M.D. 

Dr.  CaJacob,  79,  a retired  Terre 
Haute  physician,  died  May  12  at  St.  Vin- 
cent Hospital,  Indianapolis. 

He  was  a 1939  graduate  of  the  Univer- 
sity of  Cincinnati  School  of  Medicine 
and  was  an  Army  veteran  of  World  War 
II. 

Dr.  CaJacob,  who  practiced  in  Terre 
Haute  35  years,  retired  in  1981.  He  was 
a past  president  of  the  Vigo  County 
Medical  Society. 

Hugo  M.  Cahn,  M.D. 

Dr.  Cahn,  87,  a retired  Indianapolis 
physician,  died  May  13  at  St.  Vincent 
Hospital. 

He  was  a 1939  graduate  of  Indiana 
University  School  of  Medicine,  but 
previously  earned  the  M.D.  degree  in 
1922  from  the  University  of  Wuerzburg. 

Dr.  Cahn,  a native  of  Witten,  Ger- 
many, retired  in  1967.  He  was  a member 
of  the  ISMA  Fifty  Year  Club  and  the 
American  Academy  of  Family  Practice. 


Memorials:  Indiana  Medical  Foundation 

The  Indiana  Medical  Foundation,  Inc.  was  formed  by  the  Indiana  State 
Medical  Association  “for  religious,  charitable,  scientific,  literary  or  educational 
purposes.”  It  provides  financial  assistance  to  support  the  educational  mission 
of  Indiana  Medicine. 

Contributions  made  to  the  Foundation  are  deductible  by  donors  in  accor- 
dance with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  Federal  estate 
and  gift  tax  purposes. 

The  Foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remembrance 
of  the  following  individuals: 

Sam  W.  Litzenberger,  M.D.  Guy  A.  Owsley,  M.D. 

Eli  Goodman,  M.D.  Charles  A.  Everett,  D.D.S. 

Wemple  Dodds,  M.D.  Eugene  S.  Rifner,  M.D. 

James  J.  Stewart,  Esq.  Elsie  A.  Reid 
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Leonard  W.  Neal,  M.D. 

Dr.  Neal,  63,  a Munster  physician  who 
was  a former  ISMA  alternate  trustee  and 
delegate,  as  well  as  a former  president 
of  the  Lake  County  Medical  Society, 
died  May  20. 

He  was  a Navy  veteran  and  was  a 1947 
graduate  of  the  University  of  Tennessee 
Center  for  the  Health  Sciences, 
Memphis. 

Dr.  Neal,  who  helped  found  the  Ham- 
mond Clinic  in  Munster,  was  a member 
of  the  American  Academy  of  Family 
Physicians. 

Horace  D.  Bell,  M.D. 

Dr.  Bell,  67,  a South  Bend  physician, 
died  April  13  at  his  home. 

He  was  a 1952  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  World  War  II. 

Dr.  Bell  practiced  in  South  Bend  21 
years. 


James  S.  Browning,  M.D. 

Dr.  Browning,  75,  an  Indianapolis  in- 
ternist, died  May  5 at  the  University  of 
Cincinnati  Hospital. 

He  was  a 1935  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  World  War  II. 

Dr.  Browning  practiced  in  In- 
dianapolis 48  years. 

Francis  B.  Mountain,  M.D. 

Dr.  Mountain,  78,  a retired  Con- 
nersville  surgeon,  died  May  16  at  his 
home  in  Port  Saint  Lucie,  Fla.,  where 
he  had  lived  since  retiring  in  1978. 

He  was  a 1931  graduate  of  the  Univer- 
sity of  Michigan  Medical  School. 

Dr.  Mountain,  a member  of  the  ISMA 
Fifty  Year  Club,  had  a private  practice 
and  was  on  the  staff  at  Fayette  Memorial 
Hospital  42  years.  He  was  a former 
president  of  the  Fayette-Franklin  County 
Medical  Society. 


Jefferson  I.  Streepey,  M.D. 

Dr.  Streepey,  65,  a New  Albany  physi- 
cian, died  May  19  at  Jewish  Hospital, 
Louisville. 

He  was  a 1943  graduate  of  the  Univer- 
sity of  Louisville  School  of  Medicine, 
and  a veteran  of  World  War  II. 

Dr.  Streepey  was  medical  director  of 
Green  Valley  Convalescent  Center  and 
was  a past  president  of  the  Floyd  County 
Practicing  Physicians.  He  was  a member 
of  the  American  Academy  of  Family 
Physicians. 

George  R.  Donahue,  M.D. 

Dr.  Donahue,  83,  a retired  Lafayette 
physician  and  surgeon,  died  April  20  at 
St.  Elizabeth  Hospital,  Lafayette. 

He  was  a 1925  graduate  of  the  St. 
Louis  University  School  of  Medicine  and 
was  an  Army  veteran  of  World  War  II. 

Dr.  Donahue,  who  retired  in  1976,  was 
a member  of  the  ISMA  Fifty  Year  Club. 
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RENT  LUXURIOUS  FLORIDA  condominium  Hut- 
chinson Island.  Two  bedroom,  two  bath.  Golf,  ten- 
nis, pool,  private  beach.  Call  Tom  Stayton,  (31  7) 
636-4535. 

KIAWAH  ISLAND,  S.C.-Choice  1 4 BR  villas  for 
rent.  In  prime  locations,  including  oceanfront. 
25%  owner  discount.  Brochure.  (803) 
556-6353. 

FOR  SALE:  Alpha-Micro  Computer  AM 
1000VWF,  2 Televideo  925  CRTS,  Texas  In- 
struments 810  Printer  and  stand,  10  Megabyte 
Winchester  Disc  addon  (20  Megabyte  total),  1 
Telephone  Modem.  Original  $27,500-7  months 
old- will  sell  for  $18,500  or  best  offer.  This  has 
a medical  billing  and  accounting  software  pro- 
gram. Call  (317)  482-61  38  after  5 p.m. 

FOR  SALE:  Premium  quality,  1 1 6-acre  improved 
farm,  in  same  family  for  generations,  close  to  In- 
dianapolis. Very  wise,  solid  investment  opportuni- 
ty for  a professional  person  and  his  family.  Pre- 
sent operator  available.  Owner,  B.  Orr,  (317) 
846-6487. 

FOR  SALE:  Over  5,000-square-foot  brick  and 
wood  building  located  on  approximately  one  acre; 
zoned  commercial.  Building  has  ample  parking  and 
faces  on  a multi-laned  highway  (#231 ) just  north 
of  Crawfordsville.  Property  is  surrounded  by  land 
owned  by  new  hospital.  Hospital  is  within  200 
yards  of  building.  Present  tenent,  a dental  office, 
desires  to  stay.  Remaining  approximately  4,000 
square  feet  of  space  would  make  excellent  offices 
for  physicians.  Dentist  owner  can  discuss  price 
with  interested  parties.  Photos  available.  Contact 
Dr.  or  Mrs.  Robinson,  (317)  362-0900. 


FULL  TIME  FAMILY  PRACTICE  physician  wanted 
by  July  1 , 1 984.  Ten  minutes  outside  Indianapolis 
area.  Full  X-ray  and  lab  facilities  on  site.  No  capital 
required.  Guaranteed  salary  and  benefits.  Forward 
CV  and  inquiries  to  2506  Chaseway,  Indianapolis, 
Ind.  46260. 

ASSOCIATE  CLINICAL  DIRECTOR,  FAMILY 
PRACTICE  RESIDENCY  PROGRAM  - Deaconess 
Hospital  seeks  candidates  for  a full  time 
Associate  Clinical  Director  for  its  Family  Practice/ 
Residency  Program.  A 590-bed  tertiary  care 
facility,  Deaconess  offers  residents  a broad  ex- 
posure to  sub-specialty  disciplines.  Respon- 
sibilities for  this  newly  created  position  include 
supervision  of  care  rendered  by  residents  in  the 
Family  Practice  Center,  implementation  of  cur- 
riculum and  evaluation  systems,  and  presentation 
of  lectures  and  conferences.  Qualified  candidates 
should  be  Residency  trained  and  Board  Certified 
in  Family  Practice  with  2-3  years  of  clinical  prac- 
tice or  clinical  teaching  experience.  The 
Deaconess  Family  Practice/Residency  Program  is 
fully  accredited  by  the  American  Medical 
Association.  Competitive  salary  and  benefits  pro- 
gram offered.  Interested  candidates  may  contact: 
Director,  Family  Practice/Residency  Program, 
Deaconess  Hospital,  600  Mary  St.,  Evansville, 
Ind.  47747-1812)  426-3363  (collect).  A non- 
discriminatory,  affirmative  action  employer. 

WANTED:  Obstetrician-Gynecologist.  Opening 
July  31,  1984  in  northeast  Indiana — Arata 
Medical  Group,  multispecialty  and  family  practice. 
Community  of  250,000,  3 large  hospitals.  Attrac- 
tive group  benefits.  Forward  curriculum  vitae  to 
Allan  Perry,  Medical  Director,  3301  Lake  Ave., 
Fort  Wayne,  Ind.  46805. 


CLINICAL  DIRECTOR/PHYSICIAN  Physician  to 
assume  medical  responsibility  for  diagnosis, 
detoxification  and  clinical  direction  of  Addictions 
Division  July  1,  1984.  Requires  Indiana  license 
and  experience  with  alcoholism/addictions. 
Preference  for  board  certification  in  family  prac- 
tice or  internal  medicine;  recovering  person. 
Salary  and  perks  very  competitive.  Apply:  Per- 
sonnel Manager,  Oaklawn  Psychiatric  Center, 
2600  Oakland  Ave.,  Elkhart,  Ind.  46517. 
EOE/M/F. 

WANTED-PRIMARY  CARE  PHYSICIAN  licensed 
in  Indiana  to  practice  in  university  38-bed  JCAH 
accredited  hospital  for  a 1 2-month  fiscal  year  ap- 
pointment. Must  be  able  to  communicate  with 
and  have  empathy  toward  the  college  age  popula- 
tion. Salary  negotiable;  excellent  fringe  benefits. 
Send  resume  to  T.  A.  Schott,  Administrator,  Pur- 
due Student  Hospital,  West  Lafayette,  Ind. 
47907.  An  equal  opportunity/affirmative  action 
employer. 

ENJOY  THE  BENEFITS  OF  MULTI-SPECIALTY 

PRACTICE-Attractive  positions  available  in  our 
Health  Maintenance  Organization  in  the 
specialties  of  Internal  Medicine,  Family  Practice, 
Pediatrics  and  Psychiatry.  Opportunities  available 
in  the  Louisville  and  Lexington,  Kentucky  areas 
for  qualified  physicians.  Competitive  salary  and 
excellent  fringe  benefit  package.  For  further  in- 
formation, please  contact  Robert  A.  Gormley, 
M.D.,  Acting  Medical  Director,  HEALTH- 
AMERICA,  P.O.  Box  34098,  Louisville,  Ky. 
40232-1502)  456-811  7. 

MEDICAL  DIRECTOR  OF  RESEARCH  DEPART- 

MENT-Methodist  Hospital  of  Indiana  is  seeking 
a full  time  physician  to  direct  its  medical  research 
department.  The  desirable  candidate  should  be 
board  certified  or  eligible  in  a specialty  and  should  I 
have  a strong  academic  background  with 
demonstrated  experience  and  productivity  in 
clinical  research.  Position  includes  overall  direc- 
tion, planning,  coordination,  implementation  and 
evaluation  of  institution's  research  and  develop- 
ment and  extramural  grants  program.  Ad- 
ministrative responsibilities  encompass  newly 
constructed  research  laboratories  and  animal  care 
facilities,  an  11 -bed  clinical  research  unit,  and 
recently  developed  computer/word  processing 
facility.  Other  responsibilities  include  direction  of 
research  education  programs  for  staff,  residents, 
and  students.  Please  reply  in  confidence  to  E.  R. 
Gabovitch,  M.D.,  Academic  Affairs,  Methodist 
Hospital  of  Indiana,  1604  N.  Capitol  Ave.,  In- 
dianapolis, Ind.  46202. 


Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Only  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  of  a truly  commercial  nature  (e.g.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  for  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Box  numbers  are  not  available. 

Charges: 

Indiana  physicians 251/word  ($5  min) 

Out-of-state  physicians 35<t/word  ($7  min) 

Hospitals/health  care  facilities  50o/word  ($10  min) 

Realtors/commercial  recruitment 

and  all  others 75C/word  ($15  min) 

Deadline:  First  working  day  of  month  preceding  month  of  publication. 

Payment  Procedure:  Payment  in  advance  is  not  required.  Invoices  and  tearsheets 
are  mailed  to  advertisers  upon  publication.  Indiana  Medicine  is  issued  on  the  10th  of 
each  month. 

Address:  Indiana  Medicine,  3935  N.  Meridian  St.,  Indianapolis,  Ind.  46208. 
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EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  Hobart  and 
Gary,  Indiana.  Contact  Dr.  Cornelius  Arnold  at 
(312)  747-71  1 5. 

PART-TIME  Office  Based  Family  Practice- 

Physician  needed  for  busy  family  practice  in 
Greenfield,  Ind.  Ideal  for  female  family  physician 
currently  in  the  midst  of  raising  a family.  1 5-20 
hours  per  week.  All  day  Wednesday  and  part-time 
another  one  or  two  days  a week.  Average  $35 
to  $40  per  hour.  Contact  James  T.  Anderson, 
M.D.,  120  W.  McKenzie  Road,  Greenfield,  Ind. 
46140-1317)462-3441,  (31  7)  462-5642,  or 
(31  7)  462-7879  (home). 

SHARE  OFFICE  SPACE-Seeking  a physician  to 
share  office  space  in  new  office  building  on  north- 
side  of  Indianapolis,  near  St.  Vincent  Hospital. 
Prefer  Pediatrician,  but  will  consider  any  physi- 
cian. If  interested,  contact  Dr.  Alexander  Kahn, 
(31  7)  872-7288. 


OB/GYN-Group  Health  Cooperative  has  1984 
opening  for  Board  certified/eligible  obstetrician 
and  gynecologist.  GHC  is  an  established,  rapidly 
expanding  HMO.  Staff  enjoy  a stable  salary  plus 
excellent  benefit  program  including  5-6  weeks  of 
time  off  plus  $3,000  CME  funding.  Madison  is 
a city  of  200,000  population;  University  of 
Wisconsin;  and  4 lakes.  Contact:  John  Mueller, 
Group  Health  Cooperative,  1 South  Park  St., 
Madison,  Wisconsin  5371  5-(608)  251-41  56. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  nor- 
thwestern Indiana.  Contact  Dr.  Daniel  Philipsborn 
at  (31  2)  248-5557. 

PHYSICIANS,  FULL  AND  PART  TIME  positions 
in  Metropolitan  Indianapolis.  Contact  Dennis 
Flake  at  House  Call  Physicians,  Inc.,  (317) 
923-3737. 


MEDICAL  DIRECTOR-Opportunity  for  physician 
with  experience  in  medical  group  practice  ad- 
ministration to  join  established  HMO  in  Madison, 
Wisconsin.  Group  Health  serves  29,000  patients 
with  its  staff  of  20  physicians  and  total  staff  of 
180.  Excellent  salary  and  benefit  program.  This 
represents  a rewarding  opportunity  to  develop  or 
progress  your  career  in  medical  administration. 
Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5 — (608)  251-41  56. 

FAMILY  PRACTICE  — Rapidly  expanding  staff 
model  HMO  in  Madison,  Wisconsin,  has  oppor- 
tunities for  additional  family  practice  physicians. 
Competitive  salary  with  excellent  benefits  and  at- 
tractive practice  setting.  GHC  is  an  established, 
rapidly  growing  HMO  serving  29,000  patients. 
Current  staff  totals  1 80  employees,  including  20 
physicians.  Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-4156. 


**Seminars  held  in  Orlando,  Florida 
at  the  new,  luxurious  Hilton  at  the 
Walt  Disney  World  Village  Hotel 
Plaza  (special  Seminar  room  rate). 

Two  full  Thursday  and  Friday  morn- 
ing sessions  throughout  the  year.  Pick 
your  own  dates. 

FOR  SEMINAR  INFORMATION, 
WRITE  OR  CALL  COLLECT; 

The  Benn  Group, 

1118  Knights  Place , 

Lakeland , FL  33803,  (813)  646-3892 

*The  financial  Seminar  program  is 
designed  to  comply  with  Federal  tax 
law  regarding  tax  deductibility. 


Staff  comprised  of  highly  qualified 
investment,  financial  planning, 
managed  account  specialists/authors 
from  leading  international  invest- 
ment firm. 


**  Year-round  Area  Attractions  — Walt  Disney  World  • Sea  World  • Cape 
Canaveral  • Beaches  • Golf  • Tennis  • Swimming  • Deep  Sea  Fishing 
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DIRECTOR  OF  LABORATORIES  ^ 
St.  Elizabeth  Medical  Center 


...Where  A career  in  Pathology  Offers  The 
Opportunity  Of  A Lifetime 

St.  Elizabeth  Medical  Center  understands  your  needs  we 
know  that  you  want  a stimulating  and  challenging  environment 
in  which  to  practice  your  profession,  we  have  it  at  St.  Elizabeth. 

Our  Medical  Center  is  a dynamic  596-toed  multi-unit  acute 
care  hospital  located  amid  the  culture  and  charm  of  the  Greater 
Cincinnati  area.  And,  dramatic  advancements  are  in  the  making 
at  Kentucky's  largest  acute  care  full-service  Medical  Center. 

Together  with  the  construction  of  new  obstetrics, 
pediatrics  and  surgical  facilities  we  will  soon  add  to  our  com- 
prehensive cardiovascular  diagnostic  service  by  offering  the  first 
open-heart  surgery  program  in  Northern  Kentucky. 

We  are  looking  for  an  innovative  pathologist  to  direct  a 
highly  qualified  team  of  pathologists  and  laboratory  profes- 
sionals in  our  expanding  laboratories.  A proven  track  record  of 
administrative  experience  in  a comparable  sized  institution  is 
a must. 

if  your  needs  match  the  challenges  we  have  to  offer,  we 
urge  you  to  send  your  curriculum  vitae  to: 

Paul  C Bellendorf 
Administrator 
St.  Elizabeth  Medical  Center 
40 1 East  20th  St. 

Covington,  Kentucky  41014 


PHYSICIAN 


One  of  Chicagoland’s  largest  manufacturing  plants  is 
seeking  a physician  for  its  staff. 

This  plant's  Medical  Department  has  a staff  of  three 
(3)  physicians,  including  a director,  participating  in  a 
well  equipped  and  modern  medical  facility.  Opportuni- 
ties for  professional  growth  and  rapid  advancement 
are  excellent. 

The  Medical  Department  includes  a fully  staffed  com- 
plex with  an  x-ray  unit,  laboratory  and  clinic  facility.  It 
has  a full  range  of  medical  activities  including  trau- 
matic preplacement  and  consulting  services.  It  also 
includes  an  Occupational  Hygiene  division  having  a 
comprehensive  program  for  evaluation  of  environmen- 
tal exposure. 

An  outstanding  company  paid  fringe  benefit  package 
is  included.  Salary  available  is  open  depending  upon 
the  candidate's  experience.  Experience  in  industrial 
and/or  family  medicine  essential. 

Normal  working  hours  are  8AM  to  5PM,  Monday 
through  Friday.  A wide  variety  of  desirable  locations 
in  which  to  live  are  available.  Reply  in  confidence  to: 

Mr.  D.J.  Conces 

Technical  Director,  Dept.  7-500 

Inland  Steel 

3210  Watting  Street 
East  Chicago,  Indiana  46312 

An  Equal  Opportunity  Employer  M/F 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2510 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANEs 

flurazepam  HCI/Poche 

References:  1.  Kales  J el  al  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4,  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A.  Kales  JD  J Clin 
Pharmacol  3 140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137,  1983 


DALMANE®  <£ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Ob|ective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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“...Your 

financial  security  specialists 

are  on  call” 

American  Physicians  Life  believes  a 
physician’s  financial  security  deserves 
specialized  attention.  That’s  why  our 
products  and  services  are  designed  with 
the  doctor  in  mind.  Our  comprehensive 
portfolio  of  services,  including  life 
insurance,  professional  disability  income 
coverage,  qualified  plans  and  tax-deferred 
annuities,  is  customized  to  meet  your 
personal  financial  planning  needs  as  well 
as  those  of  your  professional  corporation. 

Let  American  Physicians  Life  secure 
your  financial  planning  program — that’s  our 
specialty!  Toll-free  outside  Ohio,  1-800-742-1275 


For  more  information  contact: 

Williams/Townsend  Associates 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  844-3119 

Endorsed  by  the 

Indiana  State  Medical  Association 

h 

^^AMERICAN  PHYSICIANS  LIFE 

Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 
Telephone  (614)  864-3900 

Toll-free  in  Ohio,  1-800-282-7515 
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to  editorial  requirements.  Publication 
deadline:  1st  day  of  month  preceding 
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ABOUT  THE  COVER 

The  legendary,  dying  “May  Tree’’  near  the  entrance  of  Coleman 
Hall  survived  until  renovation  and  re-landscaping  began.  For 
more  about  what  began  as  the  William  H.  Coleman  Hospital 
for  Women  in  Indianapolis,  turn  to  page  622. 
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CHARLES  A.  BONSETT,  M.D.,  Indianapolis 


A rudder  is  A device  whose  func- 
tion is  to  control  the  direction  of 
the  entity  to  which  it  is  attached. 
Some  physicians  are  like  rudders  in  that 
they  perceive  more  clearly  than  most  the 
direction  that  some  aspect  of  medicine 
should  take;  and  they  then  use  their  in- 
fluence to  move  the  profession  to  the  cor- 
rect course.  Dr.  Alembert  W.  Brayton 
was  such  a man. 

An  example  of  his  activity  in  this  regard 
is  to  be  found  at  the  1888  meeting  of  the 
Indiana  State  Medical  Society  where  the 
values  of  certain  recent  advances  in 
medicine  were  being  discussed.  Of  par- 
ticular concern  was  the  alleged  value  of 
antiseptic  techniques  and  the  use  of 
forceps  in  the  practice  of  obstetrics.  Older 
physicians  in  particular  were  skeptical  of 
change. 

Dr.  “A”,  a physician  of  the  old  school, 
prefaced  his  talk  with  the  opinion  that 
the  quality  of  current  care  in  his  county 
was  excellent  and  that  to  make  any  kind 
of  a change  was  not  only  not  warranted, 
but  would  present  a risk.  He  then  pro- 
ceeded to  give  statistics  “gathered  from 
case  books  of  a few  of  the  older  practi- 
tioners of  (his)  county,  embracing  3,752 
cases  of  confinement.” 

The  first  example  given  was  the  ex- 
perience of  Dr.  “B”  who  had  attended 
1,600  cases  of  labor  over  a 29-year  period. 
Obstetrical  forceps  were  used  20  times. 
The  doctor  never  lost  a case  in  labor,  but 
one  in  childbed  fever,  none  from  postpar- 
tum hemorrhage,  and  one  from  puerperal 
convulsions.  The  only  approach  to  an- 
tiseptic treatment  was  the  occasional  use 
of  a vaginal  wash  of  potassium 
permanganate. 

Dr.  “C”  had  525  confinements  in  18 
years,  had  never  used  obstetrical  forceps, 
and  had  never  used  any  type  of  antisep- 
tic precautions.  He  had  lost  only  one  case 
from  a ruptured  uterus,  none  from 
postpartum  hemorrhage,  one  from 
puerperal  convulsion  and  three  from 
childbed  fever. 

Dr.  “D”,  whose  only  antiseptic  precau- 
tion consisted  of  dipping  his  hands  in  car- 
bolized  water  prior  to  his  examinations, 
had  attended  708  labors  in  20  years,  and 


Dr.  Brayton 


had  need  for  forceps  on  three  occasions 
only.  He  had  lost  two  women  in  labor, 
one  from  placenta  praevia,  one  from 
puerperal  apoplexy,  and  none  from 
childbed  fever. 

The  experiences  of  Dr.  “E”  (20  years, 
500  cases)  and  of  Dr.  “F”  (419  cases  in 
12  years)  were  equally  impressive,  since 
neither  had  recourse  to  obstetrical  forceps 
or  use  of  antiseptic  precautions,  and  had 
only  minimal  fatality. 

In  all,  there  were  3,752  cases  with  a 
total  of  12  deaths.  Forceps  were  used  only 
31  times  and  antiseptic  measures  were 
minimal  or  absent. 

Dr.  “A”  concluded  his  remarks  by 
stating,  “Could  the  skilled  use  of  in- 
struments with  the  most  approved  an- 
tiseptic treatment  have  made  a better 
record?  In  all  events  we  challenge 
comparison!” 

Comparison  was  not  immediately 
forthcoming.  Rather,  other  physicians,  all 
from  the  older  school,  who  had  warmed 
to  the  speaker’s  thesis,  arose  to  cite  their 
own  statistics,  which  were  in  agreement 
with  the  concept  that  antiseptic  procedure 
was  a passing  fad  and  that  the  value  of 
instruments  was  considerably  overrated. 

Dr.  Brayton  was  then  given  his  oppor- 


tunity to  speak: 

“Mr.  President,”  he  said,  “I  think  it’s 
time  we  called  a halt.  I may  not  be  com- 
petent to  do  it  myself,  but  I think  there 
have  been  reported  and  things  said  here 
that  should  be  accepted  with  caution.  We 
must  make  great  allowance  for  these 
venerable  gentlemen  whom  we  honor  and 
who  have  taught  us  so  much.  Puerperal 
fever  does  occur.  It  occurs  here.  You 
don’t  find  it  on  the  records  of  our  Board 
of  Health  for  the  very  good  reason  that 
physicians  don’t  report  it.  It  is  not  to  their 
credit.  I believe  that  these  statistics  are 
radically  wrong.  1 hope  other  gentlemen, 
who  have  had  extensive  practice  in 
obstetrics,  who  have  had  deaths,  and  who 
are  not  afraid  to  report  them,  will  say 
something  in  the  negative  on  this 
question.” 

But  no  one  did. 

Eddy  currents  of  anger  were  generated 
by  Dr.  Brayton’s  comments  but  a rudder 
in  action  always  generates  eddies. 

Dr.  Brayton  was  an  influential  man. 
Born  at  Avon,  New  York,  March  4,  1848, 
he  attended  Cornell  University  in  1871 
and  ’72,  then  graduated  from  Butler 
University  (B.S.)  in  1878.  He  received  the 
M.S.  from  Butler  in  1880  and  from  I.U. 
in  1882.  He  also  received  the  M.D.  degree 
from  the  Medical  College  of  Indiana  in 
1882  and  the  Ph.D.  from  Purdue  Univer- 
sity in  1885.  His  particular  medical  in- 
terest was  dermatology. 

He  was  professor  of  chemistry  and  tox- 
icology at  the  Medical  College  of  Indiana 
from  1883,  later  becoming  professor  of 
dermatology,  syphilology  and  clinical 
medicine.  He  was  vice-dean  when  the 
various  medical  schools  united  with  I.U. 
School  of  Medicine,  after  which  he  con- 
tinued as  professor  of  dermatology  and 
syphilology.  He  was  editor  of  the  Indiana 
Medical  Journal  from  1883  to  1907,  and 
was  president  of  the  ISMA  in  1902. 

In  addition  to  numerous  medical  ar- 
ticles, he  was  author  of  Birds  of  Indiana, 
Mammals  of  Ohio , and  was  co-author 
(with  David  Starr  Jordan)  of  Fishes  of 
the  Southern  Allegheny  Region. 

Dr.  Brayton  died  Sept.  21,  1926  at  the 
age  of  78  years. 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving.” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  tile,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Indianapolis  (317)  872-8013 


The  l)u  Pont  Company  is  introducing 
a new  analyzer  for  clinical  laboratories 
and  physicians’  offices.  It  is  the  “aca” 
V.  It  features  fast  test  results  at  lower  cost 
than  previous  models.  It  includes  a new 
test,  that  for  blood  serum  level  of  digoxin. 
The  reduction  of  operating  costs  and 
capital  investment,  and  the  ability  to  per- 
form analysis  outside  the  hospital  fits  in 
well  with  the  federal  prospective  payment 
plan  for  hospitals. 

Centocor,  a maker  of  biological 
substances,  announces  FDA  approval  for 
marketing  its  Enzyme  Immunoassay  for 
the  detection  of  Hepatitis  B Surface  An- 
tigen. Centocor  markets  a Radio  Im- 
munoassay for  Heptatitis  B Surface  An- 
tigen. The  Enzyme  Immunoassay  is 
preferred  in  some  laboratories  because  it 
does  not  involve  any  radioactive 
substances. 

Abbott  Laboratories  and  Eli  Lilly  and 

Company  have  agreed  to  terms  under 
which  Lilly  will  make  its  intravenous 
(I.V.)  drugs,  including  its  line  of  injec- 
table antibiotics,  available  in  a new  I.V. 
drug  admixture  system  developed  by  Ab- 
bott. The  new  Abbott  system,  called 
ADD-Vantage,  is  designed  for  the  inter- 
mittent I.V.  administration  of  potent 
drugs  that  do  not  have  long-term  stabil- 
ity in  solution.  Like  premixed  I.V.  drugs, 
ADD-Vantage  will  reduce  hospital  phar- 
macy costs  by  conserving  labor,  reduc- 
ing material  costs  and  minimizing  drug 
waste.  Premixes  are  drugs  already  dissolv- 
ed in  I.V.  solutions  when  supplied  to 
hospital  pharmacies  by  manufacturers. 

Smith  Kline  & French  announces  FDA 
approval  for  marketing  “Monocid,”  the 
first  once-a-day,  injectable  cephalosporin 
antibiotic  in  the  U.S.  Final  approval, 
pending  agreement  on  product  labeling, 
is  expected  soon.  The  drug  is  well 
tolerated  when  given  intravenously  or  in- 
tramuscularly. It  has  a broad  spectrum 
of  act  vity  against  gram-positive  and 
gram-r egative  organisms.  Once-a-day 
dosage  vill  contribute  to  substantial  sav- 
ings in  hospital  costs  due  to  decreased 
nurse  duties  and  to  the  possibility  of 
returning  the  patient  to  home  care  earlier 
because  of  the  simpler  medication 
schedule,  and  out-patient  treatment. 


□SE38 


The  3M  Company  has  received  FDA 
approval  for  marketing  the  3M  Cochlear 
Implant  System  (House  Design).  The 
device,  which  is  the  first  cochlear  implant 
to  receive  an  FDA  panel  recommenda- 
tion, provides  sounds  to  a deaf  person 
by  electrically  stimulating  the  inner  ear. 
The  user  of  the  device  is  able  to  detect 
information-filled  sounds  such  as  fire 
engine  sirens,  car  horns  and  doorbells, 
and  can  hear  voices  at  normal  conversa- 
tional levels. 

The  Medical  Division  of  Schell,  Inc. 
has  a new  line  of  bags,  handikits  (Model 
71424  and  71426),  and  Boston  Bags 
(79206)  with  combination  locks  and 
staphCHEK®  lining,  all  especially  for 
medical  uses.  Combination  locks 
eliminate  keys  and  key  loss. 
StaphCHEK®  lining  is  waterproof,  an- 
tibacterial, mildew-proof,  provides  odor 
control,  resists  stains  and,  if  punctured, 
will  not  tear.  If  the  lining  is  punctured 
it  may  be  repaired  with  locally  purchased 
vinyl  adhesives. 

Upjohn  has  FDA  approval  which  will 
permit  the  sale  of  200  mg.  ibuprofen 
tablets  as  a non-prescription  pain  reliever. 
Bristol-Myers  will  be  the  sole  distributor 
of  the  new  product.  It  will  be  sold  under 
Upjohn’s  trade-name  NUPRIN  tablets. 
Upjohn  will  manufacture  the  product  for 
Bristol-Myers. 

The  Alberto-Culver  Company  has  a 

replacement  for  salt,  trade-named  Mrs. 
Dash.  Mrs.  Dash  is  a blend  of  14  herbs 
and  spices  and  other  natural  flavors. 
Makes  a delicious  salt  alternative  for  both 
cooking  and  as  a table-top  seasoning. 
Comes  in  two  styles — the  original  and  the 
new  low-pepper,  no  garlic. 


News  of  what  is  new  in  the  medical  supply 
industry  is  composed  of  abstracts  from 
news  releases  by  book  publishers  and 
manufacturers  of  pharmaceuticals,  clinical 
laboratory  supplies,  instruments  and 
surgical  appliances.  Each  item  is  publish- 
ed as  news  and  does  not  necessarily  con- 
stitute an  endorsement  of  a product  or 
recommendation  for  its  use  by  Indiana 
Medicine  or  by  the  Indiana  State  Medical 
Association. 


Upjohn  announces  FDA  approval  for 
marketing  Micronase  Tablets  (glyburide), 
a new  oral,  once-a-day  anti-diabetes 
medication.  Micronase  Tablets  are  in- 
dicated as  an  adjunct  to  diet  to  lower 
blood  sugar  levels  in  patients  with  non- 
insulin-dependent diabetes  (type  II)  whose 
elevated  blood  sugar  levels  cannot  be 
satisfactorily  controlled  by  diet  alone.  The 
new  medication  is  not  indicated  for  pa- 
tients with  insulin-dependent  diabetes 
(type  I)  as  sole  therapy.  Glyburide,  the 
active  ingredient  in  Micronase  Tablets, 
has  been  available  outside  the  United 
States  since  1969  and  is  the  most  widely 
prescribed  oral  anti-diabetes  medicine  in 
the  world. 

The  interactive  graphics  function  of 

Hewlett-Packard’s  Coronary 

Angiography  Reporting  Station  can  now 
be  performed  with  the  HP  150  touch- 
screen personal  computer.  Offering  a 
faster  and  simpler  approach  for  docu- 
menting the  findings  of  the  coronary 
angiography  procedure,  this  new  capabil- 
ity reduces  the  price  of  the  workstation 
by  40%. 

Four  new  chemistry  tests  are  now 
available  for  the  ASTRA™  Automated 
Clinical  Chemistry  Systems  from 
Beckman  Instruments.  These 
chemistries — triglycerides,  cholesterol, 
uric  acid,  and  phosphorus — w'ere  in- 
troduced in  July.  The  tests  may  be  run 
by  discrete  selection  or  simultaneously  in 
combination  with  other  tests  on  an 
ASTRA  System. 

A new  system  that  permits  patients  to 
self-administer  pain  relieving  drugs 
following  surgery  was  introduced  recently 
by  Abbott  Laboratories.  Known  as 
patient-controlled  analgesia  (PCA),  the 
system  assures  patients  more  effective 
pain  management,  reduces  hospital  labor 
costs  and  results  in  more  efficient  drug 
use. 

Midmark  has  introduced  a new  univer- 
sal table  for  minor  surgery  and  medical 
treatment.  It  is  priced  below  electric  and 
hand  crank  operated  minor  surgery 
tables.  Its  simplicity  makes  it  easy  and 
economical  to  maintain.  It  is  identified 
as  the  485  Surgi-Med  Table  and  comes 
in  four  models. 
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TALWIN  N x ...  BUILT- 
PROTECTION  AGAINST 
MISUSE  BY  INJECTION 


Major  Analgesic 
Reformulated 

Now  contains  naloxone, 
a potent  narcotic  antagonist 

Extra  security  added 
to  proven  efficacy  and  safety 


No  longer  do  doctors  have  to  deny  patients  the 
benefit  of  an  effective  oral  analgesic  for  fear  of  its 
misuse  by  injection. 

Winthrop-Breon  Laboratories  has  met  a nagging 
problem  by  reformulating  TALWIN®  50  (pentazo- 
cine HCI  tablets)  with  the  addition  of  naloxone, 
equivalent  to  0.5  mg  base.  The  reformulated 
product  is  called  TALWIN®Nx. 

The  original  formulation  had  been  subject  to  a 
form  of  misuse  among  street  abusers  known  as 
“T’s  and  Blues.”  TALWIN  50  and  PBZf  an  anti- 
histamine, would  be  ground  up  together,  put  into 
solution,  and  injected  intravenously.  The  combi- 
nation produced  a heroin-like  high.  Because 
naloxone  is  a narcotic  antagonist  when  injected 
intravenously,  it  acts  to  nullity  any  high  a “T’s  and 
Blues”  addict  might  expect  from  the  pentazocine 
in  a combination  of  TALWIN  Nx  and  PBZ.  When 
taken  as  directed  orally,  the  naloxone  component 
of  TALWIN  Nx  is  inactive.  Thus,  TALWIN  Nx 
continues  to  be  a safe,  effective,  oral  analgesic  for 
the  relief  of  moderate  to  severe  pain,  now  provid- 
ing added  security  against  misuse. 

•Registered  trademark  of  Ciba-Geigy  Corp  for  Iripelennamine. 


Tnlwil 


Each  tablet  contains  pentazocine  hci,  USR 
C|V_  equivalent  to  50  mg  base  and  naloxone 
HCI,  USR  equivalent  to  0.5  mg  base 


Tblwini'^ 

Each  tablet  contains  pentazocine 
tydrochloride.USP,  equivalent  to  50  mg  Base 
and  naloxone  hydrochloride,  DSP.  0 5 mfl 
Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


The  reformulation  of  Talwin  50  to  Talwin  Nx 
involved  the  addition  of  0.5  mg  naloxone  to 
help  prevent  misuse  by  injection. 


S/v/nf/irop-Breon 


© 1984  Winthrop-Breon  Laboratories 


Please  see  following  page  for  Brief  Summary. 


Each  tablet  contains  pentazocine  HCI,  USP  equivalent  to 
50  mg  base  and  naloxone  HCI,  USR  0.5  mg 

Analgesic  for  Oral  Use  Only 

Contraindications:  Hypersensitivity  to  either  pentazocine  or 
naloxone 


TALWIN"'  Nx  is  intended  for  oral  use  only  Severe,  potentially 
lethal,  reactions  may  result  from  misuse  of  TALWIN"  Nx  by 
injection  either  alone  or  in  combination  with  other  substances 
(See  Drug  Abase  and  Dependence  section ) 

Warnings:  Drug  Dependence.  Can  cause  physical  and  psycho- 
logical dependence.  (See  Drug  Abuse  and  Dependence  ) Head 
Injury  and  Increased  Intracranial  Pressure  As  with  other  potent 
analgesics,  respiratory  depressant  effects  of  the  drug  may  elevate 
cerebrospinal  fluid  pressure  due  to  CO2  retention,  these  effects  may 
he  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions,  or  a preexisting  increase  in  intracranial  pres- 
sure Can  obscure  the  clinical  course  of  patients  with  head  injuries, 
in  such  patients,  use  with  extreme  caution  and  only  if  deemed 
essential  Usage  with  Alcohol  Due  to  potential  for  increased  CNS 
depressant  effects,  alcohol  should  be  used  with  caution  Patients 
Receiving  Narcotics.  Pentazocine  is  a mild  narcotic  antagonist 
Withdrawal  symptoms  have  occurred  in  patients  previously  given 
narcotics,  including  methadone  Certain  Respiratory  Conditions. 
Should  be  administered  with  caution  in  respiratory  depression  from 
any  cause,  severely  limited  respiratory  reserve,  severe  bronchial 
asthma  and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Precautions:  CNS  Effect  Use  cautiously  in  patients  prone  to 
seizures:  seizures  have  occurred  though  no  cause  and  effect 
relationship  has  been  established  Therapeutic  doses  have  in  rare 
instances,  resulted  in  hallucinations  (usually  visual),  disorientation, 
and  confusion,  which  cleared  spontaneously  within  a period  of 
hours.  Such  patients  should  be  very  closely  observed  and  vital  signs 
checked,  if  the  drug  is  reinstituted,  it  should  be  done  with  caution 
since  the  acute  CNS  manifestations  may  recur  Impaired  Renal  or 
Hepatic  Function  Decreased  metabolism  of  pentazocine  in  exten- 
sive liver  disease  may  predispose  to  accentuation  of  side  effects,  it 
should  be  administered  with  caution  in  renal  or  hepatic  impairment 
In  long-term  use,  precautions  should  be  taken  to  avoid  increases  in 
dose  by  the  patient  Biliary  Surgery  Some  evidence  suggests  that 
unlike  other  narcotics  pentazocine  causes  little  or  no  elevation  in 
biliary  tract  pressures,  the  clinical  significance  of  these  findings  is 
not  yet  known  Information  for  Patients  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards  May  cause  physical  and 
psychological  dependence  taken  alohe  and  may  have  additive  CNS 
depressant  properties  in  combination  with  alcohol  or  other  CNS 
depressants  Myocardial  Infarction  Use  with  caution  inpatients 
with  myocardial  infarction  who  have  nausea  or  vomiting  Drug 
Interactions  Usage  with  Alcohol  See  Warnings.  Carcinogen- 
esis. Mutagenesis.  Impairment  of  Fertility.  No  long-term  studies 
in  animals  to  test  for  carcinogenesis  have  been  performed.  Preg- 
nancy Category  C'  Should  be  given  to  pregnant  women  only  if 
clearly  needed  Labor  and  Delivery.  Use  with  caution  in  women 
delivering  premature  infants.  Effect  on  mother  and  fetus,  duration  of 
labor  or  delivery,  need  for  forceps  delivery  or  other  intervention  or 
resuscitation  of  newborn,  or  later  growth,  development,  and 
functional  maturation  of  the  child  is  unknown  Nursing  Mothers 
Caution  should  be  exercised  when  administered  to  a nursing 
woman  Pediatric  Use  Safety  and  effectiveness  in  children  below 
the  age  of  12  years  have  not  been  established 
Adverse  Reactions:  Cardiovascular  Hypotension,  tachycar- 
dia. syncope  Respiratory  Rarely,  respiratory  depression  CNS 
Acute  CNS  Manifestations.  In  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confusion  which  have  cleared 
spontaneously  within  a period  of  hours,  may  recur  if  drug  is 
reinstituted  Other  CNS  Effects  Dizziness,  lightheadedness,  seda- 
tion, euphoria,  disturbed  dreams,  hallucinations,  irritability,  excite- 
ment. tinnitus,  tremor.  Gastrointestinal  Nausea,  vomiting,  con- 
stipation, diarrhea,  anorexia,  rarely  abdominal  distress  Allergic 
Edema  of  the  face,  dermatitis,  including  pruritus,  flushed  skin,  includ- 
ing plethora  Ophthalmic  Visual  blurring  and  focusing  difficulty 
Hematologic  Depression  of  white  blood  cells  (especially  granulo- 
cytes), which  is  usually  reversible,  moderate  transient  eosinophilia 
Other  Headache,  chills,  insomnia,  weakness,  urinary  retention 
Drug  Abuse  and  Dependence:  Controlled  Substance 
TALWIN  Nx  is  a Schedule  IV  controlled  substance 
Dependence  and  withdrawal  symptoms  have  been  reported  with 
orally  administered  pentazocine  Patients  with  a history  of  drug 
dependence  should  be  under  close  supervision  Possible  abstinence 
syndromes  in  newborns  after  prolonged  use  of  pentazocine  during 
pregnancy  have  been  reported  In  prescribing  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in  dose  by  the 
patient  Tolerance  to  the  analgesic  effect  is  rarely  reported,  there  is 
no  long-term  experience  with  oral  use  of  TALWIN  Nx 
The  amount  of  naloxone  present  (0  5 mg  per  tablet)  has  no  action 
when  taken  orally  and  will  not  interfere  with  the  pharmacologic 
action  of  pentazocine,  however,  this  amount  of  naloxone  given  by 
injection  has  profound  antagonistic  action  to  narcotic  analgesics 
TALWIN  Nx  has  a lower  potential  for  parenteral  misuse  than  the 
previous  oral  pentazocine  formulation,  but  is  still  subject  to  patient 
misuse  and  abuse  by  the  oral  route 

Severe,  even  lethal,  consequences  may  result  from  misuse  of  tablets 
by  injection  either  alone  or  in  combination  with  other  substances, 
such  as  pulmonary  emboli,  vascular  occlusion,  ulceration  and  absces- 
ses, and  withdrawal  symptoms  in  narcotic  dependent  individuals 
Overdosage:  Treatment  Oxygen,  intravenous  fluids,  vasopres- 
sors, and  other  supportive  measures  should  be  employed  as  indi- 
cated Assisted  or  controlled  ventilation  should  also  be  considered 
For  respiratory  depression,  parenteral  naloxone  (Narcan®,  available 
through  Endo  Laboratories)  is  a specific  and  effective  antagonist 
Please  consult  full  product  information  before  prescribing 


\ l/)//nf/iroaSrean\  Winthrop-Breon  Laboratories 
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How  well  are  you  communicating 
with  your  PATIENTS? 


Patient  compliance— how  well  patients 
follow  instructions  about  taking  prescrip- 
tion drugs— is  something  that  worries 
health  professionals,  according  to  a recent 
Harris  survey.  And  with  good  reason.  A 
number  of  studies  have  shown  that  a third 
to  a half  of  all  drugs  are  taken  improperly. 
Yet  a Chilton  survey  found  that  only  2 to  4 
percent  of  patients  question  their  doctors 
about  drugs  prescribed  for  them. 

It’s  up  to  health-care  providers  to  open  up 
the  dialogue  about  prescription  drugs. 
When  you  write,  dispense  or  check  on  a 
prescription,  make  sure  your  patient 
knows: 

• The  name  of  the  drug 

• Its  purpose— what  conditions  does  it 
treat? 

• How  and  when  to  take  the  drug — and 
when  to  stop  taking  it 

• What  food,  drinks  and  other  drugs  to 
avoid  while  taking  it 

• What  side  effects  may  result— are  they 
serious,  short-term,  long-term,  etc.? 

■ A message  from  the  Food  and  Drug  Administration. 
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Everything  you  need  to  manage 
your  one-to-fburdoctor  office! 


Medical  Office, 


. Address. 


.State  . 
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Managing  your  office  shouldn’t  be  hard.  It 
shouldn’t  be  a worry.  It  shouldn’t  drain  away 
precious  time  that  you  need  to  spend  with  your 
patients.  Last,  but  not  least,  it  shouldn’t  be  costly. 

That’s  why  Management  Systems  of  Wausau 
is  making  it  possible  for  you  to  own  a complete 
low-cost  computerized  PCM  ED  package.  Designed 
for  offices  with  one  to  four  physicians,  it  handles 
all  your  billing,  insurance  form  processing, 
charge  tickets,  and  a whole  lot  more. 

A ROSE.  For  starters,  you  need  a fresh  flower 
to  remind  both  patients  and  staff  that  1 

your  office  is  a warm  and  friendly  place.  \ Vwy 


AN  IBM  PERSONAL 
COMPUTER  XT  WITH  PRINTER 
AND  SOFTWARE.  Next,  you  need  a 
self  contained  system  that  takes  up  very 
little  space  and,  with  a little  help  from  us, 
is  very  easy  to  use.  You  can  even  use  it  for 
your  personal  finances.  Yet,  it  handles  all 


the  following  and  more: 
Family  or  individual 
billing. 

Cycle  billing. 

Bill  on  demand. 
Insurance  forms. 
Patient  recall. 
Finance  charge 
calculations. 


Medical  reports. 
Patients’  name  search. 
Charge  tickets. 
Collection  letters. 
Aging  account 
balances. 

Patients’  mailing 
labels. 

Before  long,  you’ll  wonder  how  you  ever 
managed  without  it! 


A DEPOT.  Finally,  you  need  the  reassurance 
of  this  Wausau  symbol.  It  represents  the  spirit 
of  small-town  helpfulness  that  backs  your  state- 
of-the-art  equipment.  We  train  your  people 
and  are  never  further  than  a “Hot  Line”  phone 
call  away.  We’re  already  helping  more  than  400 
medical  offices  in  30  states.  We’ll  be  happy  to 
help  you,  too. 


A FREE  FACT  BOOK.  Yes,  I’m  interested  in  the  latest  ideas  for  managing 
my  medical  office.  Please  send  me  a colorful  IBM  PC  XT  Fact  Book. 

Be  sure  to  include  full  details  on  your  low-cost  PCMED  package  built  around 
an  IBM  Personal  Computer.  I understand  there’s  no  obligation  at  all. 


Name 


.Title. 


(please  print! 


Phone. 


.No.  of  Physicians . 


.Specialty. 


Management  Systems  of  Wausau 
P.O.  Box  1000  • Wausau,  WI  54401  • 1 800  826-0028 
In  Wisconsin:  1 800  472-0023 
We  work  hard  to  support  you.  IM_8 


IBM 


'mmm 


MANAGEMENT 

£ - ^ , retJgS 

SYSTEMS 
of  WAUSAU 

This  misread  EKG  delayed  the 
patient  s admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

Suite  506  / 3737  North  Meridian  Street  / Indianapolis,  IN  46208  / (317)  926-5836 


© 1984  Pennsylvania  Casually  Company.  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 


584 


Indiana  Medicine 


August  1 984 


ONLY 


A NEW  DIMENSION 
IN  THE 

HIGH-TECH  AGE 

Today,  in  the  High-Tech  Computer 
Age,  it  is  too  easy  to  forget  special 
groups  of  people  who  need  medical 
attention. 

House  Call  Physicians,  Inc.  is  a 
group  of  Indianapolis-based  physi- 
cians who  are  dedicated  to  bringing 
quality  medical  care  to  the  home, 
institution,  and  workbound  patient. 

The  patients  we  reach  are: 

• bedridden  or  shut-in 

• handicapped,  paraplegic, 
quadriplegic 

• chronically  or  terminally  ill 

• nursing  home  tenants 

• persons  needing  care  after  office 
hours  and  on  weekends 

• tourists  and  travelers 

• pediatric  and  geriatric  patients 

We  can  suture  minor  wounds  and 
care  for  many  minor  medical  ailments. 
We  can  do  EKG’s,  portable  x-rays, 
physical  exams,  draw  laboratory 
specimens  and  dispense  medicines 
(NO  NARCOTICS! 


WE  CAN  BE  OF 
BENEFIT  TO  THE 
PERSONAL  PHYSICIAN 
WHEN  HE  OR  SHE: 

• feels  uncomfortable  advising  and 
treating  patients  over  the  phone 

• is  out  of  the  office 

• is  on  vacation 

• is  too  booked  to  see  a patient 
within  a reasonable  time  frame 

• cannot  attend  a chronically  or 
terminally  ill  patient  who  needs 
ongoing  physician  evaluation  and 
treatment  but  wishes  to  remain 
outside  the  confines  of  a hospital 

• requires  qualified  evaluation, 
treatment  and  detailed  informa- 
tion on  his/her  patient  at  their 
home 

House  Call  Physicians,  Inc.  is  not 
seeking  patients  for  long-term 
care.  We  will  assist  chronically  and 
terminally  ill  patients  under  the 
direction  of  their  personal  physi- 
cian. We  would  prefer  that  all 
patients  seeking  our  aid  would  first 
contact  their  personal  physician. 
Patients  not  having  a personal 
physician  are  referred  to  local 
physicians  for  follow-up. 

HOUSEC/ACL  PHYSICIANS,  INC. 

3561  NORTH  PENNSYLVANIA  ST. 
INDIANAPOLIS,  IN  4B2QB 

3 1 7/923-Dr.  Dr.  317/923-3737 
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Evansville  Seminars 

The  fall  seminar  schedule  for  St. 
Mary’s  Medical  Center,  Evansville,  opens 
Sept.  20  at  1 p.m.  with  the  Joseph  E. 
Coleman  Pediatric  Seminar  on  “Learn- 
ing Disabilities.” 

The  Endocrine  Seminar  (Part  V — The 
Pituitary  Gland)  will  meet  at  1 p.m.,  Oct. 
18.  The  Family  Practice  Seminar  (Type 
II  Diabetes)  will  meet  at  1 p.m.,  Nov.  15. 

The  September  and  October  programs 
will  be  held  in  the  Amphitheatre;  the 
November  meeting  is  at  the  Executive 
Inn. 

For  more  information,  call  the  hospital 
at  (812)  479-4468. 


Controversies  in  Medicine 

“Controversies  in  Medicine”  is  the 
subject  of  a medical  meeting  to  be  held 
Friday,  Nov.  9,  in  Birmingham, 
Alabama. 

Organ  Transplants,  Rationing  Medical 
Care,  Aging  Process-Control,  Genetic 
Engineering,  Endoscopy-Emergency,  and 
First-Aid  and  Paramedics:  A Plus  or  a 
Minus  will  be  the  main  subjects.  The  fee 
will  be  $65.  CME  credit  will  be  for  seven 
hours  Category  1 (AMA). 

The  meeting  will  be  in  Cudworth  Hall- 
University  of  Alabama  in  Birmingham, 
1917  8th  Ave.,  South  (adjoining  Birm- 
ingham Hilton).  The  correspondent  is 
Dena  Metts  (phone  205/250-7703). 


“So  many  people  wear  old  clothes  to  make 
an  impression  on  me — I thought  I’d  see 
what  kind  of  impression  it  makes  on 
them.” 


The  Journal  of  the  American  Medical 
Association  publishes  a list  of  CME  courses 
for  the  United  States  twice  yearly.  The 
January  listing  features  courses  offered 
from  March  through  August;  the  July 
listing  features  courses  offered  from 
September  through  February. 


Cincinnati  Conferences 

Three  conferences  sponsored  by  Cin- 
cinnati’s Bethesda  Hospitals  scheduled 
for  this  fall  involve  neurotrauma,  lung 
cancer  and  computers. 

A neurotrauma  conference  will  be  held 
Sept.  29  and  30  at  Bethesda  Oak  Hospital 
for  emergency  physicians  and  primary 
care  physicians.  The  course  will  cover 
emergency  management  of  head  and  neck 
injuries,  current  techniques  for  manag- 
ing neurotrauma  in  the  emergency  setting, 
and  treatments  of  choice  for  stroke  and 
low  back  pain  patients.  Registration  is 
$195. 

Lung  cancer  is  the  focus  of  the  Cin- 
cinnati Cancer  Conference  III,  scheduled 
for  Nov.  2 and  3 at  the  Hyatt  Regency 
in  Cincinnati. 

Finally,  “Computers  in  Health  Care& 
Practice  Management”  is  the  topic  of  a 
conference  scheduled  for  Nov.  16,  17  and 
18  at  the  Hyatt  Regency.  Speakers  will 
discuss  the  economics  of  medical  office 
computers.  Registration  is  $50. 

For  more  information,  contact  Thomas 
J.  O’Connor,  Bethesda  Hospital,  619 
Oak  St.,  Cincinnati,  Ohio  45206 — (513) 
569-6339. 

Infectious  Disease 

A “Symposium  on  Infectious  Disease: 
Diagnosis  and  Treatment  in  Office  Prac- 
tice,” sponsored  by  Indiana  University, 
will  be  held  at  the  Radisson  Hotel,  In- 
dianapolis, on  Sept.  22. 

It  is  accredited  for  six  prescribed  hours 
by  the  AAFP  and  for  six  hours  by  the 
AMA.  There  is  no  registration  fee  as  the 
meeting  is  supported  by  a grant  from  Eli 
Lilly  and  Company. 

Direct  inquiries  to  Jonathan  P.  Mur- 
ray, Project  Director,  Center  for 
Healthcare  Communications,  420  Lex- 
ington Ave.,  Suite  320,  New  York,  N.Y. 
10017— (212)  210-8940. 


Alcoholic  Emergencies 

“Practical  Management  of  Psychiatric 
and  Alcoholic  Emergencies”  will  be  the 
subject  of  a conference  Thursday,  Oct. 
25,  at  Howard  Community  Hospital, 
Kokomo. 

The  program,  co-sponsored  by  the 
hospital  and  Indiana  University  School 
of  Medicine,  is  for  family  physicians  and 
emergency  room  physicians. 

To  register,  contact  Bev  Woodard, 
Howard  Community  Hospital,  3500  S. 
LaFountain  St.,  Kokomo,  Ind. 
46902— (317)  453-0702. 


CME  Calendar 

CME  meetings  announced  by  the 
Methodist  Hospital  of  Indiana  are  as 
follows: 

Sept.  7 — “Cardiac  Transplant  Sym- 
posium” at  Adam’s  Mark  Hotel, 
Indianapolis. 

Sept.  14  & 15 — “Annual  Midwest 
Neuro  Critical  Care  Seminar  II,”  Clarion 
Hotel,  Cincinnati. 

Sept.  20  & 21  (tentative)— “Noninva- 
sive  Technology  Diagnosis  and  Evalua- 
tion of  Cardiac  and  Vascular  Disorders,” 
at  Methodist  Hospital-Medical  Tower, 
Indianapolis. 

Sept.  21  & 22 — “Horizons  in  Manage- 
ment of  Ophthalmic  Problems,”  at 
Radisson  Plaza  Hotel,  Indianapolis. 

Oct.  12 — “Hemodynamic  Monitoring: 
State  of  the  Art,”  at  Methodist  Hospital, 
Indianapolis. 

Oct.  17  (tentative) — “Obesity  Control: 
Failure  Is  Not  Inevitable,”  at  Methodist 
Hospital-Medical  Tower,  Indianapolis. 

Oct.  18  & 19 — “Annual  Fall  Wishard 
Lecture.” 

Nov.  2 & 3 — “Advanced  Trauma  Life 
Support”  (Provider  Level),  at  Methodist 
Hospital,  Indianapolis. 

Nov.  30  & Dec.  1 — “Cataract  Surgery 
Seminar  and  Basic  Technique  Update,” 
at  Radisson  Plaza  Hotel,  Indianapolis. 

Nov.  28 — “Third  Annual  Symposium 
on  Ethical  and  Moral  Issues.” 

Further  information  is  available  from 
Dixie  Mattingly,  CME  Coordinator, 
Methodist  Hospital,  1604  N.  Capitol 
Ave.,  Indianapolis  46202 — (317) 
929-3733. 
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Clinical  Nutrition 

“Challenges  for  Clinical  Nutrition  in 
the  Eighties’’  is  the  title  of  a post- 
graduate course  to  be  conducted  Sept. 
10-11  by  the  American  Society  for 
Parenteral  and  Enteral  Nutrition  at  the 
Marriott  Pavillion  Hotel  in  St.  Louis, 
Mo. 

Contact  ASPEN,  1025  Vermont  Ave., 
N.W.,  Suite  810,  Washington,  D.C. 
20005— (202)  638-5881. 


Oncology  Nursing 

“Oncology  Nursing  Conference  VI” 
will  be  sponsored  by  the  Department  of 
Nursing  at  the  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston  Sept.  12  to  14  at  the  Hyatt 
Regency  Hotel  Downtown. 

Write  or  phone  Office  of  Conference 
Services,  Box  131,  M.D.  Anderson 
Hospital,  6723  Bertner  Ave.,  Houston 
77030— (713)  792-2222. 


Pediatrics  Symposium 

The  12th  annual  Fall  Pediatric 
Surgery/Pediatrics  Symposium  concern- 
ing “Care  of  the  Seriously  III  Child”  will 
be  held  at  the  Indianapolis  Radisson 
Hotel,  Keystone  at  the  Crossing,  Oct. 
10-11.  The  symposium  will  be  sponsored 
by  the  Indiana  University  School  of 
Medicine. 

Contact  Jay  Grosfeld,  M.D.,  Riley 
Hospital,  702  Barnhill  Drive,  In- 
dianapolis 46223 — (317)  264-4681,  or  Joni 
Downs— (317)  264-8353. 


Newborn  Symposium 

“Cardio-Respiratory  Problems  in  the 
Newborn”  will  be  the  theme  of  the  18th 
Annual  Newborn  Symposium  to  be  con- 
ducted by  the  Pediatrics  Department  of 
the  University  of  Louisville  School  of 
Medicine  Nov.  1-2.  Category  1 credits 
will  be  allowed. 

Contact  Billy  F.  Andrews,  M.D., 
Kosair-Children’s  Hospital,  University  of 
Louisville,  Louisville  40292 — (502) 
562-8826. 


Anesthesiologists  to  Meet 

The  American  Academy  of  Clinical 
Anesthesiologists  will  conduct  its  fall 
seminar  Oct.  24  to  27  at  the  Grove  Park 
Inn,  Asheville,  N.C. 

For  more  information  on  the  seminar, 
accredited  for  1 1 AMA  Category  1 hours, 
contact  the  AACA,  P.O.  Box  11691, 
Knoxville,  Tenn.  37939— (615)  588-6279. 


Four  Days  in  Mexico 

The  32nd  annual  convention  of  the 
Medical  Society  of  the  United  States  and 
Mexico  will  convene  Nov.  14-17  in 
Guadalajara,  Jalisco,  Mexico. 

For  information,  contact  Kevin 
Walker,  Executive  Secretary,  Medical 
Society  of  the  United  States  and  Mexico, 
810  W.  Bethany  Home  Road,  Phoenix 
85013— (602)  246-8901. 

Managing  Strokes 

“Diagnosis  and  Management  of 
Strokes”  is  the  title  of  a CME  program 
scheduled  for  Oct.  12  and  13  at  Madison, 
Wise. 

The  program,  sponsored  by  the  Univer- 
sity of  Wisconsin  School  of  Medicine,  will 
feature  internationally  and  nationally 
known  stroke  experts.  AMA  Category  1 
credit  is  1 1 hours. 

Contact  Sarah  Aslakson,  465B  WARF 
Bldg.,  610  Walnut  St.,  Madison,  Wise. 
53705— (608)  263-2856. 

Medical  Oncology 

The  seventh  annual  Topics  in  Medical 
Oncology  meeting  will  be  conducted 
Tuesday,  Nov.  20,  at  Highlands  Baptist 
Hospital,  Louisville. 

“The  Costs  and  Dilemmas  of  Cancer 
and  Cancer  Care”  will  be  the  topic  of 
morning  and  afternoon  sessions,  while 
“Systemic  Coagulation  Problems  in 
Malignant  Diseases”  will  be  discussed  in 
the  evening.  The  fee  is  $25,  which  includes 
lunch,  breaks  and  educational  handouts. 

Contact  Barbara  Janes,  Cancer 
Registrar,  Highlands  Baptist  Hospital, 
810  Barret  Ave.,  Louisville,  Ky. 
40204— (502)  561-3100. 


ASIM  Annual  Meeting 

The  American  Society  of  Internal 
Medicine  will  hold  its  annual  meeting 
Sept.  20-23  at  the  Hilton  Palacio  Del  Rio 
Hotel  in  San  Antonio. 

The  theme  of  the  meeting  will  be 
“Transitions  and  Transactions.”  Pro- 
gram sessions  will  focus  on  “Medicine, 
Society  and  the  Dying  Patient:  The  Case 
of  Granny  Doe”  and  “The  New  Era  of 
Negotiations.” 

Seminars  in  Pediatrics 

“Seminars  in  Pediatrics”  will  be  con- 
ducted Oct.  12-13  at  the  Clinical  Science 
Center,  University  of  Wisconsin  at 
Madison. 

AMA  Category  1 credit  is  10  hours. 
Fees  are  $100  for  physicians,  $65  for 
nurses. 

Contact  Sarah  Aslakson,  465B  WARF 
Bldg.,  610  Walnut,  Madison,  Wise. 
53705— (608)  263-2856. 

Lung  Cancer 

“Lung  Cancer”  will  be  the  subject  of 
the  Cincinnati  Cancer  Conference  III,  to 
be  held  Nov.  2-3  at  the  Hyatt  Regency 
in  Cincinnati. 

For  details  contact  Thomas  J.  O’Con- 
nor, Bethesda  Hospitals,  619  Oak  St., 
Cincinnati  45206— (513)  569-6337. 


“I’m  not  so  worried  about  not  making  ends 
meet  as  I am  about  the  length  of  the  gap 
in  between.” 


August  1 984 


Indiana  Medicine 


587 


WILLIAM  M.  DUGAN,  JR.,  M.D. 

Clinical  Oncology  Center 
Methodist  Hospital  of  Indiana,  Inc. 


New  information  from 
Indiana  Division 
American  Cancer  Society,  Inc. 
4755  Kingsway  Dr.,  Suite  100 
Indianapolis  46205 

EVERY  PHYSICIAN’S  OFFICE— 
A CANCER  DETECTION  CENTER 


Road  to  Recovery 

Road  to  Recovery  is  a new  approach 
to  an  important  American  Cancer  Society 
direct  patient  service  program  that  has  ac- 
tually been  around  for  a long  time — 
patient  transportation.  By  driving  cancer 
patients  to  and  from  medicai  facilities  for 
treatment,  volunteers  will  be  assisting 
literally  to  help  cancer  patients  along  the 
“road  to  recovery.” 

The  Road  to  Recovery  volunteer  trans- 
portation program  was  developed  and 
conducted  by  the  Massachusetts  Division 
of  the  American  Cancer  Society.  Success 
of  this  pilot  program  was  so  great  that 
it  has  been  adopted  by  the  American 
Cancer  Society  as  a national  program. 

Since  cancer  therapy  often  goes  on  for 
an  extended  time,  many  patients  are  in 
need  of  transportation  to  and  from  treat- 
ments. For  example,  one  cancer  patient 
requiring  radiation  therapy  could  need  20 
to  30  treatments  during  six  weeks,  and 
a patient  receiving  chemotherapy  might 
report  for  treatment  weekly  for  up  to  a 
year.  In  many  cases,  a patient  is  driven 
to  hospitals  or  clinics  by  relatives  or 
friends,  but  even  these  patients  must  oc- 
casionally seek  alternative  transportation. 
That’s  where  Road  to  Recovery  comes  in. 

In  the  Massachusetts  pilot  program  the 
average  age  of  the  Road  to  Recovery 
volunteer  was  54.  Many  were  retired  peo- 
ple who  like  to  keep  busy  and  feel  useful, 
but  many  volunteer  drivers  were  young 
and  employed.  In  fact,  some  worked  for 
companies  that  participated  in  Road  to 
Recovery  by  allowing  employees  “re- 
leased time”  to  drive  for  the  program. 
These  employers  even  loaned  company 
cars  and  vans  for  patient  transportation. 
It  was  also  discovered  that  many  people 
volunteer  to  drive  because  they  have  had 
some  personal  experience  with  cancer  and 
they  know  what  an  absolute  necessity  this 
program  is.  But  others  do  it  just  for  the 
satisfaction  they  get  in  helping  others.  . . 
in  doing  something  extra  for  someone 
who  needs  it. 


There  is  a road. 


Many  cancer  patients 
need  transportation  to 
and  from  treatments. 
That's  why  the 
American  Cancer 
Society  has  formed 
groups  of  volunteers 
across  the  United 
States  who  give  a 
few  hours  of  their 
time  each  month  to 
drive  them.  The 
road  to  recovery 
can  be  a long  and 
difficult  one.  but  it 
can  be  that  much 
easier  when  there 
are  friends  who 
can  help  along 


The  Indiana  Division  of  the  ACS  has 
already  completed  the  initial  training 
state-wide  of  volunteer  Road  to  Recovery 
coordinators.  The  society  hopes  to  recruit 
1,500  drivers  state-wide.  The  main  driver 
recruitment  efforts  have  been  taking  place 
this  summer.  All  drivers  will  be  screened 
and  trained  by  ACS  volunteers. 

Further  information  may  be  obtained 
through  your  local  American  Cancer 
Society  office  or  by  contacting  John  Kir- 
by, director  of  communications,  or  Betsy 
Brolin,  medical  affairs  director,  at  the 
Division  Office,  317/872-4432. 

Road  to  Recovery  will  make  a tremen- 
dous difference  in  the  lives  of  cancer  pa- 


tients and  the  lives  of  their  families.  There 
is  a road  for  many — there  is  a cure. 

Preview  of  the  1984  Smokeout 

DATE:  November  15,  1984 — 
NATIONAL  CHAIRMAN: 

LARRY  HAGMAN 

NEW  MATERIALS: 

Adopt  a Smoker/Help  a Friend  Quit 

Poster.  Adapted  from  the  California 
Division.  It  features  two  humorous  car- 
toon figures  who  illustrate  the  adoption 
concept  in  a warm,  friendly  way.  This  will 
replace  last  year’s  Uncle  Sam  poster  and 
will  supplement  the  standard  GAS  poster. 

GAS  Survival  Kits.  Small  plastic  bags 
featuring  the  GAS  logo,  ready  for  local 
stuffing  with  quit  tips,  lollipops,  carrot 
sticks,  Larry  Hagman  Red  Rubber  Bands, 
etc.  Ideal  for  adopters  to  give  adoptees. 

RX  Pad  for  Physicians.  Prescription: 
Quit  Smoking-Nov.  15.  Studies  show' 
most  smokers  would  quit  if  their  doctors 
would  only  advise  them  to.  This  will  help 
stimulate  increased  involvement  of  the 
medical  profession  in  the  Smokeout.  This 
idea  was  adapted  from  the  Utah  Division. 

Headless  Matches.  A possibility  await- 
ing results  of  informal  Division  survey. 

Generic  GAS  Envelopes.  A large  white 
envelope,  a little  larger  than  Company/ 
School  Kit  size,  undated.  For  sending 
GAS  materials. 

As  you  can  judge  from  the  above,  we 
will  be  continuing  strong  with  the  Adopt 
A Smoker  theme.  Adoption  certificates 
will  be  made  undated  from  now  on,  and 
new  Adopt  A Smoker  stickers  have  been 
designed. 

WOED  SPECIAL.  At  9 p.m.  EST  on 
November  14,  the  eve  of  the  smokeout, 
“Breathing  Easy”  will  air.  The  one-hour 
special  will  be  an  entertaining  anti- 
smoking program  aimed  at  teenagers.  It 
will  be  originated  by  WOED  in  Pittsburgh 
with  substantial  funding  from  ACS.  It 
will  be  aired  on  the  PBS  System  nation- 
wide. Details  will  follow. 
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INTERESTED  IN 
AUTO  LEASING? 


Get  the  facts,  leasing  will  save  $1000s  over  buying. 
All  Makes  Auto  Leasing,  Inc.  has  the  equipment 
and  know-how  to  show  you  EXACTLY  where  you 
save.  So  call  today  for  a quote  on  the  car  of  your 
choice.  Besides,  we  lease  for  less,  always  have, 
always  will. 


Approved  Credit  Required 


FOR  MEDICAL  PROFESSIONAL  LIABILITY  COVERAGE, 
THE  ISMA  STRONGLY  RECOMMENDS  PHYSICIANS 

INSURANCE  COMPANY  OF  INDIANA.  Several  companies  are 

anxious  to  provide  most  Indiana  physicians  with  medical  professional  liability  in- 
surance coverage.  Only  one  has  received  the  formal  endorsement,  support,  and 
sponsorship  of  the  Indiana  State  Medical  Association.  That  company  is  PICI, 
Physicians  Insurance  Company  of  Indiana. 

Why  PICI? 

Because  PICI  is  committed  to  providing  Indiana  physicians  with  the  best 
possible  coverage  at  the  lowest  possible  rates  throughout  their  medical  careers. 
Indiana  physicians  dominate  the  company’s  board  of  directors  and  serve  on 
budget,  claims  and  underwriting  committees.  PICI  is  a publicly  held  stock 
company,  and  provides  annual  as  well  as  periodic  interim  financial  reports. 

With  PICI,  you  know  what's  happening  to  your  premium  dollars.  You  will 
receive  information  about  claims  experience  and  trends.  You  are  guaranteed 
input  on  company  activities,  through  your  physician  members  of  the  company’s 
board  and  its  committees.  You  are  part 
of  the  company. 

Through  PICI,  you  also  receive 
competitively  priced  auto,  homeowners, 
office  protection  and  personal  umbrella 
coverages,  designed  and  offered  with 
the  same  long  term  commitment. 

Compare  all  that  PICI  offers  with 
what  you  will  obtain  from  other  sources 
of  medical  professional  liability  and 
other  essential  insurance  coverages.  We 
think  you'll  agree  that  the  ISMA  has 

endorsed  the  best.  The  Accountable  Company  . . . 


PHv/iciRn/  m/URfince 
COmPRDV  OF  inDIRflfl 


3901  West  86th  Street 
Suite  350 
P.O.  Box  689059 
Indianapolis,  Indiana  46268 
(317)  872-3046  or  toll  free 
in  Indiana  (800)  732-1313 
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An  Ounce  of  Prevention 


The  eight  points  of  good  advice  reproduced  below  are  from  an  advertisement  that 
appeared  in  the  Bulletin  of  the  Medical  Society  of  the  County  of  Kings  and  the 
Academy  of  Medicine  of  Brooklyn,  New  York.  They  constitute  good  rules  for  the 
practice  of  medicine  and  would  be  valuable  even  in  the  absence  of  the  dangers  of 
malpractice  lawsuits.  They  are  reproduced  with  permission  of  the  Medical  Liability 
Mutual  Insurance  Company  and  the  Medical  Society  of  the  County  of  Kings  as  an 
addition  to  the  educational  program  of  the  Physicians  Insurance  Company  of  Indiana. 

Brief  elaborations  of  each  of  the  eight  points  will  be  published,  one  at  a time,  in 
future  issues  of  Indiana  Medicine. 

1. )  Be  cognizant  of  the  need  to  establish  a good  relationship  with  your  patients, 

taking  the  time  to  listen  to  their  complaints  and  empathizing  with  them. 

2. )  Do  not  create  unreasonable  expectations  about  the  results  of  treatment. 

3. )  Be  aware  of  the  necessity  of  communicating  to  your  patient,  in  simple  layman’s 

language,  the  generally  recognized  risks  and  complications  of  the  methods  of 
treatment  you  recommend  and  alternative  modes  of  treatment.  Further,  you 
should  make  a note  in  your  record  to  the  effect  that  you  have  given  the  patient 
such  information. 

4. )  Carefully  review  at  frequent  intervals  your  patient  case  load  to  insure  that  your 

volume  of  work  does  not  make  it  difficult  to  devote  adequate  time  to  each  patient. 

5. )  When  involved  in  the  care  of  a patient  with  other  physicians,  make  sure  that 

there  is  a clear  delineation  of  responsibility  for  overall  management  of  the  pa- 
tient’s condition. 

6. )  In  surgical  cases,  you  should  write  a pre-operative  note  documenting  your  find- 

ings and  proposed  treatment. 

7. )  You  should  carefully  monitor  your  methods  for  collecting  overdue  accounts. 

No  action  should  be  taken  to  collect  a bill  until  you  have  reviewed  all  of  the 
circumstances. 

8. )  Be  sure  to  seek  consultation  in  difficult  cases. 
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T.  S.  DANIELSON,  JR.,  M.D.,  M.P.H. 
Acting  State  Health  Commissioner 


JPOGMS 


New  information  from 
Office  of  the  Commissioner 
Indiana  State  Board  of  Health 
1330  W.  Michigan  St. 
Indianapolis,  Ind.  46206 
317-633-8400 


WIC  Celebrates  10th  Anniversary 

Ten  years  ago  the  Special  Supplemen- 
tal Food  Program  for  Women,  Infants 
and  Children — popularly  known  as 
WIC — began  as  a small  national  program 
to  provide  nutrition  assistance  to  low- 
income  women  and  children  during 
critical  phases  of  development.  Today, 
the  program  is  operated  by  1,500  local 
agencies  at  more  than  7,000  sites  through- 
out the  United  States. 

The  Indiana  WIC  Program,  ad- 
ministered by  the  Indiana  State  Board  of 
Health  and  operated  locally  by  various 
health  and  human  service  agencies,  has 
shared  in  WIC’s  successful  growth  this 
past  decade. 

In  1974,  the  Indiana  WIC  program 
provided  benefits  to  1,169  high-risk  preg- 
nant women  in  one  county  and  one  city 
of  our  state;  10  years  later,  WIC  benefits 
are  available  to  60,000  participants  each 
month.  These  participants  live  in  80  dif- 
ferent counties  and  receive  their  WIC  ser- 
vices through  42  local  agencies  operating 
106  sites. 

One  of  six  babies  born  in  Indiana  in 
1983  was  a WIC  baby.  The  low-income 
population  of  Indiana  is  being  reached 
as  80%  of  the  WIC  caseload  earns  an  in- 
come below  the  official  poverty  level  even 
though  WIC  is  available  to  persons  earn- 
ing up  to  185%  of  poverty. 

The  goal  of  the  Indiana  State  Board 
of  Health  is  to  have  all  92  counties  of  In- 
diana offer  WIC  services.  Reaching  this 
goal  is  dependent  upon  increased  federal 
funding,  since  state  support  is  not 
provided. 

Through  WIC,  pregnant  and  postpar- 
tum women,  nursing  mothers  and 
children  from  birth  to  age  5,  who  are  at 
nutritional  risk,  receive  supplementary 
foods  of  high  nutritional  value,  nutrition 
education  and  linkages  with  health  ser- 
vices. WIC  is  unique  among  food 
assistance  programs  in  that  it  is  the  only 
program  that  screens  applicants  for  nutri- 
tional need  and  integrates  food,  nutrition 
services,  and  health  care  for  our  country’s 
most  nutritionally  vulnerable  group. 


Typically,  a physician,  nutritionist  or 
nurse  screens  WIC  applicants  for  nutri- 
tional need  to  determine  eligibility.  A 
hemoglobin,  height,  weight,  health 
history  and  food  intake  record  provides 
the  data  for  the  nutritional  assessment. 
Certification  for  the  program  lasts  for  six 
months  for  children,  postpartum  and 
nursing  mothers,  or  for  the  duration  of 
a woman’s  pregnancy.  At  the  end  of  the 
certification  period,  the  participant  may 
reapply  for  program  benefits. 

The  supplemental  foods  offered  by 
WIC  are  high  in  protein,  calcium,  iron 
and  vitamins  A and  C.  These  are  the 
nutrients  found  to  be  deficient  in  WIC’s 
target  population.  A nutritionist  or  nurse 
determines  the  nutritional  need  of  each 
participant  and  prescribes  a monthly  food 
package  based  on  approved  WIC  foods. 

The  WIC  program  encourages  breast- 
feeding; however,  infants  who  are  bottle- 
fed  may  receive  iron-fortified  formula, 
cereal  and  juices  high  in  vitamin  C. 
Women  and  children  may  receive  milk, 
cheese,  eggs,  cereals  high  in  iron  and  low 
in  sugar,  peanut  butter  or  dried  beans, 
and  fruit  juice  high  in  vitamin  C. 

Nutrition  education  is  an  integral  com- 
ponent of  WIC  and  is  often  given  the 
greatest  amount  of  credit  for  the  success 
of  the  program.  WIC  nutritionists  and 
nurses  strive  to  teach  the  relationship  be- 
tween good  nutrition  and  good  health, 
help  participants  develop  better  eating 
habits,  and  show  them  how  to  make  the 
best  use  of  WIC-provided  foods  to  sup- 
plement their  diets.  It  is  WIC’s 
philosophy  to  help  participants  become 
healthier  and  more  self-sufficient  through 
education  and  application. 

While  routine  medical  care  is  not  pro- 
vided by  WIC,  all  participants  are  en- 
couraged to  seek  and  continue  medical 
guidance.  Many  participants  have  private 
physicians  and  continue  as  patients  of 
their  physicians  while  enrolled  in  WIC. 
Cooperation  and  communication  between 
health  care  providers  and  the  WIC  pro- 
fessional staff  are  encouraged  so  as  to 
best  serve  the  interest  of  the  individual. 


WIC  Gets  Results 

In  a short  decade,  the  WIC  program 
has  significantly  improved  the  health  and 
nutritional  status  of  millions  of  women 
and  children.  Studies  of  WIC  participants 
have  shown  positive  trends  in  the  reduc- 
tion of  both  neonatal  mortality  and  the 
incidence  of  low  birth  weight  infants.  An 
important  finding  is  that  mean  birth 
weight  increases  with  the  increased  length 
of  WIC  participation. 

Low  birth  weight  has  long  been 
associated  with  a higher  frequency  of 
developmental  abnormalities,  increased 
medical  costs  and  longer  hospital  stays. 
An  evaluation  done  at  the  Harvard 
School  of  Public  Health  in  1979,  and 
another  more  recent  evaluation  by  the 
Missouri  Department  of  Health,  suggests 
that  WIC  is  cost-effective  in  terms  of  its 
potential  to  reduce  medical  costs 
associated  with  low  birth  weight.  A WIC 
food  package  costs  approximately  $28  a 
month  or  $200  for  seven  months  of 
pregnancy.  The  cost  for  a low  birth 
weight  infant  to  gain  one  pound  of  weight 
in  a neonatal  intensive  care  unit  has  been 
estimated  at  $12,000.  Savings  also  accrue 
to  Medicare,  special  education  and 
disability  programs  because  low  birth 
weight  is  associated  with  blindness, 
deafness  and  mental  retardation. 

Other  studies  show  infants  and  children 
participating  in  WIC  have  decreased  rates 
of  anemia  and  an  accelerated  rate  of 
growth.  Research  published  in  1982,  in 
the  Journal  of  Public  Association,  has 
also  suggested  that  WIC  may  be  con- 
tributing to  improved  mental  perfor- 
mance by  participants. 

WIC  has  expanded  rapidly  in  the  past 
10  years.  This  growth  is  directly  at- 
tributable to  the  physicians,  nutritionists 
and  other  health  and  social  services  pro- 
fessionals who  have  provided  support  at 
the  community  level.  The  decade  ahead 
holds  even  stronger  promise  for  an  even 
greater  program  as  we  build  upon  and 
fine  tune  the  basic  components  of  WIC. 
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BALANCED 
CALCIUM  CP 
BLOC? 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:660-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl): 234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem , 

(dilhazem  HCI) 

30  nig  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM”  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-|2-(dimethylamino)ethyl ]- 2,3  dihydro-2  (4  methoxyphenyl)-, 
monohydrochloride, (+)  -cis  The  chemical  structure  is: 


CH?CH?N(CH3)2 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  Inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  ENects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  II)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  Its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (21%).  nausea  11.9%),  dizziness  (1.5%),  rash  (13%), 
asthenia  (1.2%),  AV  block  (1,1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase  SGOT 
SGPT  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme,  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage.  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the  I 
clinical  situation  and  the  judgment  and  experience  of  the  treating  | 
physician 

The  oral/LD50  s in  mice  and  rats  range  from  415  to  740  mg/kg  [ 
and  from  560  to  810  mg/kg,  respectively. The  intravenous  LD„s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LUM  in  1 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


OOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution 
Concomitant  Use  With  Other  Antianginal  Agents; 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 
2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination 
3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NOC  I 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NOC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one  , 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored  j i 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NOC  0088-1772-49).  Each  yellow  I 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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Aspiration  Biopsy  Cytology: 
Biopsy  Method  of  the  Eighties 


MICHAEL  D.  GLANT,  M.D. 
Indianapolis 


The  technique  of  Aspiration 
Biopsy  Cytology  (ABC)  was  devel- 
oped in  1930'  but  its  utility  was 
largely  unappreciated  until  the  Swedish 
began  to  employ  it  in  the  1950s.2  Its 
popularity  in  Sweden  has  increased  to  the 
point  where  over  40,000  ABCs  are  per- 
formed each  year,  as  compared  with 
10,000  conventional  surgical  biopsies. 
Frable3  and  others  4,5,6  have  reported  their 
success  with  this  procedure  in  recent 
years. 

ABC  is  based  on  a simple  concept.  A 
small  needle  is  inserted  into  a lesion,  and 


The  author  is  Medical  Director, 
Cytopathology,  and  Associate  Professor,  Dept, 
of  Pathology,  Indiana  University  School  of 
Medicine,  University  Hospital,  N340,  1 100  W. 
Michigan  St.,  Indianapolis,  Ind.  46223. 


negative  pressure  is  used  to  aspirate  a 
slurry  of  cells  and  tissue  fragments  into 
the  needle  lumen.  This  material  is  then 
smeared  on  a slide  for  microscopic  ex- 
amination. However,  the  accuracy  of 
diagnosis  critically  depends  upon  specific 
details  of  the  collection  and  preservation 
techniques  and  the  knowledge  and  ex- 
perience of  the  cytopathologist  inter- 
preting the  slides.  In  both  Europe  and 
America,  experience  has  shown  the 
greatest  success  when  the  cytopathologist 
personally  obtains  the  sample  or  closely 
assists  the  individual  obtaining  the 
sample. 

At  Indiana  University  Medical  Center, 
ABC  was  not  used  frequently  until  the 
author,  a cytopathologist,  became  par- 
ticularly interested  in  this  technique.  As 
our  physicians  have  become  more  aware 
of  this  method’s  ready  availability  and  its 
advantages,  there  has  been  a dramatic  in- 
crease in  interest.  In  1983,  over  1,000 
ABCs  were  performed,  about  as  many  as 
had  been  accomplished  in  the  previous 


four  years.  The  author  actively  par- 
ticipated in  both  the  procurement  and 
processing  of  approximately  two-thirds 
of  the  slightly  more  than  2,000  ABCs 
•reported  in  this  article. 

The  Method 

An  exhaustive  discussion  of  the  method 
is  beyond  the  scope  of  this  article,  but 
a genefal  description  may  be  of  interest 
to  the  reader.  The  skin  overlying  the 
lesion  is  numbed  with  lidocaine,  then  a 
25  gauge  needle  on  a 20  ml  syringe  is  in- 
serted into  the  lesion,  using  a one-handed 
pistol  grip  on  the  syringe  so  that  the  other 
hand  is  free  to  palpate.  Needle  and 
syringe  sizes  are  usually  varied  for  the 
particular  clinical  situation,  and  also  the 
strength  of  suction.  The  suspension  of 
cells  and  “microbiopsy”  tissue  fragments 
collected  are  very  easily  destroyed  or  lost 
by  dilution  with  blood  or  improper 
handling. 

A drop  or  two  of  the  aspirate  is  placed 
between  two  plain  glass  slides,  and  the 
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TABLE  1 

Aspiration  Biopsies  1978-82 
Indiana  University  Medical  Center  Hospitals 

CLINICAL 

POSITIVE  NEGATIVE  or 


SITE 

CASES 

DX 

NON-DX 

BENIGN 

INADEQ 

HISTOLOGY 

C0RREL 

FALSE 

POSITIVE 

FALSE 

NEG. 

Thyroid 

150 

13(9) 

33(22) 

78(52) 

26(1 7) 

38(25) 

6(4, 

1(0  6) 

Breast 

207 

35(17) 

1 V) 

1 50(73) 

1 1(5) 

1 42(68) 

°(2) 

°(1) 

Other 

Palpable 

235 

1 1 5 
1 1 °(49) 

9 

*(4) 

79(33) 

32(14) 

94(40) 

1 (0  4) 

9<4) 

Thoracic 

156 

65(43) 

21 

^ ' (13) 

49(31) 

21(13) 

35(22) 

20> 

2(i) 

Ab- 

dominal 

118 

57 

J'(48) 

2 

(2) 

33(28) 

28(22) 

39(25) 

0 

0 

Gyne- 

cologic 

246 

79 

a(32) 

35(14) 

192(42) 

39(12) 

2 3 7(96) 

1(0  4) 

39(16) 

Other 

15 

6(40) 

1 (7) 

°(20) 

5(33) 

4 

(27) 

0 

2 

(13) 

Totals 

1127 

370 

112 

494 

151 

580 

63 

15 

% of 

Total 

100% 

33% 

10% 

44% 

13% 

52% 

1.3% 

5.6% 

( ) = percent  of  total  in  each  site 


slides  are  gently  pulled  in  opposite  direc- 
tions to  spread  the  material.  One  slide  is 
rapidly  fixed  in  95%  ethanol  for  a 
Papanicolaou  stain,  and  the  other  is  air- 
dried  (Diff-Quik®  stain).  This  procedure 
is  usually  repeated  3-5  times  with  addi- 
tional needles,  to  get  a representative  col- 
lection of  biopsy  specimens  from  the  le- 
sion. If  indicated,  biopsy  material  for 
special  stains,  electron  microscopy,  and 
other  procedures  is  also  obtained.  When 
aspirates  are  guided  radiologically,  air- 
dried  slides  are  reviewed  immediately  for 
their  quality,  and  the  number  of  samples 
taken  is  determined  on  this  basis.  It 
should  be  noted  that  needle  track  seeding 
of  malignancies  has  not  been  seen  with 
this  technique,  in  spite  of  routinely  ob- 
taining multiple  biopsy  specimens. 

We  use  a standard  reporting  termin- 
ology which  provides  our  estimate  of  the 
confidence  level  of  the  diagnosis  as  com- 
pared to  an  adequate  surgical  biopsy. 
When  the  diagnosis  is  said  to  be  definite, 
the  diagnosis  is  equal  to  an  adequate 
surgical  biopsy,  with  less  than  a 1% 
sampling/interpretive  error.  If  a cellular 
pattern  is  described  as  “consistent  with’’ 
a certain  diagnosis,  then  it  is  slightly  less 
reliable  than  an  adequate  surgical  biopsy 
(4%  or  less  sampling/interpretive  error). 
Occasionally,  a cellular  pattern  is  only 
“suggestive  of”  a certain  diagnosis  which 
indicates  lower  reliability  (10-30%  sampl- 
ing/interpretive error).  However,  even  the 
latter  category  of  diagnosis  usually  pro- 
vides information  which  helps  with  the 
selection  of  further  tests  and  therapy. 

As  previously  noted,  an  ABC  specimen 
consists  of  a mixture  of  isolated  cells  or 
small  cell  groups  and  small  tissue 
fragments.  It  is  the  author’s  view  that  a 
cytopathologist  has  the  optimal 
background  for  working  with  ABC,  in 
view  of  training  in  both  exfoliative 
cytology  and  surgical  pathology  techni- 
ques and  interpretation.  This 
background,  plus  an  eye  for  three  dimen- 
sional structure  and  the  opportunity  to 
learn  by  correlating  ABC  results  with 
surgical  specimens  and  clinical  follow-up, 
eventually  allows  reliable  diagnosis  with 
this  technique. 

Our  techniques  have  inevitably  evolved 


Diagnoses  are  listed  POSITIVE  if  the 
ABC  diagnosis  was  definitely  malignant 
(DX  = diagnostic)  or  had  features  con- 
sistent with  malignancy  (NON-DX  = 
non-diagnostic).  NEGATIVE  ABC 


over  the  past  four  years  as  we  have  gained 
increasing  experience  with  ABC.  Our  ap- 
proach has  changed  most  in  the  areas  of 
procurement  and  processing;  the  eventual 
interpretation  heavily  depends  upon  prop- 
erly prepared  specimens.  Tables  1 and  2 
compare  our  1983  experience,  after  pro- 
curement and  processing  methods  have 
stabilized,  and  our  prior  experiences  dur- 
ing the  1978-82  period.  Overall  accuracy 
has  increased  and  the  incidence  of  false- 
positives  and  false-negatives  has 
decreased. 

The  following  sections  discuss  the 
technique’s  results,  utility  and  limitations 
for  several  body  sites  of  particular 
interest. 


diagnoses  include  non-malignant  cases 
with  adequate  cellularity  (BENIGN)  and 
cases  with  inadequate  cellularity  (INADEQ. 
= inadequate).  CLINICAL  or  HIST- 
OLOGY CORRELATION  lists  the 


Thyroid 

The  great  majority  of  thyroid  nodules 
are  benign  adenomas,  cysts  or  nodular 
portions  of  a colloid  goiter,  but  some  are 
thyroid  carcinomas.  Most  thyroid  car- 
cinomas are  treated  by  surgical  removal. 
It  is  preferable  to  triage  thyroid  nodules 
so  that  malignancies  can  be  detected  for 
surgical  excision,  but  individuals  with 
benign  nodules  should  be  spared  the 
necessity  of  surgery  whenever  possible. 
Thyroid  scans  can  only  definitely  exclude 
carcinoma  in  the  5%  of  cases  where  hot 
nodules  are  found.  Ultrasound  can  iden- 
tify whether  a nodule  is  solid  or  cystic; 
a pure  cyst  is  most  frequently  benign,  but 
up  to  30%  of  carcinomas  are  known  to 
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TABLE  2 

Aspiration  Biopsies  1983 
Indiana  University  Medical  Center  Hospitals 

CLINICAL 

POSITIVE  NEGATIVE  or 

HISTOLOGY  FALSE  FALSE 


SITE 

CASES 

DX 

N0N-DX 

BENIGN 

INADEQ 

C0RREL. 

POSITIVE 

NEG. 

Thyroid 

84 

7(8) 

14d6) 

61  (74) 

2(2) 

8(10) 

0 

0 

Breast 

316 

52 

°^(17) 

2V> 

2 39(75) 

4(1) 

1 02(32) 

3d) 

30) 

Other 

Palpable 

344 

147(43) 

18(5) 

144(42) 

25 

OU(10) 

1 1 3(33) 

0 

3d) 

Thoracic 

85 

43(51) 

5 

°(6) 

32(37) 

5 

°(6) 

20(24) 

V) 

S) 

Ab- 

dominal 

94 

55 

JO(59) 

4(4) 

30(32) 

5 

°(5) 

24 

^(26) 

0 

2 

(2) 

Gyne- 

cologic 

84 

39(36) 

6(7) 

21 

° '(37) 

1 7(20) 

24 

^(29) 

0 

3(4) 

Other 

8 

6(74) 

0 

1 (13) 

1 (13) 

°(38) 

0 

0 

Totals 

1015 

340 

68 

538 

69 

294 

4 

15 

% of 

Total 

100% 

34% 

7% 

53% 

7% 

29% 

0.4% 

1.5% 

( ) = percent  of  total  in  each  site 


number  of  cases  in  which  correlative  in- 
formation was  available  from  a surgical 
biopsy  (or  in  the  case  of  gynecologic  or 
breast  lesions,  clinical  follow-up  for  at 
least  6 months),  and  the  diagnoses  agreed 


with  ABC.  FALSE-POSITIVE  and 
FALSE-NEGATIVE  numbers  refer  to 
those  cases  in  which  similar  correlative 
information  was  available,  but  the 
diagnoses  differed  from  ABC. 


have  large  areas  of  cystic  degeneration, 
and  this  can  result  in  some  uncertainty. 
Serum  hormone  studies  are  rarely  helpful 
in  separating  benign  from  malignant 
lesions. 

Thyroid  ABC  presents  some  specific 
technical  problems.  Since  the  majority  of 
thyroid  nodules  are  benign  and  most 
benign  tissues  do  not  release  many  cells 
on  aspiration,  samples  are  frequently 
scanty.  The  thyroid  gland  is  very  vascular 
and  aspiration  frequently  causes  blood 
dilution  of  the  specimen,  which  may 
result  in  loss  of  the  few  cells  collected. 
Initially,  we  and  other  groups  experienced 
a 15-20%  inadequate  sample  rate.  We 
have  modified  our  technique  to  employ 


multiple  sampling  with  smaller  needles 
and  reduced  aspiration  pressures,  and  we 
now  obtain  adequate  specimens  in  over 
95%  of  cases.  This  eliminates  the  need 
for  the  more  complicated  and  traumatic 
cutting  needle  biopsy. 

Aspiration  biopsy  results  in  a definitive 
diagnosis  for  most  thyroid  nodules,  and 
in  the  remainder  it  provides  information 
which  is  helpful  in  planning  additional 
tests  and  treatment  (surgery,  scan,  blood 
tests,  etc.).  At  the  Henry  Ford 
Hospital,2,3  needle  biopsy  is  used  as  the 
primary  triage  technique  for  thyroid 
nodules.  Prior  to  the  time  that  needle 
biopsy  was  used,  only  about  5-10%  of 
thyroid  nodules  removed  surgically  were 


carcinoma,  and  with  pre-surgical  biopsy 
the  percentage  of  carcinomas  in  operated 
patients  has  risen  to  over  50%.  Approx- 
imately 70-80%  of  patients  with  thyroid 
nodules  are  spared  surgery  by  this 
technique. 

It  is  still  necessary  to  operate  on  some 
benign  lesions  with  a “follicular 
adenoma”  pattern,  because  in  some  cases 
these  lesions  cannot  be  adequately 
distinguished  from  well  differentiated 
follicular  carcinoma.  Other  forms  of 
needle  biopsy  are  similarly  unable  to 
distinguish  these  two  lesions,  and  surgical 
excision  with  examination  of  the  tumor 
capsule  is  necessary  to  clarify  the  issue 
in  these  cases.  It  should  also  be  noted  that 
ABC  can  be  used  for  diagnosis  in  cases 
of  thyroiditis  and  diffuse  hyperplasia 
(Graves’  disease)  when  this  seems 
medically  appropriate. 

It  seems  clear  that  in  experienced  hands 
the  reliable  results  obtained  by  ABC  make 
it  the  method  of  choice  for  the  initial  in- 
vestigation of  thyroid  masses.  The  overall 
cost  savings  of  analyzing  patients  by 
initial  ABC,  instead  of  starting  with  a 
scan  plus  ultrasound,  is  about  60%. 7 
Complications,  consisting  of  minor 
hematomas,  occur  in  fewer  than  5%  of 
cases. 

Breast 

As  in  the  case  of  thyroid  nodules,  a 
breast  mass  is  frequently  benign,  but  car- 
cinoma must  be  excluded.  In  mam- 
mography, 20%  of  benign  lesions  appear 
“suspicious.”  Despite  advances  in  mam- 
mography and  breast  ultrasound,  a tissue 
diagnosis  is  required  before  treatment  in 
all  malignant  appearing  lesions.  ABC 
offers  the  ability  to  specifically  define 
most  masses.  A false-negative  rate  from 
7-25%  has  been  reported. 2'4,8’9 

The  variables  affecting  the  quality  of 
an  ABC  specimen  in  the  breast  include 
the  normal  fat,  the  desmoplastic 
response,  and  the  accuracy  of  needle 
placement.  Because  fat  is  easily  aspirated, 
it  often  dilutes  breast  samples.  Fat 
decreases  cellular  adhesion  to  slides 
because  it  is  soluble  in  the  alcohol  found 
in  most  stain  preparations  and  fixatives. 
The  desmoplasia  (fibrosis)  common  to 
“scirrhous”  breast  cancer  inhibits  release 
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of  the  cancer  cells.  To  overcome  these 
problems  we  aspirate  with  a 22  gauge 
needle  and  smear  on  totally  frosted  slides. 
No  air-dried  smears  are  routinely  made. 
A large  breast  may  prevent  adequate  mass 
palpation;  a radiologically  guided  ap- 
proach is  highly  recommended  in  this 
case.  A trained  aspirator  who  can  per- 
form or  analyze  mammography  and 
ultrasound  examinations  will  more  ac- 
curately place  the  needle  in  smaller  lesions. 
Lesions  over  3 cm  are  generally  accurately 
guided  by  palpation  alone. 

Breast  ABC  analysis  presents  several 
problems.  Most  benign  processes,  in- 
cluding fibroadenoma,  mastitis,  lactating 
adenoma,  and  fibrocystic  disease,  have 
characteristic  patterns.  Frequently, 
however,  fibrocystic  disease  is  scantly 
cellular  because  of  fibrosis.  Malignant 
processes  are  easily  diagnosed  except  in 
“scirrhous  carcinoma,”  lobular  car- 
cinoma, and  “bland”  adenocarcinoma  in 
the  elderly  patient.  In  “scirrhous  car- 
cinoma,” reduced  cellular  yield  may 
result  in  a “negative”  or  “suspicious  but 
not  diagnostic”  result.  Lobular  car- 
cinoma forms  5-10%  of  breast  cancer  and 
is  difficult  to  diagnose  because  of  its  small 
cellular  size  and  isolated  cell  pattern. 
About  25%  of  women  over  65  years  of 
age  with  ductal  carcinoma  will  have  cells 
minimally  altered  from  normal.  In  this 
case  a very  cellular  sample  alerts  the 
analyzer  to  the  true  nature  of  the  lesion. 

If  a breast  ABC  is  negative  and  ade- 
quately cellular  in  a lesion  with  slightly 
atypical  radiologic  changes,  appropriate 
follow-up  would  include  mammography 
with  repeat  sampling  should  the  lesion 
change.  However,  any  negative  ABC 
result  in  a radiologically  highly  suspicious 
lesion  necessitates  repeat  ABC  or  surgical 
biopsy.  The  reduction  of  false-negative 
cases  at  our  institution  in  our  latest  figures 
is  primarily  the  result  of  experienced  pro- 
curement and  processing.  We  have  had 
excellent  success  evaluating  material  col- 
lected by  a radiologist  specializing  in 
breast  examination. 

There  is  much  concern  about  the  early 
detection  of  breast  cancer.  In  addition, 
there  is  a need  to  decrease  unnecessary 
surgical  excision  of  benign  breast  disease. 


When  ABC  is  used,  specificity  and  sen- 
sitivity are  increased  at  almost  no  risk 
(minor  hematoma  5%).  The  patient  who 
is  accurately  informed  prior  to 
hospitalization  is  likely  to  obtain  timely 
treatment  with  the  freedom  to  investigate 
options. 

Lymph  Nodes  and  Other  Palpable  Masses 

Palpable  subcutaneous  masses  are  fre- 
quently found  in  the  head  and  neck  and 
occasionally  in  the  trunk  and  extremities. 
Enlarged  lymph  nodes  are  most  often  the 
cause.  Since  a lymph  node  must  enlarge 
many  times  to  become  palpable,  the 
majority  of  the  node  is  composed  of  the 
tissue  representative  of  the  pathology. 
This  makes  several  aspiration  samples 
very  reliable  in  diagnostic  evaluation.8  A 
blood-diluted  sample  is  undesirable  and 
can  be  avoided  by  gentle  collection  with 
25  gauge  needles.  Smears  must  b$  made 
very  gently  because  of  the  fragility  of  lym- 
phoid cells.  Air-dried  smears  are  very 
helpful. 

With  experience,  lymphoma  is  usually 
separated  from  reactive  hyperplasia,  but 
a few  cases  are  equivocal  (less  than  5%). 
However,  surgical  biopsy  is  needed  in  the 
initial  diagnosis  of  lymphoma  to  define 
“nodular”  versus  “diffuse”  growth. 
Frequently,  ABC  is  helpful  in  cell  typing 
(i.e.,  “large  cell”  vs.  “small  cell,” 
“cleaved”  vs.  “non-cleaved”).  Hodgkins 
disease  is  easy  to  diagnose  because  of  the 
extremely  large  size  of  Reed-Sternberg 
cells;  however,  its  sub-typing  also  requires 
surgical  biopsy.  ABC  can  be  used  alone 
in  staging  or  documenting  recurrence  in 
all  lymphomas.  Metastatic  carcinoma  is 
as  easily  diagnosed  as  in  surgical  biopsy. 
If  the  primary  is  not  clinically  apparent, 
special  stains  and  electron  microscopy  can 
be  performed. 

Its  specificity  and  sensitivity  make  ABC 
extremely  valuable  in  the  staging  of  vir- 
tually all  malignancies  involving  lymph 
nodes.  The  low  and  high-risk  patients’  ac- 
ceptance allow  a physician  to  reliably 
define  the  cause  for  an  “enlarged  node” 
without  the  need  for  a “wait  and  see  ap- 
proach.” This  is  particularly  useful  in  the 
pediatric  age  group  because  of  frequent 
reactive  adenopathy. 

A subcutaneous  of  dermal  mass  which 


is  not  a lymph  node  can  often  be  suc- 
cessfully diagnosed.  However,  very  small 
cutaneous  or  dermal  lesions  are  usually 
best  excised  because  the  diagnostic  biopsy 
is  usually  therapeutic  and  costs  are 
similar.  Large  epidermal  cysts  (so-called 
“sebaceous  cysts”)  and  lipomas  are  fre- 
quently diagnosed  benign  lesions.  Basal 
cell  carcinoma,  squamous  carcinoma,  and 
melanoma  are  easily  diagnosed.  Fibrous 
lesions  (reactive  fibrosis  or  fibrous 
neoplasm)  may  be  difficult  to  diagnose 
due  to  scant  cellularity. 

Salivary  gland  masses  are  relatively 
easy  to  sample  except  in  occasional 
fibrous  benign  mixed  tumors  (pleomor- 
phic adenoma).  Sampling  is  often  more 
painful  than  in  other  sites,  probably 
because  of  the  proximity  of  the  5th  cranial 
nerve.  Malignancy  is  not  difficult  to  iden- 
tify, but  subclassification  is  frequently 
challenging.  Fortunately,  the  surgical  ap- 
proach is  not  determined  as  much  by  the 
diagnosis  as  by  clinical  evidence  of  facial 
nerve  involvement.  However,  ABC  allows 
patient  preparation,  staging,  and  elective 
surgical  scheduling  for  benign  lesions. 

Overall,  ABC  of  the  palpable  masses 
discussed  above  is  easily  performed  on  an 
out-patient  basis  and  without  complica- 
tion. The  elimination  of  low  yield  non- 
specific tests  aids  in  cost  containment. 
Referral  to  a specialist  is  made  after  a 
specific  diagnosis  is  rendered,  reducing 
delay  and  consultation  costs.  In  a low- 
risk  patient  the  cost:  benefit  ratio  of  ABC 
is  much  more  acceptable  than  surgical 
biopsy,  which  eliminates  the  need  for  a 
“wait  and  see  approach.”  If  optimally 
utilized,  ABC  allows  high  detection  at  low 
cost  with  virtually  no  complication  or 
suffering  for  the  patient. 

Deep  Thoracic  and  Abdominal  Masses 

Since  most  of  these  lesions  are  non- 
palpable,  they  are  usually  sampled  with 
radiologic  guidance.  Rapid  specimen 
analysis  is  used  during  the  procurement 
to  assure  specimen  adequacy  and  the  in- 
clusion of  special  studies.  This  virtually 
eliminates  repeat  procedures,  increases 
definitive  non-malignant  diagnoses,  and 
increases  the  efficiency  of  both  the 
radiologist  and  cytopathologist. 

Radiologically  guided  ABC  in  the 
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thorax  is  the  only  site  where  complica- 
tions of  the  procedure  are  significant. 
Pneumothorax  will  occur  in  about  20% 
of  patients,  and  about  5%  require  chest 
tube  placement.  By  utilizing  a Greene 
needle  (outer  guiding  needle  1 9g- 1 0 cm; 
inner  sampling  needle  23g- 1 5 cm)  and 
sterilized  slides,  multiple  samples  can  be 
taken  using  only  one  puncture  of  the 
pleura.  We  can  often  sample  10  to  15 
times  without  difficulty  within  30 
minutes.  With  experience,  a non- 
malignant  peripheral  lung  nodule  can  be 
diagnosed  with  confidence  in  a majority 
of  cases,  precluding  resection  for  fear  of 
a false-negative  result.  Malignant  lesions 
are  definitively  diagnosed  97%  of  the  time 
with  specific  cell  typing  in  95%.  Because 
of  the  high  yield,  low  cost,  and  low  com- 
plication rate,  ABC  will  likely  be  used  in 
place  of  bronchoscopy  and  mediastinos- 
copy in  many  patients.  Outpatient  lung 
aspiration  is  a safe  procedure  if  proper 
post-procedure  monitoring  is  provided. 

Deep  abdominal  ABC  is  surprisingly 
safe;  no  significant  complications  are 
reported  in  transabdominal  samplings 
with  a 22  gauge  needle  in  several  large 
series. 7,8'9,l°  We  have  had  the  same  ex- 
perience. These  small  flexible  needles  are 
virtually  self-sealing  as  they  pass  through 
bowel.  Even  the  aorta  or  vena  cava  are 
not  significantly  damaged  if  accidentally 
penetrated.  Computerized  tomography 
allows  guidance  in  most  instances,  with 
ultrasound  being  used  in  the  pancreas, 
liver  and  kidney  on  occasion.  Rapid 
smear  analysis  guides  sampling  attempts 
and  specimen  triage.  This  approach 
allows  several  needle  re-positionings, 
usually  resulting  in  a definitive  diagnosis. 

Primary  or  metastatic  malignancies  in 
the  liver,  gastrointestinal  tract,  pancreas, 
kidney,  prostate,  female  genital  tract, 
retroperitoneal  lymph  nodes,  and 
adrenals  are  diagnosed  in  over  90%  of 
cases.  Therefore,  exploratory  laparotomy 
for  diagnosis  or  staging  is  avoidable. 

Other  Sites 

A variety  of  other  sites  "an  be  sampled. 
We  have  sampled  transvaginally  and 
transrectally  for  both  uterine,  pelvic  wall 
and  prostatic  lesions.  A special  Franzen10 
needle  guide  is  utilized.  Deep  soft  tissue 


and  bone  are  sampled  by  palpation  or 
fluoroscopy.  In  Sweden,  intracranial 
ABC  via  burr  hole  and  stereotactic 
guidance  is  the  method  of  diagnosis  in 
over  95%  of  brain  tumors.  In  all  these 
sites,  complications  are  almost  non- 
existent in  experienced  hands. 

Most  of  our  female  genital  tract 
samples  are  procured  by  experienced 
gynecologists.  Often  only  one  or  two 
samplings  are  obtained.  The  use  of  the 
long  needle  guide  in  the  transvaginal  or 
transrectal  approach  is  expedient. 
However,  this  method  makes  sampling 
more  difficult,  explaining  the  higher  in- 
adequacy rate  in  these  cases.  If  clinically 
suspicious,  a negative  initial  ABC  result 
prompts  a repeat  ABC  by  radiologic 
guidance. 

Conclusion 

The  most  definitive  and  reliable 
method  of  diagnosis  in  medicine  is  tissue 
biopsy.  ABC  has  been  proven  to  be  a safe 
tissue  biopsy  method  with  sufficient 
reliability  to  be  used  as  the  initial  test  in 
most  mass  lesions.  However,  optimal 
reliability  is  highly  dependent  on  procure- 
ment and  preparation  quality.  If  an  ex- 
perienced cytopathologist  is  available,  the 
ABC  consultation  is  an  alternative  to 
surgical  biopsy  and  can  be  rapidly  com- 
pleted, often  on  an  outpatient  basis. 
When  definitive  information  about  a 
mass  lesion  is  obtained  initially,  needless 
tests  and  hospitalization  are  eliminated. 
This  information  has  a psychological  ad- 
vantage by  relieving  the  patient’s  anxiety 
in  benign  processes  and  allowing  prompt 
intelligent  pursuit  of  treatment  options  in 
malignancy.  Staging  of  malignancy  is 
simplified  and  safe  with  ABC.  When 
recurrence  of  malignancy  is  documented 
by  ABC,  the  lack  of  a healing  phase 
allows  immediate  chemotherapy  or  radia- 
tion therapy. 

Recent  needs  for  cost  control  in 
medicine  make  ABC  highly  attractive. 
The  total  cost  per  biopsy  is  only  20-30% 
of  that  for  surgical  biopsy,  and  ABC  has 
virtually  no  anesthetic  risk  or  surgical 
trauma.  Patient  acceptance  is  very  high, 
even  when  surgical  biopsy  has  been 
refused. 

In  the  near  future,  as  trained  person- 


nel become  available,  outpatient  ABC 
consultative  clinics  will  be  feasible.  A 
primary  care  physician  would  be  able  to 
routinely  refer  patients  with  mass  lesions 
for  ABC  diagnosis  as  the  initial  test.  In 
about  90%  of  cases  the  ABC  diagnosis 
would  allow  the  patient’s  treatment,  stag- 
ing, or  follow-up  with  little  or  no 
hospitalization.  In  the  remaining  10%  of 
cases,  the  ABC  diagnosis  would  effi- 
ciently guide  the  diagnostic  workup  which 
could  include  repeat  ABC,  surgical 
biopsy,  or  other  tests.  Since  hospitaliza- 
tion is  the  major  cost  in  patients  with 
mass  lesions,  a significant  cost  reduction 
would  be  realized.  With  this  scenerio  in 
mind,  it  seems  that  ABC  is  destined  to 
become  the  “Biopsy  Technique  of  the 
Eighties.” 
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Morbid  obesity  is  a common 
malady  affecting  approximately 
6%  of  the  adult  population  of 
the  United  States.  A person  is  considered 
to  be  morbidly  obese  if  he  satisfies  any 
of  the  following  criteria:  1)  he  is  at  least 
50%  over  his  ideal  body  weight,  2)  he  is 
double  his  body  weight,  or  3)  100  pounds 
over  his  ideal  weight.  There  are  various 
“body  weight  charts,”  but  a rule  of 
thumb  for  ideal  weight  for  a female  of 
5 feet  is  100  pounds.  One  should  add  five 
pounds  for  each  inch  added  to  her  height. 
Ideal  weight  for  men  is  10  to  15  pounds 
greater  than  for  women  of  equal  height. 

According  to  Martin  E.  Felder,  M.D., 
the  classical  indications  for  obesity 
surgery  should  be  re-defined.  He 
presented  a series  of  patients  who  were 
operated  upon  in  spite  of  the  fact  they 
did  not  fall  within  the  usually  recom- 
mended indications.  He  emphasized  those 
who  were  less  than  100  pounds  above 
their  weight.  Included  among  his  patients 
were  those  who  had  marked  pulmonary 
problems,  severe  cardiac  disorders,  in- 
tractable diabetes  mellitus,  and  a variety 
of  orthopedic  problems.  His  results 
disclosed  a satisfactory  weight  loss  with 
marked  improvement  of  the  concomitant 
medical  disorders.  His  postoperative  mor- 
bidity was  essentially  unchanged  from 
that  same  in  heavier  patients.1 

Morbid  conditions,  common  in  ex- 
tremely obese  people,  increase  with  the 
length  of  time  the  obesity  has  been  pre- 
sent. It  is  estimated  that  people  have  one 
chance  in  seven  of  living  a normal  life 
span  if  the  obesity  persists  to  this  degree. 
Among  the  common  morbid  conditions 
are  Type  II  diabetes,  hypertension,  cor- 
onary artery  disease  and  arteriosclerosis, 
pulmonary  insufficiency,  osteoarthritis  of 
the  knees,  ankles,  hips,  spine,  and  a poor 
personal  image.  Most  of  the  symptoms 
related  to  the  above  pathology  will  be 
lessened  with  dramatic  weight  loss.  It  is 
very  common  for  Type  II  diabetics  to  be 


able  to  discontinue  use  of  insulin  when 
their  weight  falls,  either  due  to  dieting  or 
following  successful  bariatric  surgery. 
Symptoms  of  osteoarthritis  are  marked- 
ly diminished  with  a loss  of  40%  of  the 
excess  weight.  Shortness  of  breath  disap- 
pears with  less  weight  loss.  Amelioration 
of  hypertension  is  less  predictable. 

Although  there  is  much  wishful  think- 
ing regarding  the  advantages  of  dietary 
therapy  in  obesity  of  this  magnitude, 
dietary  therapy  is  probably  less  than  1% 
effective.  Even  though  the  symptoms  are 
due  to  overeating,  such  patients  have  poor 
compliance  with  dieting  and  following  ap- 
propriate instructions;  when  they  are 
criticized  for  failure,  nothing  of  a positive 
nature  is  accomplished.  If  they  are  “out 
of  sight,”  they  are  “out  of  mind.”  Non- 
operative therapy  for  morbid  obesity, 
thus,  is  virtually  worthless. 

Morbidly  obese  patients  who  seek 
significant  weight  reduction  have,  unfor- 
tunately, but  one  recourse — surgery. 
Other  common  modalities  including 
dietary  therapy,  anorectic  medications, 
group  therapy  (Weight  Watchers,  TOPS, 
Slim  and  Trim,  Overeaters  Anonymous), 
and  other  imaginative  methods  including 
the  application  of  staples  to  the  ear, 
acupuncture,  and  jaw  wiring  have  been 
tried  without  appreciable  success.  Most 
of  the  patients  seeking  operative  therapy 
have  tried  a selection  of  the  above  and 
are  monuments  to  the  futility  of  these 
efforts. 

Psychological  Makeup  of  Morbidly 
Obese  Patients 

Adequate  studies  show  that  such  pa- 
tients are  not  suffering  from  major 
psychological  problems.  Dr.  Lantz,2  and 
others,  have  written  on  this,  and  the  only 
common  finding  in  such  patients  was  an 
“alcoholic  personality.”  They,  personal- 
ly, tested  over  400  of  our  morbidly  obese 
patients  and  compared  this  group  to  a 
similar  group  from  the  Indiana  Univer- 
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FIGURE  1A:  Jejunoileal  byp  ass, 
end-to-side. 


sity  Medical  Center.  There  were  no  com- 
mon psychological  differences  between 
the  patients  in  our  private  practice  who 
have  been  subjected  to  surgery  and  those 
who  had  been  subjected  to  surgery  at  the 
Medical  Center.  Attempts  at  psycho- 
therapy with  such  patients  had  not  met 
with  any  appreciable  success. 

Other  studies  on  the  etiology  of  obes- 
ity have  elucidated  the  difference  in  fat 
cell  size,  the  number  of  fat  cells,  and  other 
metabolic  considerations,  but  the  bottom 
line  indicates  an  intake  of  calories  greater 
than  the  usage  of  calories  with  subsequent 
fat  storage.  This  has  led  surgeons  to 
devise  operations  to  limit  the  intake  of 
calories. 

Surgical  attempts  for  the  control  of 
obesity  may  be  classified  as: 

1.  Attempts  to  prevent  the  absorp- 
tion of  food 

2.  Attempts  to  prevent  the  intake  of 
food 

3.  Combinations  of  No.  1 and  No.  2 

Jejunoileal  bypass  (Fig.  1)  was  the  first 

procedure  to  gain  any  popularity.  This 
operation  proved  to  be  successful  in 
reducing  the  excess  weight  but  was 
followed,  after  a variable  period  of  time, 
with  symptoms  and  findings  which  neces- 
sitated the  reversal  of  the  operation  in  ap- 
proximately 50%  of  the  patients.  Among 
the  unfortunate  sequelae  were  an  arthri- 


FIGURE  IB:  Jejunoileal  bypass, 
end-to-end. 


tic-like  syndrome,  intractable  diarrhea, 
gas  bloat  syndrome,  hemorrhoids  and 
anal  fissures,  an  occasional  intussuscep- 
tion of  the  bypassed  intestine,  develop- 
ment of  anemia,  weakness,  cirrhosis  of 
the  liver  from  protein  malnutrition, 
development  of  renal  calculi  and  biliary 
calculi,  and  evidence  of  a decrease  in  the 
immune  reaction. 

Between  1968  and  1978,  we  carried  out 
285  such  operations  with  only  one 
hospital  mortality.  We  used  the  12-6  inch, 
end-to-side  jejunoileo  bypass  in  continu- 
ity. When  it  was  mandatory,  we  were  able 


to  reverse  these  operations  safely.  Intra- 
venous hyperalimentation  in  severely 
depleted  patients  was  necessary  prior  to 
surgery.  If  the  operation  was  reversed, 
however,  and  another  operation  was  not 
carried  out  concomitantly  to  prevent 
weight  gain,  these  individuals  invariably 
regained  and  often  exceeded  their  initial 
weight.  A number  of  surgeons  still  use 
the  operation  including  Payne,3  and 
variations  of  the  operation  are  carried  out 
by  Scopianaro4  and  Holian.5  In  general, 
the  operation  has  been  replaced  by  gastric 
operations. 

In  1966,  gastric  bypass  (Fig.  2)  was  pro- 
posed for  the  control  of  extreme  obesity.6 
It  was  frequently  noted  that  a high-gastric 
resection,  commonly  employed  in  the 
treatment  of  duodenal  ulcers  or  car- 
cinoma of  the  stomach,  was  frequently 
followed  by  permanent  weight  loss.  This 
was  considered  an  adverse  effect;  but 
when  a high-gastric  resection  was  applied 
to  a very  obese  patient,  this  proved  to  be 
a beneficial  effect.  Thus,  the  idea  of  a 
high-gastric  resection  was  modified,  and 
gastric  bypass  was  devised. 

Gastric  bypass  was  followed  with  fewer 
untowards  sequelae  than  the  jejunoileo 
bypass,  but  the  initial  operative  risk  was 
greater,  and  a number  of  the  people 
regained  a significant  portion  of  their 
weight  because  the  residual  pouch  dilated 
as  did  the  stoma  of  the  gastrojejuno- 
stomy. Further  studies  on  gastric  bypass 


FIGURE  2B:  Gastric  bypass,  rou-en  Y. 
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pointed  to  occasional  vitamin  deficien- 
cies, iron  deficiencies,  and  a failure  rate 
which  was  troublesome.7  This  operation 
is  still  a very  popular  operation  and  shares 
the  stage  of  bariatric  surgery  with  gastro- 
plasty. In  a survey  in  1983  carried  out  at 
the  Bariatric  Surgery  Colloquium,  112 
surgeons  were  using  gastroplasty  in  some 
form  while  37  surgeons  attending  this 
meeting  were  using  a gastric  bypass.8 

The  search  for  safer,  more  effective 
measures  continued,  and  gastroplasty  as 
a means  of  weight  control  in  the  morbid- 
ly obese  patient  was  instituted.  Essential- 
ly, gastroplasty  limits  the  intake  of  food 
by  the  creation  of  a small  gastric  pouch, 
and  the  emptying  of  the  small  pouch  is 
delayed  by  limiting  the  size  of  the  efferent 
stoma.  Operative  mortality  and  morbidity 
is  less,  and  vitamin  and  mineral  deficien- 
cies seem  inconsequential. 

Other  attempts  to  limit  the  intake  of 
food  include  the  gastric  wrap  of  Dr. 
Wilkinson.9  The  stomach  volume  is 
decreased  by  an  envelope  of  non- 
absorbable Prolene  mesh  (Fig.  3). 

In  1978,  Pace,  Carey,  and  Martin  at 
Ohio  State  University  popularized  trans- 
verse gastroplasty  with  midline  staple 
stomas  (Fig.  4a). 10 

Others  used  stomata  on  the  greater  cur- 
vature (Gomez,  et  al.,"  Fig.  4b).  Trans- 
verse stapling  with  midline  stomas  or 
stomas  on  the  greater  curvature  have  been 
largely  relegated  to  history  because  of  fre- 
quent vomiting  due  to  stenosis  or  dilata- 
tion of  the  small  fundal  pouch,  and 
dilatation  of  the  stoma  with  loss  of  effec- 
tiveness of  the  operation.  It  became 
apparent  to  all  workers  in  the  field  that 
non-absorbable  material  was  necessary  to 


FIGURE  4A:  Gastroplasty  (Pace). 


reinforce  the  efferent  stoma  to  prevent 
dilatation.  These  attempts  were  plagued 
with  intrusion  of  the  material  into  the 
gastric  lumen.  Such  intrusions  frequent- 
ly necessitated  the  removal  of  the  material 
via  endoscopic  methods  or  open  surgical 
methods. 

Our  success  rate  with  transverse  gas- 
troplasty never  exceeded  40%  despite  the 
use  of  extra  rows  of  staples  and  extra  rein- 
forcement. Our  results  are  similar  to  other 
published  series.  The  40%  success  is  40 
times  better  than  medical  therapy,  but  the 
60%  that  are  failures  are  a great  disap- 
pointment to  those  patients  who  have  had 
surgery  which  has  been  non-effective. 

On  occasion,  surgeons  unfamiliar  with 
this  type  of  surgery  with  the  use  of  non- 
absorptive  materials  to  reinforce  the 
stoma,  would  solve  the  problem  of  mesh 
intrusion  by  removing  the  distal  portion 
of  the  stomach.  The  subsequent  gastro- 
jejunostomy was  attended  with  a decent 
chance  of  maintaining  ideal  weight,  and 
the  results  were  parallel  to  those  of  gastric 
bypass.  Other  complications  of  the 


FIGURE  4B:  Gastroplasty  (Gomez). 


transverse  gastroplasty  were  the  occa- 
sional development  of  gastric  ulceration 
and  vomiting  due  to  stomal  obstruction. 
If  the  vagi  were  injured  during  the  course 
of  the  gastroplasty,  delayed  emptying  of 
the  distal  pouch  was  a troublesome 
problem. 

Vertical  banded  gastroplasty  was  first 
introduced  by  Tretbar.'2  A vertical  pouch 
along  the  lesser  curvature  would  empty 
better  and  dilate  less  because  of  the  tough 
vagus  nerve  fibers  surrounding  the  pouch 
and  the  thickness  of  the  stomach  along 
the  lesser  curvature.  To  prevent  dilata- 
tion of  the  efferent  stoma,  various  pro- 
stheses  were  used  to  surround  the  outlet 
of  the  vertical  pouch.  The  most  successful 
ones  include  the  use  of  Silastic  tubing  held 
in  place  along  the  distal  stoma  with  a 
suture  of  Prolene  through  the  Silastic 
tubing,15  and  the  method  of  Dr.  Mason14 
who  uses  a Marlex  collar  about  the  stoma. 
To  prevent  the  intrusion  of  the  foreign 
material  of  the  stoma,  a button  hole  was 
made,  and  the  collar  was  not  attached  to 
the  stomach  wall  but  merely  surrounded 
the  outlet  of  the  pouch.  The  reported  in- 
cidence of  intrusion  of  tubing  or  plastic 
material  into  the  lumen  of  the  stomach 
is  very  low,  probably  because  such  ap- 
pliances are  not  attached  to  the  stomach 
by  suture  but  merely  surround  the  stoma. 

The  vertical  banded  gastroplasty  of 
Mason  was  first  instituted  in  1980  and  has 
gained  a greater  and  greater  acceptance 
and  now  is  more  popular  than  gastric 
bypass  (Fig.  5);  90%  of  surgeons  perfor- 
ming gastroplasty  are  using  a vertical 
pouch.  The  mortality  is  less  than  1%,  the 
efficacy  is  over  80%  at  one  year,  and  the 
re-operative  rate  at  one  year  is  less  than 
5%. 

Since  employing  this  operation  for  the 
past  two  and  one-half  years,  we  have  had 
almost  no  trouble  with  early  obstruction 
and  early  or  late  failure  of  the  procedure. 
We  are  enthusiastic  about  this.  We  do  not 
know  what  the  long-term  incidence  of 
mesh  intrusion  will  be,  but  generally,  if 
one  has  problems  with  a gastroplasty 
operation,  these  problems  tend  to 
manifest  themselves  in  the  first  year. 

At  present,  we  think  the  trend  of 
bariatric  surgery  toward  gastroplasty  will 
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During  my  medical  school  days, 
50  years  ago,  carcinoma  of  the 
scrotum  in  chimney  sweeps  was 
recognized  to  be  due  to  an  external  agent, 
coal  tar. 

Fifty  years  ago  cancer  of  the  stomach 
was  the  most  common  cancer  in  men. 
Carcinoma  of  the  lung  was  exceedingly 
rare.  Now  carcinoma  of  the  stomach  is 
uncommon  and  cancer  of  the  respiratory 
tract  is  the  most  common  cancer  in  the 
male  and  is  overcoming  cancer  of  the 
breast.  The  explanation  suggests  an  ex- 
ogenous reason  and  the  obvious  one  in 
the  case  of  cancer  of  the  stomach  is  that 
years  ago  lard  was  the  principal  seasoner 
and  the  housewife  heated  the  same  lard 
over  again  and  again.  Every  farm  had  a 
smokehouse  and  the  pork  was  preserved 
by  salting  and  hung  in  the  smokehouse. 
Now  these  are  oddities.  Lard  has  been 
replaced  by  vegetable  oil  and  the  industry 
is  breeding  beef  and  hogs  with  less  fat. 
The  incidence  of  gastric  cancer  has 
decreased  strikingly. 

Cigarettes  used  by  few  50  years  ago 
have  now  become  the  agent  greater  than 
all  others  as  a cause  of  cancer. 


The  author  has  compiled  this  article  based  on 
excerpts  from  a 1983  symposium  presented  in 
Boston  by  the  Cancer  Committee  of  the  New 
England  Deaconess  Hospital  under  the  auspices 
of  the  Dept,  of  Continuing  Education,  Har- 
vard Medical  School.  The  author,  a diplomate 
of  the  American  Board  of  Surgery,  has  in- 
cluded his  own  professional  observations. 


Correspondence:  700  E.  Spring  St.,  New 
Albany,  Ind.  47150. 


Dietary  Fiber  and  Transit  Time 

A British  epidemiologist,  Burkitt  (of 
Burkitt  sarcoma),  working  in  Africa 
found  almost  no  diverticulosis  or  cancer 
of  the  colon  in  the  blacks  in  the  bush. 
They  were  patients  in  hospitals  in  the  in- 
terior of  Africa,  hospitals  staffed  by 
capable  doctors  educated  in  Belgium  and 
England  and  quite  capable  of  diagnosis 
of  these  ailments.  Burkitt  further  ob- 
served that  the  black  man  emigrated  to 


the  coastal  cities  and  adopted  the  food 
of  the  affluent  Western  world.  He  then 
developed  the  carcinoma  and  diver- 
ticulosis of  the  people  in  the  area  to  which 
he  migrated.  Burkitt  attributed  this  dif- 
ference to  the  ingestion  of  fiber  in  the 
poor  populations,  and  the  decrease  in 
transit  time  of  the  fiber  through  the 
bowel. 

Although  the  mode  of  operation  may 
not  be  in  fact  correct,  these  changes  are 


While 


AGE 


FIGURE  1:  The  annual  incidence  of  breast  cancer  plotted  with  age  for  Japanese 
living  in  Japan  (1966),  Japanese-Americans  in  Hawaii  (1960-1964),  and  in  the  San 
Francisco  Bay  area  (1969-1971). — Buell  P:  Journal  of  the  National  Cancer  Institute. 
51:1479,  1973.  Reprinted  with  permission. 
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indisputable  evidence  that  cancer  is 
related  to  external  environmental  effects. 

Approximately  20%  of  all  deaths  in  the 
United  States  are  caused  by  cancer  and, 
although  the  number  of  cancer  cases  is 
steadily  increasing  as  the  population 
grows,  the  age-adjusted  total  cancer  in- 
cidence and  mortality  rates  for  sites  ex- 
cluding the  respiratory  tract  have,  as  a 
whole,  remained  stable  during  the  last  30 
or  40  years.  Cancer  of  the  respiratory 
tract  accounts  for  25%  of  all  cancer 
deaths  and  cigarettes  are  considered  to  be 
the  cause. 

The  search  for  cause  of  cancer  has,  for 
the  most  part,  concentrated  on  the  genetic 
influence  and  to  a lesser  degree  on  en- 
vironmental factors.  Increasing  studies 
have  made  it  clear  that  cancers  have  ex- 
ternal causes  and,  in  principle  therefore, 
should  be  preventable.  For  example, 
Blacks  and  Japanese  residing  in  the 
United  States  developed  the  spectrum  of 
cancers  that  is  typical  for  the  United 
States  but  different  from  that  in  Africa 
and  Japan  and  different  from  the 
Japanese  living  in  Japan  and  from  those 
living  in  San  Francisco  (Figure  1). 

Epidemiologists  have  found  it  relatively 
easy  to  demonstrate  a correlation  between 
diets  consumed  in  modern  “affluent” 
societies  and  the  incidence  of  cancer  in 
such  organs  as  the  breast,  colon  and 
uterus  (Figure  2). 

Environmental  Factors 

Many  factors  in  our  environment  are 
potential  causes  of  cancer.  They  include 
substances  in  the  air,  the  water  we  drink 
and  the  regions  in  which  we  work  and  live 
and  the  food  we  eat.  The  association  be- 
tween diet  and  cancer  has  focused  on 
cancer  of  the  GI  tract,  the  breast  and 
other  tissues  susceptible  to  hormonal  in- 
fluence, and  to  a lesser  extent  the 
respiratory  tract  and  urinary  bladder,  en- 
dometrium and  prostate.  Figure  3 shows 
the  relationship  between  endometrial 
cancer  mortality  rate  and  per  capita 
dietary  fat  consumption  for  16  countries. 
The  implication  from  these  and  other 
data  is  that  low  fat,  high  fiber  diet  would 
reduce  the  risks  of  endometrial,  breast 
and  colonic  cancer. 


The  likelihood  that  some  of  these  cor- 
relations reflect  cause  is  strengthened  by 
laboratory  evidence  that  similar  dietary 
patterns  and  components  of  food  also  af- 
fect incidence  of  certain  cancers  in 
animals. 

Dietary  Fat 

Studies  have  repeatedly  shown  an 
association  between  dietary  fat  and  oc- 
currence of  cancers  at  several  sites, 
especially  the  breast,  prostate  and  colon. 
Mortality  from  breast  cancer  has  been 
shown  to  correlate  strongly  with  a higher 
per  capita  fat  consumption.  The  few  case- 
controlled  studies  conducted  have  shown 
this  association  with  dietary  fat.  Like 
breast  cancer  (Figure  4),  increased  risk  of 
large  bowel  cancer  has  been  associated 
with  higher  fat  intake  in  correlation  with 
case-controlled  studies.  The  data  on  pro- 
state cancer  are  more  limited  but  they  too 
suggest  an  increased  risk  is  related  to  high 
levels  of  dietary  fat. 

Like  the  epidemiological  studies, 
numerous  experiments  in  animals  have 
shown  that  dietary  lipids  influence 
tumorigenesis,  especially  in  the  breast  and 
in  the  colon.  An  increase  in  fat  intake 
from  5%  to  20%  of  the  weight  of  the 
diet — that  is,  approximately  10%  to  40% 


of  total  calories — increases  tumor  in- 
cidence in  various  tissues.  Conversely, 
animals  consuming  low  fat  diets  have  a 
lower  tumor  incidence. 

Some  studies  suggest  that  the  develop- 
ment of  colon  cancer  is  enhanced  by  the 
increased  secretion  of  certain  bile  steroids 
and  bile  acids  that  accompany  high  levels 
of  fat  intake.  Nonetheless,  there  is  little 
or  no  knowledge  concerning  the  specific 
mechanisms  involved  in  tumor 
promotion. 

Data  on  cholesterol  and  cancer  risks 
from  studies  in  animals  are  too  limited 
to  permit  any  inferences  to  be  drawn. 
Many  studies  of  serum  cholesterol  levels 
and  cancer  mortality  in  human  popula- 
tions have  demonstrated  an  inverse  cor- 
relation with  colon  cancer  among  men  but 
the  evidence  is  not  conclusive.  Low 
cholesterol  may  be  an  effect  rather  than 
a cause. 

Protein 

The  results  of  epidemiological  studies 
based  on  protein  intake  and  car- 
cinogenesis suggest  possible  association 
between  high  intake  of  dietary  protein 
and  increased  risk  of  cancer.  Although 
the  literature  on  protein  is  much  more 
limited  than  the  literature  concerning  fats 
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and  cancer,  and  because  of  the  very  high 
correlation  between  fat  and  protein  in  the 
diet  of  most  Western  countries,  and 
because  the  more  consistent  and  often 
stronger  association  of  these  cancers  with 
fat,  it  seems  likely  that  dietary  fat  is  the 
more  active  component.  Experimentally 
induced  carcinogenesis  appears  to  be 
enhanced  as  protein  intake  is  increased. 

Alcohol 

There  is  limited  evidence  that  excessive 
alcohol  consumption  causes  hepatic  in- 
jury and  cirrhosis  which  in  turn  may  lead 
to  the  formation  of  hepatomas.  When 
consumed  in  large  quantities  alcoholic 
beverages  appear  to  act  synergistically 
with  cigarette  smoking. 

Several  studies  in  the  United  States 
found  that  among  heavy  drinkers  of 
alcoholic  beverages  whiskey  was  the  most 
important  factor  for  head  and  neck 
cancer.  For  cancer  of  the  esophagus  the 
risk  of  a heavy  whiskey  drinker,  drink- 
ing over  6 ozs.  daily,  was  25  times  the 


risk  of  a nondrinker  while  the  risk  of  a 
heavy  beer  drinker,  drinking  over  48  ozs. 
daily,  was  10  times  the  risk  of  a non- 
drinker when  controlled  for  tobacco. 

Among  200  patients  with  cancer  of  the 
head  and  neck,  a study  revealed  that  1 1 
persons  had  abstained  from  all  alcoholic 
beverages  and  tobacco  and  all  but  one  of 
the  11  patients  had  used  mouthwash 
several  times  daily  for  more  than  20  years. 
Most  commercially  available  mouth- 
washes have  an  alcoholic  content  of  14% 
to  28%.  There  is  an  undeniable  synergistic 
effect  of  the  interaction  of  alcohol  and 
tobacco. 

Carcinogens 

There  are  local  effects  due  to  direct 
contact  through  carcinogens  in  the 
alcoholic  beverages  or  by  the  action  of 
alcohol  as  a solvent  for  tobacco 
carcinogens. 

Carcinogens  are  found  in  nutrients  that 
are  natural  constituents  of  foods, 
metabolytes  and  mycotoxins  such  as  car- 


cinogen aflatoxin  and  of  bacteria  and  car- 
cinogenic nitrosamines,  some  of  which 
are  contaminants  whereas  others  are  nor- 
mal components  of  common  foods. 

Mutagens 

Mutagens  are  substances  that  cause  in- 
heritable changes  in  the  genetic  material 
of  cells.  If  a chemical  is  mutagenic  to 
bacteria  or  other  organisms  it  is  general- 
ly recorded  as  a suspect  carcinogen, 
although  carcinogenicity  must  be  con- 
firmed in  long-term  tests  in  whole 
animals.  Mutagens  in  charred  meat  and 
fish  are  produced  during  the  cooking  of 
proteins  at  high  temperatures.  Smoking 
of  foods  as  well  as  charcoal  broiling 
results  in  the  deposition  of  mutagenic  and 
carcinogenic  polynuclear  organic  com- 
pounds. It  is  not  yet  possible  to  assess 
whether  such  mutagens  are  likely  to  con- 
tribute significantly  to  the  incidence  of 
cancer. 

Pickled  salt-cured  spicy  foods  are  often 
associated  with  formations  of  nitro- 
samines in  foods,  and  nitrosamines  are 
carcinogenic  and  their  consumption  by 
populations  that  have  high  incidence  of 
stomach  cancer  suggests  that  conditions 
which  promote  the  formation  of 
nitrosamines  increases  the  risk  of  cancer 
of  the  stomach.  While  this  has  not  been 
established  in  human  populations,  it  is 
clearly  the  case  in  experimental  animals. 

Nitrites  and  the  Role  of  Antioxidants 

In  the  United  States  nearly  3,000 
substances  are  added  to  the  food  inten- 
tionally during  processing  or  uninten- 
tionally in  the  packaging  material.  Of  the 
few  direct  food  additives  that  have  been 
tested  and  found  to  be  carcinogenic  in 
animals  all  except  saccharin  has  been 
banned  from  use  in  the  food  supply. 

Some  parts  of  the  world,  especially 
China,  Japan  and  Iceland,  where  there 
are  populations  that  frequently  consume 
salt-cured  or  smoked  foods,  show  a 
greater  incidence  of  cancer  at  some  sites, 
especially  the  esophagus  and  stomach. 

There  are  certain  sects  of  the  American 
population  which  subsist  on  diets  some- 
what different  from  the  major  popula- 
tion. These  include  the  Seventh  Day 
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Adventists  and  the  Mormons  as  well  as 
vegetarians  with  no  religious  persuasion. 
These  members  of  our  population  are 
known  to  have  diminished  incidence  of 
cancer  as  compared  to  the  general  popula- 
tion of  the  United  States. 

From  the  data  derived  from  such 
studies,  it  appears  that  there  has  been  a 
decrease  in  stomach  cancer  and  accom- 
panying increase  in  colon  tumors  in  dif- 
ferent populations  after  their  adoption  of 
the  food  habits  of  the  Western  world. 
Thus,  the  lifestyle  and  food  habits  may 
involve  more  than  one  target  organ. 

There  is  also  evidence  to  suggest  that 
the  consumption  of  certain  foods,  par- 
ticularly certain  vegetables,  especially  the 
carotene  rich,  such  as  dark  green  and 
deep  yellow  vegetables  and  cruciferous 
vegetables  such  as  cabbage,  broccoli, 
cauliflower  and  Brussels  sprouts  is 
associated  with  reduction  in  the  incidence 
of  cancer  in  animals. 

Antioxidant  nutrients  and  synthetic 
food  additives  as  well  as  other  antioxidant 
compounds  are  anticarcinogenic  in 
laboratory  animals.  Several  antioxidant 
compounds  have  been  shown  to  inhibit 
chemical  induction  of  tumors  of  the  skin, 
mammary  gland,  gastrointestinal  tract, 
liver  and  lung. 

Vitamins 

Vitamins  A,  C and  E and  selenium 
have  been  studied  for  anticarcinogenic  ac- 
tivity in  animals  and  to  a limited  extent 
in  patients.  These  two  vitamins  and 
minerals  have  shown  activity  in  blocking 
formation  of  carcinogenic  nitrosamines 
and  have  given  evidence  of  blocking 
tumor  induction  by  other  chemicals. 

Much  has  been  written  in  recent  years 
about  the  value  of  ascorbic  acid  in  disease 
prevention.  It  is  the  clinical  reports, 
however,  that  have  captured  the  attention 
of  the  lay  public.  Dr.  Linus  Pauling  is 
probably  the  best  known  for  his  writing 
and  discussions  on  the  nature,  causes, 
prevention  and  treatment  of  cancer  with 
special  reference  to  the  value  of  vitamin 
C.  There  is  emerging  evidence  now  that 
ascorbic  acid  may  indeed  be  effective  in 
the  context  of  a more  complete  diet  in 
preventing  some  forms  of  cancer.  Cer- 


tainly, one  cannot  doubt  the  real  or 
potential  value  of  ascorbic  acid  as  a 
scavenger  in  diets  to  prevent  the  nitrosa- 
tion  of  amines  which  are  in  themselves 
highly  carcinogenic  to  animal  species. 

Ascorbic  acid  inhibits  the  formation  of 
nitrosamines.  This  appears  to  be  a result 
of  reacting  with  nitrite  and  thus  prevent- 
ing reaction  with  amines  in  the  diet. 

Vitamin  E suppresses  growth  of  trans- 
planted tumor  in  mice  and  reduces  induc- 
tion of  chromosome  abnormalities  by 
benzopyrene  in  vitro.  Both  vitamins 
decrease  fecal  mutagen  content  in  human 
subjects.  Vitamin  C prevents  or  reverses 
chemical  transformation  of  cells  in  vitro. 

In  vitro  vitamin  E protects  cell  mem- 
branes from  oxidation  degradation  due 
to  selenium  deficiency,  presumably 
because  of  its  own  antioxidant  capacity. 

Selenium  has  been  found  to  decrease 
mutagenic  activity  of  a variety  of  known 
carcinogens.  In  tissue  culture  selenium 
reduces  the  metabolic  activity  of  certain 
carcinogens,  altering  the  patterns  of 
degradation  to  favor  less  toxic 
metabolytes.  Selenium  also  plays  a key 


role  in  the  activity  of  glutathione  perox- 
idase, an  enzyme  that  protects  tissue 
against  oxidative  damage. 

Vitamin  E is  present  in  a wide  variety 
of  natural  foods  including  vegetable  oils, 
eggs,  whole  grains  and  many  of  the 
cereals.  The  primary  form  of  vitamin  E 
is  alpha  tocopherol,  a form  that  has  been 
associated  with  beneficial  influences  on 
cancer  in  experimental  animal  models. 

Investigators  have  observed  that  mice 
with  pyrene-induced  sarcomas  had  an  in- 
creased survival  if  they  were  given  alpha 
tocopherol. 

Haber  and  Whistler  noted  a marked 
decrease  in  carcinogenicity  of  methyl- 
cholanthrene  in  mice  if  the  animals  were 
given  diets  containing  supplemental 
vitamin  E.  There  appears  to  be  more 
evidence  for  than  against  a protective  ef- 
fect for  vitamin  E with  several  carcino- 
gen-induced tumors  in  animals. 

As  with  ascorbic  acid  it  has  been  amply 
demonstrated  that  vitamin  E is  an  effec- 
tive blocking  agent  in  nitrosation,  and  this 
confirms  its  potential  role  as  a protective 
agent  in  the  environment. 
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An  additional  trace  element  that  has 
been  recently  associated  with  risk  of 
cancer  is  zinc.  It  has  been  clearly 
established  that  heavy  drinkers  or 
smokers  are  at  greater  risk  for  esophageal 
cancer.  These  individuals  have  low  tissue 
levels  of  zinc  and  other  trace  elements  as 
well  as  decreased  levels  of  vitamins.  Zinc 
tissue  concentrations  are  low  in  patients 
with  a number  of  other  types  of  cancer 
but  esophageal  cancer  patients  record  the 
lowest  tissue  zinc  levels.  These  observa- 
tions have  been  confirmed  in  animal 
studies.  Therefore,  it  appears  that  a 
number  of  vitamins  and  minerals  are  in- 
volved in  susceptibility  to  certain  forms 
of  cancer. 

Dietary  Manipulation 

The  most  intriguing  conclusion  in  terms 
of  cancer  prevention  is  that,  although 
cancer  is  a leading  cause  of  death  in  the 
United  States  today,  dietary  factors  may 
be  implicated  in  approximately  35%  of 
all  cancer  deaths  and  thus  through  dietary 
manipulation  a large  portion  of  cancers 
may  be  preventable. 

This  optimism  derives  from  observa- 
tions of  the  differing  international  cancer 
mortality  rates  as  well  as  migrant  studies 
which  have  usually  found  the  cancer  rates 
of  migrants  approach  those  of  the  host 
population  within  two  or  three 
generations. 

One  of  the  nutritional  factors  which  ap- 
pears most  promising  as  an  antineoplastic 
agent  is  vitamin  A,  either  as  retinol 
(preformed  vitamin  A),  derived  from 
animal  sources,  or  beta  carotene  (pro- 
vitamin A),  derived  from  vegetable 
sources. 

One  proposed  retinol-related 


mechanism  which  has  been  tested  in 
animals  is  that  of  retinoids;  chemical 
analogues  of  retinol  somehow  prevent 
already  altered  or  damaged  cells  from 
developing  into  actual  malignancies. 
Retinoids  appear  to  block  the  process  of 
carcinogenesis  during  the  latency  period 
and  act  to  prevent  the  final  progression 
of  altered  cells  into  truly  neoplastic 
clones.  Some  clinical  trials  suggest  that 
retinoids  also  may  have  protective  effects 
against  carcinogenesis  in  humans. 

A second  hypothesized  mechanism 
relates  primarily  to  beta  carotene. 
Carotene  could  break  the  chain  of  events 
leading  to  the  development  of  cancer  by 
preventing  cellular  damage  from  highly 
reactive  molecules.  Although  this  hypo- 
thesis is  not  yet  supported  by  laboratory 
research,  epidemiologic  studies  conducted 
in  various  parts  of  the  world  generally 
find  a significantly  lower  risk  associated 
with  higher  intake  of  vegetables  high  in 
beta  carotene.  However,  although  in- 
vestigators have  assumed  that  beta 


carotene  content  of  the  vegetables  ac- 
counts for  the  decrease  in  cancer  risks, 
the  other  constituents  of  vegetables  such 
as  dietary  fiber  or  some  non-nutritional 
factor  relative  to  the  vegetable  intake  may 
be  the  true  determinent. 

Harvard  Studies  Beta  Carotene 

A group  in  the  Harvard  faculty  is  cur- 
rently conducting  the  Physicians  Health 
Study,  a randomized  placebo-controlled 
trial  of  aspirin  in  the  prevention  of  car- 
diovascular disease  and  beta  carotene  in 
the  prevention  of  cancer. 

This  study  will  examine  the  effect  of 
taking  a 15  mgm.  capsule  of  beta  carotene 
every  day  on  total  cancer  incidence 
among  over  20,000  male  U.S.  physicians. 
Baseline  blood  studies  can  be  analyzed  for 
carotene,  retinol  and  retinol-binding  pro- 
tein levels.  Consequently,  this  trial  should 
allow  us  to  determine  with  a fair  degree 
of  certainty  whether  carotene  itself  has 
a protective  effect  and  which  sub-groups, 
if  any,  stand  to  benefit  most. 
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Precocious  Puberty  Due  to  a Diaper  Ointment 


C.  E.  HEALY,  M.D. 
Evansville 


The  onset  of  secondary  sexual  changes 
in  a young  child  is  a serious  problem, 
both  psychologically  for  the  parents,  and 
medically  for  the  physician;  and  its  oc- 
currence usually  triggers  a rather  exten- 
sive workup.  We  recently  studied  a female 
infant  with  both  breast  and  pubic  hair 
development,  which  we  suspect  was  due 
to  an  ointment  used  in  the  diaper  area. 

Case  Report 

The  patient  is  an  8.5-month-old  girl 
who  was  born  after  a normal  pregnancy 
and  delivery  and  who  was  normal  at 
birth.  However,  instead  of  the  normal 
breast  budding  of  the  newborn  resolving, 
the  breasts  continued  to  gradually  in- 
crease in  size.  At  about  8 months  of  age 
the  mother  noted  the  beginning  develop- 
ment of  coarse,  dark  pubic  hair.  The  ex- 


Correspondence:  421  Chestnut  St.,  Evansville, 
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amination  revealed  a normal  appearing 
8-month-old  child  with  height  at  the  90th 
percentile  and  weight  at  the  50th  percen- 
tile. The  breasts  were  equal  and  enlarged 
to  two  centimeters.  The  tissue  felt  firm 
and  attached  to  the  slightly  darkened 
areola.  There  were  several  strands  of 
coarse,  dark  pubic  hair  on  the  mons 
pubis,  but  no  labial  or  clitorial 
abnormalities. 

Laboratory  Data 

Bone  age,  skull,  and  abdominal  x-rays 
were  normal.  T4,  estridiol,  17-hydro- 
xyprogesterone,  luteinizing  hormone,  and 
follicule  stimulating  hormone  were  all 
normal.  Chemical  analysis  of  Phillip’s 
Corona  Ointment,  a veterinary  salve, 
revealed  the  level  of  estridiol  im- 
munoassay reacting  compound  was  190 
pg/gm  of  ointment.  Mercury  levels  were 
not  assayed. 

Discussion 

Phillip’s  Corona  Ointment  is  com- 
monly used  by  mothers  for  prophylaxis 
against,  and  treatment  of  diaper  rash.  The 
compound  contains  several  ingredients, 


but  the  main  one  is  an  organic  mercury 
compound  in  a bee’s  wax  base.  The  bee’s 
wax  is  probably  the  source  of  the 
estrogen.  The  coating  effect  of  the  wax 
and  the  biotoxic  effect  of  the  organic  mer- 
cury are  probably  the  reasons  the  com- 
pound is  effective. 

Even  though  the  level  of  estridiol  is 
low,  the  cumulative  effect  of  the  several 
times  a day  application  to  the  infant’s 
skin  plus  the  occlusive  effect  of  the  wax 
base  would  tend  to  promote  absorption. 
The  oral  administration  of  150  ug  of 
estrogen  in  8-  and  10-year-old  children 
has  been  associated  with  the  onset  of 
puberty,  so  it  appears  likely  that  the  dose 
is  adequate  to  cause  changes  in  an 
8-month-old  infant.' 

The  amount  of  mercury  absorbed 
might  possibly  be  a problem,  but  a 
24-hour  urine  mercury  was  not  measured 
on  this  infant.  She  had  no  signs  of  heavy 
metal  toxicity. 
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ire  prescribing,  see  complete  prescribing  information  in 
F CO.  literature  or  PDR.  The  following  is  a brief  summary. 


ARNING 

ns  drug  is  not  indicated  for  initial  therapy  of  edema  or 
pertension  Edema  or  hypertension  requires  therapy 
ated  to  the  individual  If  this  combination  represents  the 
sage  so  determined,  its  use  may  be  more  convenient  in 
tient  management  Treatment  of  hypertension  and  edema 
not  static,  but  must  be  reevaluated  as  conditions  in  each 
tient  warrant 


traindications:  Concomitant  use  with  other  potassium- 
ng  agents  such  as  spironolactone  or  amiloride.  Further  use 
uria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
existing  elevated  serum  potassium  Hypersensitivity  to  either 
ponent  or  other  sulfonamide-derived  drugs 
lings:  Do  not  use  potassium  supplements,  dietary  or  other- 
. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
is  markedly  impaired.  If  supplementary  potassium  is 
led,  potassium  tablets  should  not  be  used  Hyperkalemia 
xcur.  and  has  been  associated  with  cardiac  irregularities.  It 
sre  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
jay,  the  elderly  and  diabetics  with  suspected  or  confirmed 
insufficiency.  Periodically,  serum  K+  levels  should  bedeter- 
d It  hyperkalemia  develops,  substitute  a thiazide  alone, 
ct  K+  intake  Associated  widened  QRS  complex  orarrhyth- 
requires  prompt  additional  therapy.  Thiazides  cross  the 
irttal  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
ires  weighing  anticipated  benefits  against  possible  hazards, 
ding  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
rse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
reme may  appear  in  breast  milk  If  their  use  is  essential,  the 
nt  should  stop  nursing.  Adequate  information  on  use  in 
ren  is  not  available  Sensitivity  reactions  may  occur  in 
nts  with  or  without  a history  of  allergy  or  bronchial  asthma, 
ible  exacerbation  or  activation  of  systemic  lupus  erythe- 
'Sus  has  been  reported  with  thiazide  diuretics, 
autions:  Do  periodic  serum  electrolyte  determinations  (par- 
tly important  in  patients  vomiting  excessively  or  receiving 
nteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
jrticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
m creatinine  determinations  should  be  made,  especially  in 
Iderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
ficiency.  Cumulative  effects  of  the  drug  may  develop  in 
nts  with  impaired  renal  function  Thiazides  should  be  used 
caution  in  patients  with  impaired  hepatic  function  They  can 
pitate  coma  in  patients  with  severe  liver  disease.  Observe 
arly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
ratic  reactions  Blood  dyscrasias  have  been  reported  in 
nts  receiving  triamterene,  and  leukopenia,  thrombocyto- 
i.  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
reported  with  thiazides  Thiazides  may  cause  manifestation 
snt  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
xreased  when  used  concurrently  with  hydrochlorothiazide, 
ge  adjustments  may  be  necessary.  Clinically  insignificant 
ctions  in  arterial  responsiveness  to  norepinephrine  have 
reported  Thiazides  have  also  been  shown  to  increase  the 
yzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
curanne  Triamterene  is  a weak  folic  acid  antagonist.  Do 
die  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
rtensive  effects  may  be  enhanced  in  post-sympathectomy 
nts  Use  cautiously  in  surgical  patients  Triamterene  has 
found  in  renal  stones  in  association  with  the  other  usual 
ilus  components.  Therefore,  'Dyazide  should  be  used  with 
on  in  patients  with  histories  of  stone  formation  A few  occur- 
3S  of  acute  renal  failure  have  been  reported  in  patients  on 
ride'  when  treated  with  indomethacin  Therefore,  caution  is 
ed  in  administering  nonsteroidal  anti-inflammatory  agents 
Dyazide'  The  following  may  occur,  transient  elevated  BUN 
eatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
n requirements  may  be  altered),  hyperuricemia  and  gout, 
ilis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
xssible  metabolic  acidosis  Dyazide'  interferes  with  fluores- 
measurement  of  quinidme  Hypokalemia  is  uncommon  with 
ride  , but  should  it  develop,  corrective  measures  should  be 
> such  as  potassium  supplementation  or  increased  dietary 
3 of  potassium-rich  foods  Corrective  measures  should  be 
Jted  cautiously  and  serum  potassium  levels  determined 
tntinue  corrective  measures  and  Dyazide'  should  labora- 
values  reveal  elevated  serum  potassium  Chloride  deficit 
occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
chlorpropamide  may  increase  the  risk  of  severe  hypo- 
fma  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
rbance.  Calcium  excretion  is  decreased  by  thiazides 
tide'  should  be  withdrawn  before  conducting  tests  for  para 
id  function, 

tides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
ve  drugs 

sties  reduce  renal  clearance  of  lithium  and  increase  the  risk 
lium  toxicity. 

irse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head 
. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
ura.  other  dermatological  conditions,  nausea  and  vomiting, 
hea,  constipation,  other  gastrointestinal  disturbances;  pos- 
hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
arcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
reatitis,  xanthopsia  and  respiratory  distress  including  pneu 
itis  and  pulmonary  edema,  transient  blurred  vision,  sialade- 
and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
oeen  found  in  renal  stones  in  association  with  other  usual 
ilus  components.  Rare  incidents  of  acute  interstitial  nephritis 
been  reported.  Impotence  has  been  reported  in  a few 
nts  on  Dyazide',  although  a causal  relationship  has  not 
established 

tiled:  Dyazide  is  supplied  in  bottles  of  1000  capsules: 
le  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
il  use  only);  in  Patient-Pakm  unit-of-use  bottles  of  100. 
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Experimental  Medical  Devices, 

Drugs  and  Techniques 

Their  Future  Social,  Medical  and  Political  Implications  (Part  3) 


OTIS  R.  BOWEN,  M.D.* 
Indianapolis 


Medical  malpractice,  in  spite  of 
statements  that  it  is  of  recent 
origin,  is  not  recent.  The  Code  of 
Hummurabi  back  in  2200  B.C.  contain- 
ed a section  recommending  punishment 
for  malpractice.  The  landmark  case  for 
establishing  the  doctrine  of  due  care  and 
diligence  probably  was  when  a decision 
was  recorded  in  1374  in  England  against 
a physician.16 

A prominent  malpractice  defense 
lawyer,  the  late  Claude  M.  Spilman,  Jr., 
of  the  Bingham,  Summers,  Welsh  and 
Spilman  Firm  of  Indianapolis,  Indiana 
who  had  participated  with  his  partners  in 
most  of  the  serious  malpractice  suits 
within  a 50  to  75  mile  radius  of  In- 
dianapolis over  the  past  25  years,  said  that 
health  care  had  changed  dramatically  dur- 
ing that  period.  He  said,  “The  sentimen- 
tal picture  of  the  family  doctor  sitting 
quietly  by  the  bedside  of  the  dying  girl 
is  truly  a thing  of  the  past.  Today,  she 


*Bibler  Professor  of  Family  Medicine  and 
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Part  4 will  be  presented  next  month. 
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would  be  in  the  hospital,  perhaps  in  a big 
medical  center,  under  the  care  of  four  or 
five  specialists,  with  millions  of  dollars 
worth  of  machinery  and  equipment  sup- 
porting her  diagnosis  and  care.  Yester- 
day, she  probably  died.  Today,  she 
almost  always  lives,  recovers  and  goes 
home  healthy  in  a very  short  period  of 
time.” 

But  public  attitudes  are  also  different. 
Reluctance  to  sue  the  old  country  doctor 
who’s  been  a friend  and  neighbor  is  gone. 
The  attorney  said,  “If  the  expected 
miracle  (uneventful,  total  recovery)  does 
not  occur,  too  often  a lawsuit  follows.” 
The  assumption  is  that  the  hospital 
and/or  the  doctor  are  not  only  rich  but 
well  insured.  Besides,  the  doctors  were 
strangers  and  didn’t  have  the  caring  at- 
titude of  the  old  country  doctor.” 

The  attorney  said,  “Few  people  really 
understand  that  malpractice  is  not  mere- 
ly another  name  for  a professional 
mistake  . . .”  Stated  more  simply, 
“Malpractice  is  negligence,  i.e.,  a failure 
to  exercise  reasonable  care  and  skill.  No 
health  care  provider  ...  is  guilty  of 
malpractice  or  responsible  to  pay 
damages  merely  because  of  an  error  in 
judgment  or  because  there  was  less  than 
a perfect  result.” 

It  is  unfortunate  but  the  public  tends 
to  equate  a bad  result  with  bad  practice 
and  thus  are  more  and  more  willing  to 
sue.  It  is  more  unfortunate  that  some  at- 
torneys “automatically  file  suit  with  no 
investigation,  no  evidence  of  negligence, 
merely  to  see  if  they  can  get  a nuisance- 
value  settlement.”  These  types  of  cases 
raise  the  cost  of  health  care  to  everybody 
and  raises  the  cost  of  new  devices  and 


medicines  to  the  ultimate  recipients. 

Some  lessons  from  this  are  that  the 
salesman  or  producer  of  a product,  and 
the  doctor  as  a user  of  the  product,  can- 
not make  guarantees  of  cures  or 
miraculous  results.  Even  with  modern- 
day  miracles  in  medicine,  not  everyone 
has  a happy  result. 

Remember,  mechanical  and  chemical 
flaws  can  exist  in  a 60-inch  coiled  guide 
wire  for  it  contains  64  feet  of  wire  with 
much  of  its  surface  concealed  inside  the 
coils.  When  the  manufacturer’s  label  on 
the  guide  wire’s  box  says,  “Sterilize  by 
autoclave  or  gas.  Use  once  and  discard,” 
then  the  burden  of  the  method  of 
sterilization  or  for  reuse  rests  on  the  user, 
and  I suspect  the  legal  implications  would 
be  great.  “Patient  safety  comes  about  as 
a result  of  close  cooperation  between 
users  and  makers.”17 

But  if  you  think  malpractice  possibili- 
ties are  great  now,  let’s  look  to  some 
dreams  of  the  future.  Here’s  a statement 
from  Dr.  Richard  Jed  Wyatt  of  the  Na- 
tional Institute  of  Health:  “You  can’t 
replace  the  brain.  But  that’s  our  job— to 
learn  to  do  that.”  A brain  transplant 
should  more  truthfully  be  called  a body 
transplant  because  the  brain  would  con- 
tain the  donor’s  personality  and  not  the 
recipient’s.18 

But  maybe  Wyatt’s  remark  isn’t  so  far- 
fetched for  he  and  his  group  have  trans- 
planted important  brain  cells — bits  of  new 
brain  tissue  into  animal  brains  to  try  to 
correct  some  of  the  disorders  that  affect 
human  brains. 

Dr.  Erik  Olaf  Bochlund,  a Swedish 
neurosurgeon,  has  transplanted  cells  into 
a patient  with  Parkinson’s  Disease  to 
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relieve  the  symptoms.  The  verdict  is  not 
yet  in.  But,  animal  experiments  look 
promising. 

Wyatt  and  his  group  are  also  trans- 
planting fetal  eyes  into  the  optic  pathway 
within  the  brain  to  make  blind  rats  see. 
They  have  found  that  the  eye  and  the 
brain  are  the  only  organs  that  do  not 
quickly  reject  foreign  tissues.  This  has 
great  potential  for  re-establishment  of 
hormone  production,  repair  of  brains  and 
spinal  cords  damaged  by  accident  or 
disease. 

Bypass  surgery  for  revascularization  of 
areas  of  the  brain  comparable  to  coronary 
vessel  bypass  is  being  done  sparingly  now 
with  success  and  will  be  bound  to  in- 
crease, as  will  sophisticated  electrical  and 
chemical  devices  to  stimulate  and  make 
the  brain  react  in  various  ways. 

The  ethics  of  this  can  be  frightening. 
It  can  raise  the  question  in  the  minds  of 
many  suggesting  brain  control.  In  the 
wrong  hands  it  could  be  just  that.18 

New  instruments  and  techniques  are 
constantly  questioned.  Take  the 
pacemaker.  Is  it  a rip-off?  Ralph  Nader 
says  it  is.  In  his  Public  Citizen  Report  to 
the  Secretary  of  H.H.S.  he  said  there  is 
great  waste,  fraud  and  abuse  by  pace- 
maker companies  and  by  physicians.  This 
makes  for  headlines  and,  before  the  truth 
is  ferreted  out  and  errors  corrected,  the 
public  believes  the  accusation.  In  a 
Maryland  study  of  2,222  pacemaker  im- 
plants of  which  the  Nader  group  charg- 
ed 23%  were  unnecessary  and  another 
13%  questionable,  the  heart  specialists 
who  investigated  the  same  cases  conclud- 
ed that  only  4.5%  were  either  ques- 
tionable or  unnecessary.  That’s  a far  cry 
from  Nader’s  36%.  As  to  the  costs,  the 
Nader  Committee  completely  ignored  the 
high  cost  of  research  and  development, 
quality  control  and  normal  marketing  ex- 
penses. Nader  based  his  costs  on  time, 
labor  and  materials  only  and  omitted  the 
cost  of  running  a business.  Allegations 
of  kickbacks  have  been  many  and  the  in- 
ference has  been  that  the  practice  is 
widespread.  Such  sensationalizing  in  the 
news  is  the  rip-off  and  has  done  disser- 
vice to  the  physician,  the  patients  who 
need  pacemakers  and  to  the 


manufacturer. 

But,  such  is  the  woe  the  manufacturers 
and  health  care  providers  must  face  if 
progress  is  to  continue. 

Malpractice  suits  can  be  brought  due 
to  some  of  the  complications  of  use  of 
the  delicate  and  sophisticated  diagnostic 
and  therapeutic  equipment.  I’ve  listed 
them  as  described  in  the  books  outlining 
the  diagnostic  and  therapeutic  procedures 
and  they  would  include  hematoma,  arter- 
iovenous fistula,  arterial  tears,  aneurysm, 
infection,  embolism,  allergic  reactions, 
thrombosis,  hemorrhage,  vascular  spasm, 
leaking  around  puncture  site,  dissection 
of  artery,  infarction,  ventricular  irritabil- 
ity causing  arrhythmias,  and  extravasa- 
tion of  contrast  materials. 

The  treatment  of  some  of  the  condi- 
tions in  which  these  complications  can  oc- 
cur is  so  often  a palliative  measure  for 
an  illness  that  is  a continuing  and 
relentless  generalized  disease  with  a prog- 
nosis before  treatment  that  was  un- 
doubtedly bad.  These  circumstances  leave 
the  doctor  with  little  choice  but  say  it 
ought  to  be  tried.  Often  the  patient  and 
family  may  be  over  expecting  and  if  the 
results  are  not  up  to  their  expectations, 
they  may  not  think  kindly  of  the  doctor 
for  the  results  obtained. 

1 shall  quote  Dr.  David  Smith  once 
again  to  lead  me  into  what  most  re- 
searchers and  writers  on  the  subject  feel 
is  the  most  important  aspect  of  our  en- 
tire subject.  It  is  the  one  point  with  the 
potential  of  adding  more  ethics  and  legal 
safety  than  any  other.  It  is  informed 
consent — not  just  consent — but  truly  in- 
formed consent. 

Dr.  Smith,  director  of  the  Poynter 
Center  at  Indiana  University,  in  a letter 
to  me  on  Sept.  16,  1982  in  answer  to  my 
inquiry,  said:  “First,  an  experiment  is  not 
therapy.  All  therapies  are  risky — some 
more  so  than  others.  Consent  is  impor- 
tant for  therapy  and  there  are  times  when 
trust  and  proxy  consent  must  prevail.  But 
consent  is  even  more  important  in  ex- 
perimentation . . . precisely  because  the 
effects  on  the  body  are  not  to  the  benefit 
of  the  person  affected  . . . 

“Second,  consent  is  not  enough. 
People  may  volunteer  to  do  some  things 


that  no  physician  in  conscience  could  sup- 
port; medical  ethics  can’t  be  just  in- 
dividual rights  but  involve  some  kind  of 
reference  to  an  objective  norm  of 
health.” 

Actually,  the  responsibility  of  the 
physician  is  to  possess  ordinary  skill  and 
apply  ordinary  care  in  the  treatment  of 
his  patient.  In  professional  activities  the 
standard  is  that  ordinary  care  be  “per- 
formed by  a prudent  person  of  the  same 
or  similar  training  performing  the  same 
or  similar  functions  in  the  same  or  similar 
circumstance.”'5  The  duty  of  the  maker 
and  seller,  it  seems  to  me,  is  to  be  truthful 
about  their  product  and  sympathetic  and 
understanding  to  the  physician  who  will 
use  it. 

The  physician  must  go  further  and  tell 
the  patient  what  he  is  going  to  do,  the 
results  he  is  striving  to  achieve,  what  the 
potential  dangers  are  and  what  the  com- 
plications could  be.  He  must  obtain  the 
consent  of  the  patient  or  guardian.  This 
does  not  relieve  him  of  the  need  for  or- 
dinary care;  but  it  does  give  informed 
consent.  Simple  consent  is  given  when  one 
merely  signs  a consent  agreement  for  a 
procedure  or  use  of  a product  without  ac- 
tually knowing  what  he’s  signing.  It  dif- 
fers from  informed  consent  and  the  pa- 
tient will  not  be  bound  by  such  a signature 
unless  he’s  been  told  of  all  possible  com- 
plications or  untoward  results.  In  fact, 
without  informed  consent,  the  physician 
has  done  an  unauthorized  procedure  and 
may  be  open  to  a suit  for  assault  and 
battery.'9 

Let  me  draw  from  Dr.  Ralph  J.  Alfidi, 
as  he  has  written  his  ideas  on  informed 
consent.  He  said:20 

“Let  us  examine  the  relationship  be- 
tween the  physician  and  his  patient  who 
is  about  to  undergo  angiography,  another 
special  procedure,  or  surgery.  As  physi- 
cians, we  have  emphasized  the  confidence 
implicit  in  the  doctor-patient  relationship. 
However,  disclosure  of  the  risks,  com- 
plications, morbidity,  mortality,  etc.,  that 
may  result  from  various  procedures  are 
not  often  discussed  by  the  patient  and 
physician.  Why?  The  physician  may  fear 
that  the  patient  may  decline  a necessary 
procedure  or  that  he  may  alarm  the  pa- 
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tient,  or  the  physician  may  be  reluctant 
to  change  old  habits.  It  could  be  argued 
that  most  physicians  find  the  truth  in 
lending  and  truth  in  advertising  laws  com- 
mendable. By  analogy,  truth  in  medicine 
is  no  less  desirable. 

“If  it  can  be  shown  statistically  that 
most  patients  desire  information  concern- 
ing risks  of  proposed  procedures,  physi- 
cians should  no  longer  be  reluctant  to 
disclose  such  risks.  The  physician  who  ob- 
tains informed  consent  accomplishes 
several  things:  (1)  he  fulfills  a legal  obliga- 
tion, (2)  he  provides  himself  with  a 
measure  of  protection  against  a lawsuit 
on  the  basis  of  failure  to  inform,  (3)  he 
supplies  the  patient  with  information  that 
current  studies  indicate  the  patient 
desires,  (4)  he  may  possibly  prepare  the 
patient  psychologically  for  complications, 
and  (5)  he  discharges  what  might  be  con- 
sidered an  ethical  obligation.” 

In  his  study  of  1 ,000  patients  Dr.  Alfidi 
obtained  informed  consent  through  the 
use  of  a form  letter  and  an  appended 
questionnaire  which  requested  the  patient 
to  answer  questions  about  the  informa- 
tion included  in  the  informed  consent 
document.  He  said  that  most  patients 
were  grateful  to  have  been  informed  and 
felt  that  they  should  receive  the  informa- 
tion. A few  even  asked  for  additional  in- 
formation about  rare  complications.  Of 
the  patients  who  responded  to  the  ques- 
tion, “Do  you  regard  the  information  as 
useful?”  782  said  Yes,  49  said  No. 

To  the  question,  “Do  you  think  all  pa- 
tients should  receive  the  information?” 
697  said  Yes  and  120  said  No. 

To  the  question,  “Do  you  desire  fur- 
ther information  regarding  specifics  of 
possible  complications  of  the  pro- 
cedure?” 134  said  Yes  and  679  said  No. 

To  the  question,  “Has  this  informa- 
tion caused  you  to  change  your  mind  as 
to  whether  to  go  through  with  this  pro- 
cedure?” 277  said  it  made  them  more 
comfortable  going  ahead  with  it;  326  said 
it  did  not  affect  them  one  way  or  the 
other;  223  said  it  made  them  less  com- 
fortable; and  10  said  it  .aused  them  to 
decide  not  to  go  ahead  with  the 
procedure. 

The  consent  form,  which  is  to  be  sign- 


ed by  the  patient,  says: 

“Dear  Patient:  Your  doctor  has  refer- 
red you  for  an  angiogram,  which  is  a 
study  of  your  blood  vessels.  This  is  one 
of  the  most  accurate  studies  we  can  make 
concerning  the  condition  of  your  blood 
vessels.  As  with  all  medical  procedures, 
it  carries  some  risks,  about  which  we 
think  you  should  be  informed.  Your  doc- 
tor is  aware  of  these  risks  and  has  deter- 
mined that  the  benefit  in  diagnostic  in- 
formation which  may  be  obtained  from 
the  arteriogram  outweighs  the  potential 
risk  of  the  procedure. 

“In  this  procedure  a small  tube 
(catheter)  is  introduced  into  one  or  several 
of  your  blood  vessels.  Through  this  tube, 
a solution  will  be  injected  which  will 
enable  us  to  see  your  blood  vessels  on  x- 
rays.  This  tube  is  introduced  into  a blood 
vessel,  either  in  your  arm  or  your  groin, 
by  means  of  minor  surgery  under  local 
anesthesia. 

“Patients,  understandably,  wonder 
what  complications  can  occur  from  this 
procedure.  It  does  involve  some  minor 
surgery  and  it  does  involve  entering  the 
body  and  the  bloodstream.  The  usual 
complications,  which  we  consider 
relatively  minor  but  nevertheless  can  be 
distressing  to  patients,  are  accumulations 
of  blood  in  the  tissues  where  the  catheter 
has  been  introduced  (hematoma)  or  a 
small  outpouching  of  the  artery  at  the  site 
where  it  was  entered  by  the  catheter. 
There  are  less  frequent  complications 
which  we  consider  more  serious,  which 
might  lead  to  serious  damage  or  to  loss 
of  an  organ.  Surgery  may  be  required  to 
correct  the  complication. 

“Very  rarely,  complications  from  the 
procedure  have  resulted  in  death.  This  has 
occurred  four  times  in  the  6,500  angio- 
grams we  have  performed. 

“Our  overall  serious  complications  rate 
is  approximately  one  in  500  angiograms. 

“It  would  be  impractical,  and  probably 
misleading  to  the  average  person,  to 
describe  here  in  detail  all  of  the  complica- 
tions which  might  possibly  result  from 
this  procedure.  If  you  would  like  more 
detailed  information,  we  will  be  glad  to 
discuss  it  with  you.” 

Complications  may  run  fairly  high  in 


some  procedures,  thus  increasing  the  risk 
to  the  patient  and  for  a lawsuit.  For  ex- 
ample, percutaneous  biliary  drainage  ac- 
cording to  a series  of  68  patients  resulted 
in  complications  in  16  patients,  which  was 
23%.  There  were  two  deaths,  which 
amounted  to  3%.  Hemorrhage  occurred 
in  three  patients,  one  of  whom  died;  five 
had  early  sepsis,  one  of  whom  died;  five 
developed  late  sepsis;  two  had  a liver 
abscess  and  one  had  bile  pleural  effusion. 
Usually  this  procedure,  however,  is  used 
on  patients  with  obstructive  jaundice 
most  often  due  to  malignancy.21 

The  procedure  may  prevent  patients 
from  major  surgery  and  the  author  felt 
the  morbidity  and  mortality  were  much 
lower  than  those  who  had  a surgical 
bypass.  Nevertheless,  the  risk  is  there  and 
sometimes  patients  sue  for  bad  results 
even  though  excellent  technique  had  been 
used  and  the  risk  well  known  and  even 
though  the  condition  for  which  the  pro- 
cedure was  used  is  almost  always  a serious 
ailment.  They  sue,  too,  for  the  “deep 
pocket” — the  company  who  made  the  in- 
strument and  the  company  who  made  the 
materials  that  went  into  the  instrument. 
So,  once  again,  total  honesty  and  full  in- 
formed consent  are  necessary  preventives 
for  suit  and  for  defense  in  event  of  a suit. 
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Drugs  and  Insomnia 

A National  Institutes  of  Health  Consensus  Report  Synopsis 


JEAN  WOERNER,  M.D 
Indianapolis 


A national  survey  on  sleep  disorders 
found  that  one-third  of  the  population 
reported  some  insomnia  and  17%  con- 
sidered it  a serious  problem.  One-half  of 
the  17%  reported  a high  level  of  emo- 
tional stress. 

National  Institute  of  Mental  Health 
and  the  Office  of  Medical  Applications 
of  Research  of  the  National  Institutes  of 
Health  convened  a Consensus  Develop- 
ment Conference  on  November  15,  1983, 
to  attempt  to  develop  principles  to  facili- 
tate diagnosis  and  treatment  of  insomnia. 

Consideration  of  1)  when  medication 
might  be  considered  and  what  kind  of 
sleep  disturbances  made  medications 
undesirable;  2)  what  pharmacologic  fac- 
tors to  consider  in  selection  of  sleep  - pro- 
moting medication;  3)  what  the  ap- 
propriate treatment  strategies  are  in  us- 
ing sleep-promoting  medications  on 
short-term  or  long-term  basis;  4)  what  the 


principal  cautions  and  risks  are  regard- 
ing medical  status,  age,  concurrent  drug 
use,  etc.;  and  5)  what  research  areas  need 
further  development  elicited  the  follow- 
ing recommendations. 

1.  Treatment  should  be  directed 
toward  the  medical  or  psychiatric  condi- 
tion and  if  symptoms  persist  because  of 
pain  or  discomfort,  adjunctive  treatment 
with  sleep-promoting  medication  may  be 
of  use.  If  situational  stress  can  be  an- 
ticipated as  a short-term  problem,  sleep 
promoting  medications  might  be 
considered. 

Treatment  for  long-term  insomnia 
must  be  evaluated  individually.  The 
presence  of  alcoholism,  sleep  apnea, 
daytime  sleepiness,  or  heavy  snoring 
should  make  one  very  cautious  in 
prescribing  these  medicines  for  long-term 
insomina. 

2.  Therapeutic  index,  dose,  rate  of  ab- 
sorption, active  metabolites,  drug  interac- 
tions, lipophilicity,  rate  of  tissue  distribu- 
tion, clearance  rate,  and  drug  effect  are 
pharmacologic  factors  to  be  considered. 
Benzodiazepines  were  chosen  for  discus- 
sion of  these  properties  since  they  are 
most  frequently  used  today. 


3.  Strategies  employed  should  consider 
transient  insomnia,  short-term  insomnia 
or  long-term  insomnia,  and  should  dif- 
fer for  these  three  classifications.  In  tran- 
sient insomnia,  treatment  might  be 
needed  for  one  to  three  nights  or  not  at 
all.  In  short-term  insomnia,  intermittent 
use  of  drugs  might  be  advisable.  Long- 
term insomnia  requires  special  medical 
and  psychological,  and  psychiatric 
evaluation. 

4.  Risks  involved  vary  with  the  patient, 
the  situation,  and  the  condition  being 
treated!  Risks  are  greater  in  pregnancy, 
sleep  apnea,  alcoholism,  patients  with  im- 
paired renal  and  hepatic  function,  and  pa- 
tients on  multiple  other  drugs. 

5.  Research  areas  needing  further 
development  include  epidemiologic 
studies,  cost-effectiveness,  the  process  of 
self-treatment,  the  daytime  performance 
of  insomniacs  with  and  without  treat- 
ment, somatic,  psychological,  social,  and 
economic  costs  of  untreated  insomnia  and 
the  costs  of  therapeutic  approaches,  and 
the  function  and  physiology  of  normal 
sleep  and  the  pathophysiology  of  abnor- 
mal sleep,  and  the  search  for  new  and  bet- 
ter treatments  for  insomnia. 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 
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"Herpecin-L  Lip  Balm  is  the  treatment  of 
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Brand  name 

druaor 
generic  drug? 


Yean  better  judgement  is  the  best  prescription. 


It’s  up  to  you,  the  doctor,  to 
decide  whether  to  prescribe 
brand  name  or  generic  drugs. 
When  you  think  generics  are  in 
the  best  interest  of  your  patients, 
Peoples  Drug  Stores  can  save 
them  up  to  50%  on  the  cost  of 
their  prescriptions. 

Peoples  is  a leader  in 
offering  generic  drugs  equivalent 


in  quality  to  brand  name  drugs. 
We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehen- 
sive generic  drug  program. 

Today  we  believe  we  stock  the 
largest  supply  of  both  brand 
name  and  generic  drugs. 

If  you  have  a question  about 
a generic  drug  or  need  any  other 
assistance  from  a Peoples 


pharmacist,  use  our  special 
unlisted  phone  number.  Each 
Peoples  Drug  Store  has  one.  It's 
given  only  to  doctors  and 
answered  only  by  our  pharma- 
cists. If  you  don’t  have  this 
number  yet,  just  call  your  nearest 
Peoples  Drug  Store  and  ask  the 
pharmacist  for  the  special 
"doctors  only"  number. 
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COLEMAN  HALL 


A Monument  to  Indiana  Medicine 


MADGE  DISHMAN 
Indianapolis 


Dwarfed  and  depreciated  by 
enormous,  more  noticeable  build- 
ings, she  remained  proud  and 
dignified.  Even  as  sandblasters  washed 
her  face,  she  stood  undaunted — like  a 
quaint,  little  old  lady  magnanimously  pa- 
tient to  the  hubbub  of  men  and  machines 
within  her  walls. 

Coleman  Hall,  for  almost  half  a cen- 
tury known  as  the  William  H.  Coleman 
Hospital  for  Women,  has  changed. 

No  longer  do  her  circular  driveway  and 
protective  portecochere  welcome  the  ex- 
pectant mother  to  solace  within.  No 
longer  does  an  expectant  father  pace  ner- 
vously in  her  halls.  No  longer  do  her  walls 
hear  the  piercing  scream  of  a newborn. 

In  fact,  a newborn’s  cry  has  not  been 
heard  there  since  1973  when  the  clinical 
services  and  teaching  facilities  of  Cole- 
man Hospital  moved  to  University 
Hospital’s  second  floor  Obstetrics  and 
Gynecology  Department.  Progress, 
change  and  innovations  in  obstetrics  and 
gynecology  left  her  abandoned  in  the 
shadow  of  the  looming  new  buildings  of 
the  Indiana  University  Medical  Center. 

An  aerial  view  of  the  Indiana  Univer- 
sity/Purdue University  at  Indianapolis 
campus,  where  Coleman  Hall  is,  shows 
her  modest  rectangular  shape  almost  lost 
in  a profusion  of  the  other  many-winged 
and  multi-layered  outlines.  But  the  ac- 
complishments of  Coleman  Hospital  for 
Women  were  not  modest. 

The  Indiana  University  School  of 
Medicine,  as  well  as  the  city  of  In- 
dianapolis and  neighboring  communities, 


was  fortunate  in  receiving  the  gift  of  a 
maternity  hospital  from  Mr.  and  Mrs. 
William  H.  Coleman.  This  gift,  totalling 
$300,000  in  real  estate  and  money,  was 
unprecedented  in  the  history  of  the  School 
of  Medicine. 

The  William  H.  Coleman  Hospital  for 
Women  was  the  first  obstetric  and 
gynecologic  hospital  built  in  Indiana.  It 
was  one  of  12  such  hospitals  in  the  United 
States  when  opened  in  1927. 

Although  named  after  Mr.  Coleman, 


the  hospital  was  dedicated  to  the  memory 
of  the  Coleman’s  daughter,  Suemma 
Vajen  Coleman.  She  died  in  April  1924 
of  a chronic  renal  disease,  a complica- 
tion of  her  only  pregnancy. 

At  the  time  of  dedication  on  October 
29,  1927,  there  were  eight  patients  already 
receiving  care.  The  first  baby  born  in 
Coleman  Hospital  was  named  Coleman 
Oertel,  of  New  Palestine,  and  years  later 
he  received  a $5,000  education  fund  in 
Mrs.  Coleman’s  will. 

With  64  beds  (exclusive  of  the  nursery) 
and  22  private  rooms,  Coleman  Hospital 
was  described  as  “one  of  the  best  modern 
examples  of  a well  arranged  and  equip- 
ped hospital  for  lying-in  patients.”  Mr. 
and  Mrs.  Coleman  wanted  the  hospital 
to  be  a “teaching  hospital,  helpful  in 
training  physicians  and  nurses  who  would 
carry  the  beneficent  influence  of  the 
hospital  throughout  the  state  and 
nation.” 

In  the  47-year  history  of  the  Coleman 
Hospital  for  Women,  more  than  2,500 
student  nurses  received  maternity  train- 
ing. All  Indiana  University  medical 
students  from  the  classes  of  1928  through 
1973  learned  to  do  their  first  normal 
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Through  these  doors,  I welcomed  all  in  need  of  my  care  and  I sent  out  into  the 
world  more  than  70,000  new  lives. 


deliveries  at  Coleman.  Postgraduate  and 
residency  training  were  also  important 
endeavors. 

It  is  ironic  that  the  very  principle  of 
Coleman  Hospital’s  existence  eventually 
caused  her  abandonment.  Education  and 
research  brought  progress,  change  and  in- 
novations in  obstetrics  and  gynecology. 

Times  changed;  the  1927  “modern  ex- 
ample of  a well  arranged  and  equipped 
hospital”  became  outmoded  by  1973.  The 
classes  of  the  Indiana  University  School 
of  Medicine  outgrew  her  limited  space. 
She  could  not  meet  with  minimum  fire 
codes  for  a hospital. 

So  instead  of  the  piercing  cries  of 
newborns,  her  walls  echoed  sounds  of 
hammers,  saws  and  drills.  Instead  of  an 
antiseptic  smell,  her  corridors  took  on  an 
aroma  of  new  wood  and  paint. 

With  a washed  face  and  newly  draped 
windows,  still  dwarfed  by  her  neighbors, 
she  now  stands  proud  and  dignified. 
There  is  a self-satisfied  look  in  the  wide, 
broad-shouldered  structure  that  seems  to 
say,  “Through  these  open  doors,  I 
welcomed  all  in  need  of  my  care  and  I 
sent  out  into  the  world  70,000  new  lives. 
Do  what  you  will  with  me;  I have  served 
my  purpose.” 

Coleman  Hall  continues  to  serve  the 
citizens  of  Indiana  and  is  still  dedicated 
to  education.  The  Division  of  Allied 
Health  Sciences  of  the  Indiana  Univer- 
sity School  of  Medicine  now  makes  its 
home  there. 

The  Allied  Health  Sciences  is  an  array 
of  studies  related  to  medical  science,  such 
as  respiratory,  physical  and  occupational 
therapy.  Coleman  Hall  houses  classrooms 
for  these  fields  as  well  as  medical  records, 
administrative  and  faculty  offices.  The 
IUPUI  campus  Student-Employee  Health 
Services  occupies  half  of  the  first  floor. 

Renovation  cost  $2.5  million.  The 
original  1927  exterior  was  polished 
through  sandblasting  and  refinishing  of 
window  casements  and  door  woodwork- 
ing. But  the  interior  was  modernized  by 
changing  central  hallways  and  room 
layouts  to  meet  safety  codes. 

Modern  educational  standards  dictated 
the  choice  of  equipment  and  structure  of 
the  second  floor  classrooms  and 


laboratories.  The  wall  mural  in  the  former 
34-bassinet  nursery,  painted  by  local 
teenagers,  now  is  replaced  by  a color- 
'coordinated  decor.  The  white  delivery 
room  on  the  east  end  of  the  third  floor 
is  now  a classroom  in  tones  of  green. 

Even  the  landscaping  was  changed  and 
Coleman  Hall  lost  the  legendary  “May 
Tree.”  Those  who  remember  the  tree  say 
that  Mrs.  Coleman  brought  a seedling 
from  one  of  her  trips  to  Europe  and 
planted  it  near  the  east  wing  of  Coleman 
Hospital.  It  was  supposedly  one  of  two 
such  trees  in  Indianapolis.  Its  lavender- 
pink  blossoms  were  always  out  by  Derby 
Day. 

The  “May  Tree”  is  gone,  but  a similar 
beauty  remains  in  the  flowering  crab- 
apple  trees  that  line  Michigan  Street  in 
front  of  Coleman  Hall.  The  William  H. 
Coleman  Hospital  for  Women  is  gone, 
but  the  education  and  service  for  which 
she  was  built  goes  on  within  her  walls  and 
through  the  Obstetrics  and  Gynecology 
Department  at  University  Hospital. 


Mr.  Coleman  must  have  realized  before 
he  died  in  1946  that  his  hospital  was  serv- 
ing the  purpose  he  had  built  her  for.  He 
was  a self-made  wealthy  man  who  gave 
more  than  $1  million  in  charitable  gifts 
to  benefit  the  citizens  of  Indianapolis  and 
neighboring  communities. 

Six  months  before  his  death,  the  In- 
dianpolis  Times  printed  this  tribute  to 
both  the  Colemans:  “Mr.  and  Mrs.  Cole- 
man have  supported  so  generously  every 
project  that  meant  relief  or  rehabilitation 
for  the  unfortunate  that  their  name  has 
become  synonymous  with  giving.” 

In  December  1946,  at  the  age  of  98  and 
after  almost  a century  of  giving,  Mr. 
Coleman  took  back  only  one  week  of  the 
care  and  aid  he  had  made  possible.  A 
healthy,  robust  man  until  that  time,  he 
died  of  pneumonia  in  a room  on  the  west 
end  of  the  second  floor  of  Coleman 
Hospital. 

He  was  reported  to  be  the  only  male 
patient  ever  admitted  to  the  William  H. 
Coleman  Hospital  for  Women. 
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Why  A Dues  Increase  Now? 


A Message  from  the  Executive  Director 


WITHOUT  THE  FINANCIAL  SECUR- 
ITY of  an  increasingly  solid 
monetary  base,  your  Associa- 
tion cannot  grow,  cannot  assert  the  kind 
of  leadership  that  is  clearly  necessary  to 
implement  aggressive  programs  and  ef- 
fect appropriate  changes  in  the  provision 
of  medical  care  to  this  and  the  next 
generation  of  Hoosiers. 

Your  Association  survived  the  past  nine 
years  without  a dues  increase  partly 
because  of  the  fact  that  membership  dues 
constitute  only  about  54%  of  ISMA’s 
total  income,  and  partly  because  of  in- 
vestment income  and  other  miscellaneous 
sources  (advertising,  convention  exhibits, 
administrative  services,  etc.)-  But  it  was 
mainly  due  to  the  efficient  management 
of  finances  and  personnel  that  your 
Association  was  able  to  underspend  the 
budget,  while  increasing  membership  pro- 
grams and  benefits,  during  Fiscal  Year 
1983,  even  though  we  experienced  76% 
cumulative  inflation  in  the  general 
economy  since  1975.  However,  in  Fiscal 
Year  1983-84,  the  Association  is  work- 
ing under  a projected  deficit  budget  of 
$35,000. 

The  current  dues  level  of  $181  was 
established  in  1975.  In  1982  the  House 
of  Delegates  approved  a special  purpose, 
two-year  dues  increase  of  $25  which  ex- 
pires this  year  (1984).  As  a consequence, 
ISM  A dues  for  1983  and  1984  were  $206 
but  will  revert  back  to  $181  in  Fiscal  Year 
1984-85  without  further  action  by  the 
House  of  Delegates. 

Before  leaving  the  issue  of  the  special 
two-year  dues  increase,  I believe  you 
should  know  what  happened  to  the 
money  in  the  special  dues  account.  A total 
of  $240,000  in  dues  money  has  been  col- 
lected thus  far  from  1982  and  1983  dues 
payments.  The  ISMA  expended  approx- 
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Executive  Director 
Indiana  State  Medical  Association 


imately  $30,000  in  legal  fees  from  the  ac- 
count in  obtaining  legal  advice  on  whether 
to  litigate  the  Blue  Cross  and  Blue  Shield 
VIP  program,  leaving  a balance  of  some 
$210,000.  And  just  recently  the  Board  of 
Trustees  approved  a two-year,  $200,000 
public  relations  program  consisting  of 
positive  media  messages  designed  to  posi- 
tion physicians  as  patient  advocates  in  the 
public’s  mind.  The  Board  further 
authorized  an  expenditure  of  $88,000  for 
the  current  fiscal  year  to  fund  the  initial 
phase  of  the  campaign  to  be  charged 
against  the  special  dues  account. 

Now  let’s  take  a look  at  the  $181  dues 
structure  of  1975  and  see  what  inflation 
has  done.  Applying  an  inflation  factor  of 
76%  against  the  $181  dues  reveals  that 
the  1975  dues  are  worth  $81  in  1984.  The 
accompanying  bar  graph  illustrates  the 


erosion  that  took  place  during  the  period 
1975/1983  due  to  inflation  alone. 

In  order  to  support  the  Association’s 
increasing  level  of  activities  and  programs 
for  fiscal  year  1984-85,  the  Executive 
Committee  is  recommending  a $54  dues 
increase  which  would  raise  ISMA  dues 
from  $181  (the  1975  level)  to  $235. 
Recognizing  the  importance  of  the  legisla- 
tion and  regulations  on  medical  practice, 
this  would  permit  the  Association  to  hire 
two  new  legislative  assistants  and  an  ad- 
ditional half-time  staff  equivalent  in 
public  relations. 

Some  of  the  projects  that  the  ISMA  of- 
ficers, commission  members  and  staff  are 
currently  involved  in  include:  a review  of 
the  mechanisms  of  direct  and  indirect 
advertising  of  medical  services  in  Indiana; 
developing  a presentation  to  inform  the 
membership  about  such  alternative 
medical  care  delivery  systems  as  HMOs, 
PPOs,  and  IPAs;  a statewide  public  in- 
formation campaign  positioning  physi- 
cians as  the  patient’s  advocate;  develop- 
ing a Peer  Review  Organization  for  In- 
diana; review  of  the  Patients’  Compen- 
sation Act  by  the  Malpractice  Advisory 
Committee  in  order  to  develop  recom- 
mendations for  changes  that  may  be 
necessary;  meeting  with  senior  citizens’ 
groups  to  discuss  problem  areas  such  as 
health  care  costs  and  explaining 
Medicare;  lobbying  on  important  national 
and  state  issues  such  as  Medicare  assign- 
ment; monitoring  the  DRG  Program,  etc. 
These  special  projects  and  programs  in- 
volve specific  issues  and  events  of  im- 
mediate concern  to  the  membership  and 
are  being  addressed  in  addition  to  the 
routine  activities  of  your  Association. 

Commissions  and  staff  members  con- 
tinue to  work  in  such  vital  areas  as 
monitoring  meetings  of  the  Medical 
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Licensing  Board  and  the  State  Board  of 
Health,  and  reviewing  all  state  and  federal 
rules  and  regulations  which  could  affect 
medical  practice.  ISMA  is  active  in  the 
areas  of  sports  medicine  and  Indiana’s 
high  school  athletes,  geriatrics  and  nurs- 
ing homes,  public  health,  continuing 
medical  education,  members’  health,  life 
and  professional  liability  insurance  and 
financial  planning,  public  relations,  and 
more. 

You  will  be  interested  to  know  that  the 
proposed  dues  increase  of  $54  will  still 
keep  ISMA’s  fiscal  year  1985  dues  below 
our  neighboring  state  associations  which 
are  as  follows: 

Illinois  — $253 
Michigan  — $290 
Kentucky  — $300 
Ohio  — $240 

If  you  have  any  questions  regarding 
any  aspect  of  ISMA  finances,  please  con- 
tact any  of  us  at  ISMA  headquarters.  A 
more  detailed  presentation  will  be  made 
to  the  Reference  Committee  at  the  ISMA 
annual  meeting  in  October. 


Relative  Value  of  $181  ISMA  Membership  Dues 

1976 


INDIANA  MEDICAL  BUREAU 

1010  East  86th  St.  — 72  Winterton 
Indianapolis  46240 
844-7933 

A Licensed  Employment  Agency 

Specializing  in  Medical  Personnel  Since  1952 
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Readership  Survey  Results 

Thanks  to  293  of  500  Indiana  physi- 
cians who  responded  to  a recent  reader- 
ship  survey,  we  now  know  that  an  average 
issue  of  Indiana  Medicine  is  read  by 
68%  of  ISMA  members. 

The  survey,  conducted  by  a private 
firm,  Health  Industries  Research  of  Stam- 
ford, Conn.,  revealed  that  Indiana 
Medicine  is  read  thoroughly  by  65%  of 
its  readers.  That’s  important  information 
for  advertisers  because  thorough  readers 
are  more  likely  to  see  an  individual  ad 
page. 

A qualitative  evaluation  of  our 
magazine  showed  that  92%  of  our  readers 
wish  to  continue  receiving  it.  And  on  a 
scale  from  1 (low)  to  5 (high),  we  receiv- 
ed an  overall  quality  rating  of  3.5. 

Why  do  Hoosier  doctors  read  In- 
diana Medicine?  The  survey  said  that 
72%  of  readers  are  mostly  interested  in 
the  clinical  articles  written  by  Indiana 
physicians.  Over  half  of  readers  said  one 
of  their  reasons  for  reading  it  included 
news  of  people  and  Association  news. 
News  of  events  attracts  49%  of  our 
readers  and  CME  articles  attract  48%. 

The  features  most  widely  read  are  the 
clinical  articles  (91%),  the  CME  articles 
(89%)  and  the  What’s  New?  column 
(88%).  These  are  followed  by  Medical 
Museum  Notes  (80%),  editorials  and 
commentaries  (77%),  Future  File  (67%), 
Obituaries  (65%),  president’s  or  executive 
director’s  message  (62%),  Public  Health 
Notes  (61%),  new  Association  members 
(55%),  Physicians’  Directory  (54%), 
ISMA  commission  reports  (50%),  Book 
Reviews  (49%)  and  Commercial  An- 
nouncements (37%). 

Readers  were  asked  to  evaluate  the 
CME  articles — one  is  published  each 
month — and  the  majority  (74%)  found 
the  level  of  difficulty  about  right. 
However,  of  the  physicians  reading  the 
CME  articles,  90%  indicated  that  they 
seldom  or  never  apply  for  CME  credit. 

Of  the  approximately  5,700  Indiana 
physicians  who  receive  Indiana 
Medicine,  membership  records  indicate 
that  more  than  1,400  are  family  physi- 
cians, 550  are  internists,  335  are  obstetri- 
cian/gynecologists, 390  are  general 
surgeons,  300  are  anesthesiologists,  265 
are  pediatricians  and  225  are  radiologists. 

Also  among  our  readers  are  240  or- 


thopedic surgeons,  200  ophthalmologists, 
200  psychiatrists,  160  pathologists  and 
about  130  urologists.  With  about  100  in 
each  category  are  cardiovascular  disease 
specialists,  general  practitioners, 
emergency  medicine  specialists,  otorhino- 
laryngologists  and  diagnostic  roent- 
genologists. And,  although  their  numbers 
are  .'ewer,  we  have  readers  representing 
at  least  50  other  specialties. 

We  certainly  can’t  please  all  of  our 
readers  all  of  the  time,  but  apparently 
we’re  pleasing  some  of  them  part  of  the 
time.  That’s  enough  to  make  the  task 
worthwhile  and  rewarding. 

Califano  on  Health  Care 

Joseph  A.  Califano,  Jr.,  former 
secretary  of  HEW,  is  now  chairman  of 
the  Committee  on  Health  Care  for  the 
Chrysler  Corporation  board  of  directors. 
He  is  calling  for  a change  in  our  health- 
care system  and  points  to  the  auto  in- 
dustry to  lead  the  way.  Califano  urges 
business  and  labor  to  negotiate  health- 
care benefit  plans  “which  are  designed 
to  spur  competition  in  the  delivery  of 
health  care.” 

Previous  union  negotiations  produced 
a health-care  package  which  was  as  loose 
as  a goose  financially  with  first-dollar 
coverage  and  no  incentives  toward  pru- 
dent use  of  rare  and  costly  diagnostic  and 
treatment  facilities.  It  is  estimated  that 
each  American-built  car  now  contains 
within  its  price  enough  medical-care 
dollars  to  have  bought  the  car  outright 
25-30  years  ago.  This  is  the  best  place, 
and  probably  the  only  place,  to  reverse 
the  present  run-away  inflation  of  the  cost 
of  medical  services. 


Child  Passenger  Safety 

National  motor  vehicle  accident 
statistics  in  regard  to  involvement  of 
children  in  deaths  and  disability  serve  to 
emphasize  the  importance  of  Indiana’s 
child  protection  law.  Nearly  3,400 
children  under  5 years  were  killed  and 
more  than  250,000  were  injured  between 
1978  and  1982  while  riding  as  motor  vehi- 
cle passengers. 

Almost  90%  of  the  fatalities  and  67% 
of  the  disabling  injuries  could  have  been 


prevented  by  the  proper  use  of  child 
safety  seats,  according  to  a report  by  the 
National  Technical  Information  Service 
of  the  U.S.  Department  of  Commerce. 

The  report  examines  the  use  and  crash 
performance  of  child  safety  seats,  the 
economic  costs  of  child  passenger  deaths 
and  injuries,  and  child  passenger  protec- 
tion laws — benefits,  limitations,  and 
loopholes.  The  elements  of  an  effective 
child  passenger  protection  law  are 
presented. 

Copies  of  the  report  may  be  obtained 
for  $14.50.  Order  by  number  and  title: 
PB83-917005/TCV,  Safety  Study— Child 
Passenger  Protection  Against  Death, 
Disability,  and  Disfigurement  in  Motor 
Vehicle  Accidents.  NTIS,  5285  Port 
Royal  Road,  Springfield,  Va.  22161. 


Nuclear  Waste  Disposal 

The  safe  and  timely  disposal  of  low- 
level  radioactive  waste  which  results  from 
use  of  radioactive  elements  in  medical 
diagnosis  and  treatment  and  for  biomedi- 
cal research  is  an  important  activity  which 
is  in  the  process  of  being  organized  and 
regulated  by  federal  and  state  law.  The 
American  College  of  Nuclear  Physicians 
(ACNP)  has  a Speakers  Bureau  and  will 
provide  speakers  without  charge  for  ma- 
jor meetings  of  all  medical  specialty 
societies,  state  and  major  county  medical 
societies  and  other  health-related 
organizations. 

According  to  the  Federal  Low-Level 
Radioactive  Waste  Policy  Act  of  1980, 
each  state  must  pass  legislation  either  to 
enter  into  a regional  compact  for  disposal 
or  to  establish  its  own  facility  by  January 
1986,  or  the  generation  of  waste  within 
its  boundaries  must  stop. 

The  ACNP  is  impressed  with  the  low 
level  of  nuclear  energy  information 
among  the  population  at  large.  This 
deficit  starts  with  lack  of  knowledge  as 
to  the  importance  of  various  nuclear 
agents  in  diagnosis,  extends  to  a lack  of 
appreciation  concerning  the  value  of 
nuclear  energy  in  treatment,  and  finally 
involves  the  safe  disposal  of  nuclear  waste 
(either  low-level  or  very  low-level)  which 
is  left  over  when  the  medical  mission  has 
been  accomplished. 

The  waste  management  problems  must 
be  solved,  else  all  the  medical  uses  of 
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nuclear  energy  will  be  terminated. 

Physicians  should  be  aware  of  the 
problems.  They  should  organize  educa- 
tional seminars  at  large  county,  district 
or  state  meetings.  National  medical 
specialty  societies  should  do  likewise. 
And,  more  importantly,  physicians 
should  be  alert  to  the  duty  to  inform  pro- 
gram chairmen  of  health-oriented 
organizations,  luncheon  clubs,  and  all 
public  information  media,  concerning  the 
possibility  of  obtaining  well  informed  and 
talented  public  speakers  for  this  most  im- 
portant and  highly  interesting  subject. 

The  American  College  of  Nuclear 
Physicians  is  headquartered  at  1 101  Con- 
necticut Avenue,  N.W.,  Suite  700, 
Washington,  D.C.  20036.  The  phone  is 
(202)  857-1 135.  Ask  for  Barbara  C.  Teele, 
Educational  Coordinator. 

Hepatitis  B Vaccine 

A new  vaccine  for  Hepatitis  B,  produc- 
ed by  recombinant  DNA,  has  been  tested 
and  found  to  be  effective.  The  produc- 
tion method  is  important  because  the 
amount  of  vaccine  produced  will  not  be 
limited  by  shortage  of  suitable  plasma, 
and  will  be  free  of  any  extraneous  living 
agent  that  might  be  present  in  the  start- 
ing plasma. 

The  JAMA  article  which  reported  the 
new  vaccine  states  that  immunizations 
with  the  plasma-produced  vaccine  have 
been  considerably  less  in  number  than 
was  expected,  probably  because  of  the 
fear  of  acquiring  hepatitis  or  AIDS. 


The  Odd  Couple 

Guest  Editorial 

Physicians  generally  have  an  uneasy 
feeling  about  lawyers.  There  are  a few  ex- 
ceptions of  circumstance,  perhaps — 
when,  for  example,  legal  services  are 
needed  in  maneuvers  such  as  malpractice 
defense  or  countersuits.  There  are  even 
occasional  instances  of  social  rapport 
when  professional  differences  are,  for- 
tunately, muted.  At  the  organizational 
level,  the  respective  parent  groups  issue 
intermittent  announcements  that  there  are 
no  real  differences  of  attitude  or  purpose 
between  them — and  anyway  they  are  try- 
ing to  work  them  out. 


Meantime  (this  to  keep  peace  in  our 
editorial  family),  a small  but  increasing 
number  of  renegades  from  both  camps 
are  acquiring  the  academic  qualifications 
to  serve  either  side  but  their  intent  seems 
not  so  much  to  reconcile  their  respective 
philosophies  as  to  gain  the  inside  track 
in  confronting  their  opposite  numbers. 
Physicians  generally,  as  we  said  in  the 
first  place,  have  an  uneasy  feeling  about 
lawyers. 

Although  the  medical  profession  needs 
no  particular  reminder  of  the  progressive 
intrusion  of  lawyers  into  its  functions,  we 
have  recently  become  aware  of  a group 
whose  emergence  was  probably  in- 
evitable, the  National  Health  Lawyers 
Association.  It  is  not  surprising  that  such 
a group  exists.  A prime  national  charac- 
teristic is  that  when  two  or  more  in- 
dividuals can  find  a common  denomina- 
tor, they  feel  compelled  to  organize,  com- 
plete with  constitution,  by-laws,  and  an 
annual  dinner  meeting  with  the  spouses. 
The  fact  is  that  this  organization 
represents  a sort  of  maturation,  a recogni- 
tion that  matters  of  health  are  so  exten- 
sive, so  much  a part  of  the  national  scene, 
and  so  productive  of  legal  questions  that 
the  united  interests  of  the  legal  profes- 
sion demand  this  type  of  forum. 

This  is  not  in  any  way  to  object  to  such 
an  organization  or  see  deliberately  ulterior 
motives,  either  of  presence  or  purpose, 
in  its  existence.  The  generality  of  its  title 
leaves  room  to  believe  that  it  may  have 
interest — even  positive  benefit — for 
physicians,  particularly  those  immediately 
involved  in  negotiations  of  medicine  with 
various  social  and  political  entities — and 
that’s  a lot  of  territory.  Our  interest, 
rather,  was  attracted  by  the  remarks  of 
one  of  their  members  at  a recent  meeting 
regarding  the  progression  of  changing  at- 
titudes in  the  antitrust  climate  as  it  is  af- 
fecting the  medical  corps.  It  was  not  so 
much  the  details  (we  need  to  save  some 
of  them  for  another  time)  as  the  implica- 
tions for  one  limited  phase  of  medical  ac- 
tivity, hospital  staff  selection. 

Physicians  have,  in  the  past,  been 
accorded — and  accepted  as  a basic  right 
of  the  profession — the  responsibility  of 
passing  on  the  professional  merits  of  staff 
membership  applications  and,  conse- 
quently, reappointments.  It  was  general- 
ly assumed  that,  being  familiar  with  the 


needs,  acquainted  with  the  intricacies  of 
professional  preparation  and  qualifica- 
tion, and  generally  supportive  of  a high 
quality  of  function,  they  knew  how  to  do 
this  best.  Professional  interests  were  bet- 
ter served  not  by  prostitution  of  the  pro- 
cess but  by  adherence  to  objective  stan- 
dards of  quality.  By  and  large,  hospital 
boards  accepted  their  recommendations 
and  generally  confined  their  attentions  to 
the  incoming  bills,  the  administrator’s 
ambitions,  and  the  balance  sheet. 

No  more.  As  hospitals  conglomerate 
and  medical  staff  activities  become  an  ad- 
ministrative unit  in  a complex  of  services 
(albeit  an  important  one),  it  is  an  increas- 
ing certainty  in  the  legal  mind  that  there 
is  an  abiding  conflict  of  interest  for  physi- 
cians in  choosing  their  peers  or  judging 
their  functions,  that  what  the  physicians 
thought  of  as  qualifications  for  such 
judgments  were  actually  grounds  for  ex- 
clusion from  it,  and  that  only  the  hospital 
administration  and  board  (with  legal 
guidance,  of  course)  had  the  combination 
of  vision  and  objectivity  to  make  such 
determinations.  The  idea  has  been 
fostered  to  some  extent  by  disgruntled 
physicians  denied  appointment  or  reap- 
pointment, sometimes  justified,  some- 
times not,  for  which  judicial  intervention 
has  been  sought,  sometimes  successful- 
ly, sometimes  not. 

The  remarks  referred  to  (and  pre- 
sented, as  mentioned,  in  greater  length 
and  detail)  are  not  so  much  revelation  as 
confirmation  of  the  situation  which  is  well 
past  the  trend  stage.  Physicians  have  seen 
with  varying  clarity  the  development  of 
such  attitudes  but  have  been  relatively  im- 
potent to  offset  them,  given  the  state  of 
social  pressures.  Although  this  represents 
but  one  limited  phase  of  the  altered  physi- 
cian-hospital relationship,  the  process  has 
reached  a pervasive  level:  physicians  will 
be  increasingly  pressed  to  accommodate 
their  professional  integrity  to  what  are 
seen  to  be  legal  realities.  At  the  very  least, 
it  is  another  expression  of  the  direction 
in  which  medical  influence  is  moving  as 
the  relentless  repositioning  of  the  physi- 
cian in  the  medical  effort  is  accomplish- 
ed. Plus  a need  for  more  physicians  to 
go  to  law  school. — David  E.  Gray,  M.D., 
The  Journal  of  the  Kansas  Medical 
Society,  May  1984.  Reprinted  with 
permission. 
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DRG  Means  Split  the  Fee 

Guest  Editorial 

Medical  services  and  level  of  care  has 
undergone  a 360  degree  revolution  and 
now  is  faced  with  a recommended  repeat 
360  degree  turnaround. 

In  the  pre-specialty  era  of  the  Thirties 
and  Forties  the  family  doctor  practiced 
as  though  he  was  shipwrecked  on  a desert 
island.  He  saw  each  case  through  to  the 
end  and  was  limited  only  by  his 
knowledge,  experience  and  awareness. 
Many  general  practitioners  of  that  vin- 
tage practiced  surgery,  obstetrics,  inter- 
nal medicine,  orthopedics  and  all  special 
areas  to  the  best  of  their  judgment. 

With  the  advent  of  specialty  boards  and 
sub-specialty  boards,  primary  care  physi- 


cians began  to  transfer  high-risk  patients 
to  appropriate  experts. 

The  increase  in  professional  liability  or 
malpractice  responsibility  also  resulted  in 
transfer  of  those  potential  high-risk  pa- 
tients to  the  “best  available  source  of 
special  medical  care.” 

Gradually,  the  family  physician  dimin- 
ished his  involvement  in  general  surgery, 
high-risk  obstetrics,  orthopedics,  cardiac 
management,  neonatology  and  the  like. 
However,  with  the  maintenance  of  his 
responsibility  for  the  ultimate  outcome 
and  his  role  as  the  stabilizing  force,  his 
fees  did  not  significantly  diminish  and  the 
fees  of  the  super-specialists  were  added 
on  as  justifiable  maximum  top-notch 
medical  care. 

This  satisfied  the  goading  of  the  news 


Safety  vs.  Efficacy 

Guest  Editorial 

The  1962  Amendments  to  the  Food 
Drug  & Cosmetics  Act  requires  the  FDA 
to  evaluate  the  safety  and  efficacy  of  new 
drugs  before  they  are  released  for 
marketing  to  the  public.  As  most  of  you 
know  the  Kefauver-Harris  amendments 
were  enacted  into  law  as  a result  of  the 
Thalidomide  disaster. 

Some  observers  think  that  the  main 
reason  for  the  change  in  the  FD  and  C 
act  was  to  test  the  drugs  more  rigorously 
for  safety  and  the  word  “efficacy”  was 
added  as  an  afterthought.  At  that  time, 
even  the  most  astute  industry  executives 
did  not  realize  the  vast  changes  that  were 
to  come  about  in  the  industry  because  of 
one  word  - EFFICACY. 

What  followed  is  too  well  known  to  be 
discussed  here.  The  DESI  program, 
removal  of  thousands  of  heretofore  well 
accepted  drug  products  from  the  market 
and  so  on.  But  the  slow  down  in  the  in- 
troduction of  new  drug  products  in  the 
U.S.  market  was  the  most  disturbing 
result.  American  drug  manufacturers 
were  introducing  drugs  with  significant 
therapeutic  advantages  in  other  markets 
while  their  American  NDAs  were  bogged 
down  in  the  FDA’s  cumbersome  review 
process  of  judging  ‘efficacy’  of  the  drug. 
The  extensive  clinical  testing  of  the  new 
drugs  became  an  obsession  with  the  FDA 


officials  and  the  issues  of  efficacy  perhaps 
overshadowed  the  problems  of  drug 
safety  and  public  health. 

Mr.  Christopher  DeMuth,  chief  of  the 
office  of  Management  and  Budget  recent- 
ly suggested  that  what  is  needed  is  a fun- 
damental reform  of  basic  regulatory 
statutes.  One  of  his  examples  dealt  with 
the  FD  & C Act.  He  opined: 

“Rewrite  the  Food,  Drug  and  Cosmetic 
Act  to  emphasize  health  and  safety  pro- 
tection rather  than  government  approval 
of  the  ‘efficacy’  of  pharmaceutical  and 
medical  products.  Permit  considerations 
of  costs  and  health  benefits  in  making 
cosmetic  and  food-additive  decisions; 
streamline  cumbersome  medical  devices 
classification  scheme,  and  reduce  or 
eliminate  FDA’s  role  in  naming  foods 
(what  is  a ‘noodle’?).” 

It  is  our  contention  that  if  the  product 
lacks  efficacy  in  therapeutics,  it  will  disap- 
pear from  the  market  because  no  one  will 
prescribe  it.  There  is  no  doubt  in  our 
minds  that  the  new  drugs  must  be  tested 
for  efficacy  but  more  emphasis  should  be 
placed  in  studying  the  safety  of  the  drug 
products,  not  only  on  pre-marketing 
phases  but  also  after  the  drug  has  been 
released  in  the  market. 

Safety  first — the  saying  might  be  old, 
but  it  is  as  applicable  today  as  it  has  ever 
been  in  the  past. — “Action  in  Pharmacy” 
newsletter,  Kansas  City,  Mo. 


media — in  its  insatiable  goal  to  inform  the 
public  of  what  they  needed  and  deserv- 
ed. Not  being  responsible  for  that  cost 
gave  them  little  concern  for  analysis  of 
the  resultant  yield  from  exotic 
procedures. 

Patient  care  flourished  with  high 
technology,  but  at  the  resultant  sacrifice 
of  the  stabilizing  influence  of  the  primary 
care  physician  as  patient  advocate  and 
friend. 

Patients  subsequently  were  trained  to 
run  to  high  cost  sophisticated  hospital 
Emergency  Rooms  and  now  with  the 
physician  glut  the  newly  created  “Doc  in 
a Box”  neighborhood  convenience  store 
is  on  the  horizon. 

These  are  ideal  if  the  consumer  patient 
is  knowledgable  and  educated  satisfac- 
torily to  know  how,  when  and  where  to 
enter  the  medical  millstream.  But  woe  to 
the  patient  who  upon  wakening  with  a 
headache,  first  consulted  the  Yellow 
Pages  for  a neurosurgeon  and  rightly  so, 
ends  up  with  a full  fledged  neurosurgical 
workup — more  than  is  needed  but  useful 
for  protection  of  the  physician  from 
malpractice  risk. 

If  the  DRG  principle  is  enlarged  to  in- 
clude physician  fees  in  addition  to 
hospital  bills,  the  finances  will  be  further 
complicated. 

Now  comes  the  full  360  degree  reverse 
psychology  and  philosophy.  With  DRG 
and  other  indemnity  limits  for  the  monies 
available  for  medical  care  reimbursement, 
the  primary  care  physician  will  have  to 
attempt  to  solve  more  problems  single 
handedly,  rather  than  share  those  limited 
resources  with  cost-Unconscious  super- 
specialist consultants. 

If  the  DRG  or  other  indemnity  allow- 
ance pays  only  one  total  medical  fee  to 
one  provider,  it  will  change  the  entire 
medical  referral  philosophy.  For  exam- 
ple, if  DRG  allows  $2,000  total  for 
medical  and  surgical  care  for  gallbladder 
surgery,  then  the  attending  physician  will 
be  tempted  to  negotiate  for  the  lowest 
bidding  surgeon  and  pay  him  directly;  in 
contrast,  if  the  surgeon  is  the  primary 
physician,  he  may  elect  to  operate  without 
a surgical  assistant  or  without  general 
medical  consultation  in  order  to  increase 
his  percentage  of  the  total  fee  allowance. 
In  other  words,  some  physicians  will 
become  health  care  brokers  with  commis- 
sions and  fee  splitting. 
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This  will  cost  contain  and  further 
follow  our  government’s  trend,  which 
1 have  labeled — “The  Quest  for  Medio- 
crity.” 

If  the  patient  is  not  knowledgable  to 
challenge  these  physicians  and  if  his  use 
of  health  care  resources  is  controlled  by 
law,  the  providers  will  gradually  reduce 
their  caliber  of  care  to  the  level  they  judge 
that  the  patient  can  afford  or  understand. 

This  will  result  in  intermediate  or  low 
technology  to  the  masses,  which  will  be 
satisfactory  for  most,  but  catastrophic  to 
the  small  population  needing  exquisite 
expertise. 

It  has  been  stated  that  America  waits 
for  a program  to  fail  in  England  and  then 
adopts  it  for  the  USA. 

To  generalize  an  example,  let  us  reflect 
on  one  aspect  of  the  National  Health  Ser- 
vice in  Britain. 

For  the  first  25  years  of  the  program, 
the  providers  were  the  dedicated  doctors, 
nurses,  and  hospital  personnel  of  the  old 
school — they  took  the  pride  and  respon- 
sibility of  their  roles  and  stayed  after  5:00 
in  order  to  assure  satisfactory  care  to  all 
patients. 

England  is  now  being  served  by  the  sec- 
ond and  third  generation  of  physicians 
who  personally  grew  up  under  these  im- 
personal structured  services  of  the  Na- 
tional Health  Service.  Not  knowing  the 


contrast,  they  can  only  understand  the 
“system”  approach  to  care  and  services. 
This  may  be  very  satisfactory  to  the 
masses,  but  it  raises  the  question  of  how 
does  the  exceptional  case  receive  care  and 
appropriate  assessment  without  being  lost 
in  the  turnstyle. 

I grant  this  may  be  over-simplified  and 
generalized,  but  the  unassumed  challenge 
is  there. 

Diagnostic  acumen  in  medicine  is 
usually  broken  down  according  to  the 
following  pattern:  Clinical  history  gives 
60%  to  the  diagnosis.  The  physical  ex- 
amination and  findings,  without  history, 
give  the  next  20%.  All  the  laboratory,  x- 
ray  and  special  studies  offer  new 
diagnoses  as  10%  of  the  total  work-up. 
Such  studies  generally  confirm  the  clinical 
impression  of  the  attending  physician. 

These  modalities  total  90% — the  addi- 
tional 10%  is  labeled  as  the  “Art  of 
Medicine” — the  moxie,  the  savvy,  the  in- 
tellectual prowess  of  the  physician  in  cor- 
relating these  findings.  That’s  what 
separates  the  men  from  the  boys  in  the 
“Results”  game  of  medicine. 

In  concluding  this  rambling  of  medical 
history,  the  360  degree  reversal  precipi- 
tated by  TEFRA  limitations  will  result  in 
jealous  possession  of  the  patient,  guard- 
ed utilization  of  the  funds  available,  and 
a level  of  “satisfactory”  average  care  for 
most. 


This  dilution  and  diminution  of  max- 
imized high  technology  services  for  any 
and  all  will  also  result  in  cost-effective 
attacks  on  many  of  our  areas  of  quality 
control — namely,  uniform  level  of 
hospital  care  and  services  as  monitored 
by  the  AMA  and  JCAH,  and  control  of 
credentialling  of  specialists  by  specialty 
bond  societies.  Responsibilities  of  profes- 
sional liability  will  be  changed  because  of 
legislated  cost  regulation,  and  decreased 
enthusiasm  of  physicians  to  undertake 
high  risk  exceptional  cases. 

If  mandatory  acceptance  of  assignment 
becomes  Medicare  law,  and  balance  bill- 
ing is  disallowed,  then  groups  of  hospital- 
based  physicians,  groups  or  corporations 
will  arise  and  patients  will  lose  the  con- 
tinuity of  private  attending  physician  care 
for  the  entire  illness.  The  family  doctor 
will  no  longer  be  the  quarterback  of  the 
medical  team — choosing  consultants  in 
the  best  interest  of  the  total  patient. 

In  other  words,  in  conclusion,  DRG 
means  split  the  fees.  The  consumer  will 
be  left  to  the  manipulation  and  negotia- 
tions of  government,  the  insurance  in- 
dustry, the  employee  or  union  benefit 
profiles  and  the  health  care  providers  with 
the  hapless  citizens  as  the  ping-pong  ball 
consumer. — C.  Dyke  Egnatz,  M.D., 
Schererville 


More  people  have  survived  cancer  than 
now  live  in  the  City  of  Los  Angeles. 

We  are  winning. 

Please  support  the 


V AMERICAN  CANCER  SOCIETY 

f 


August  1 984 


Indiana  Medicine 


629 


Breast  Cancer  and 
Normal  Mammograms 

Guest  Editorial 

Mammography  has  proved  to  be  a 
valuable  aid  in  the  diagnosis  of  early 
breast  cancer.  It  is  particularly  useful  in 
high  risk  patients  in  whom  very  small 
cancers  may  sometime  be  identified 
before  they  are  palpable. 

Unfortunately,  mammography  is  not 
foolproof.  Many  patients  with  breast 
cancer  have  normal  mammograms.  The 
lay  public  and  many  primary  care  physi- 
cians are  not  aware  of  this  fact  even 
though  it  has  been  repeatedly  documented 
in  the  surgical  literature.  This  lack  of 
awareness  may  lead  to  delay  in  treatment 
of  the  cancer. 

I reviewed  my  experience  with  breast 
cancer  for  1983.  There  were  28  mastec- 
tomies for  breast  cancer.  Of  these  28  pa- 
tients, 19  had  preoperative  mammo- 
grams. Six  of  these  19  patients  (31.6%) 
had  normal  mammograms.  These  six 
false-negative  studies  were  done  in  four 
different  departments  of  radiology  and 
no  two  were  interpreted  by  the  same 
radiologist. 


The  purpose  of  this  editorial  is  to  em- 
phasize these  already  well  established 
facts:  (1)  a normal  mammogram  does  not 
guarantee  the  absence  of  breast  cancer 
and,  (2)  every  suspicious  breast  lump 
should  be  removed  regardless  of  what  the 
mammogram  shows. — McHenry  S. 
Brewer,  M.I).,  Journal  of  (he  Kentucky 
Medical  Association,  May  1984. 
Reprinted  with  permission. 


International  Request 

Letter  to  the  Editor 

I am  working  on  a case  of  full-term  ab- 
dominal pregnancy  with  no  complications 
to  mother  or  child.  I would  be  greatly  in- 
debted to  you  if  you  could  kindly  forward 
to  me  a copy  of  the  following  paper: 

“Abdominal  Pregnancy,  Full  Term:  A 
Case  Report  and  Review  of  the 
Literature,”  by  E.  T.  Banguis,  M.D.  and 
T.  A.  Jean,  M.D.,  J Indiana  State  Med 
Assoc,  71:3,  330-332,  March  1978. 

Thank  you  very  much.  Yours  truly — 
Ares  Petropoulakis,  M.I).,  Athens, 
Greece 


Malpractice  Awards 

Guest  Editorial 

Doctors  all  over  Indiana  face  a large 
increase  in  malpractice  premiums  for  the 
coming  year.  Our  malpractice  law  an- 
ticipated that  some  awards  to  plaintiffs 
would  be  large,  so  a contingency  fund  was 
established  from  which  such  exceptional 
payments  could  be  made.  A surcharge  of 
ten  percent  of  the  premium  was  supposed 
to  take  care  of  the  problem. 

Ten  percent  was  not  enough;  recently, 
we  have  been  paying  twenty-five  percent 
over  the  standard  premium  of  many 
thousands  of  dollars  per  year.  But 
payouts  have  been  so  huge  that  the  fund 
of  $1 1,000,000  is  almost  depleted;  next 
year,  we  shall  pay  a 50%  surcharge  over 
our  usual  premium. 

We  are  better  off  than  the  obstetricians 
in  Long  Island;  there,  a doctor  who 
delivers  babies  must  pay  a premium  of 
$60,000  per  year  to  his  insurance  com- 
pany. When  a handicapped  baby  is  born, 


the  doctor  is  blamed  until  he  can  prove 
in  court  that  it  was  not  his  fault. 

One  plaintiff  was  awarded  $800,000 
because  her  bellybutton  was  two  inches 
off  the  centerline.  Her  plastic  surgeon 
commented,  “I  wonder  what  she  would 
have  collected  if  I had  really  hurt  her.” 

A plaintiff’s  attorney  in  Florida — 
where  the  loser  pays  the  attorneys’  fees — 
submitted  a bill  for  $1,400,000  for  his  ser- 
vices. He  argued  that  if  he  had  spent  the 
amount  of  time  that  he  could  have  spent 
on  a case  of  that  difficulty,  and  if  he  had 
charged  $2,650  per  hour  for  that  time, 
he  would  have  earned  a fee  of  $1,400,000. 
The  judge — who  was  also  an  attorney — 
saw  nothing  pecuilar  about  that  reason- 
ing, and  awarded  the  requested  fee. 

It  is  impossible  for  us  to  buy  insurance 
to  cover  pain  and  suffering,  and  it  is  un- 
fair for  plaintiff’s  attorneys  to  demand 
that  doctors  and  hospitals  pay  for  pain 
and  suffering.  Awards  should  be  made 
only  for  permanent  injury. — H.C.  Moss, 
M.D.,  Indianapolis 


The  Old  Order  Changes 

Commentary 

Here  are  a few  random  thoughts  on  our 
methods  of  medical  education  and 
hospital  training.  These  have  recently 
changed  greatly.  Some  changes  are  for  the 
better  and  must  not  be  lost.  Many  | 
changes  have  been  gained  at  a definite 
cost.  A nostalgic  glance  suggests  that 
some  of  the  old  days  should  be  brought 
to  the  attention  of  the  newer  generations. 
The  new  ways  should  not  and  probably 
cannot  be  changed.  This  review'  discusses 
some  of  the  advantages  of  old  methods, 
advantages  which  the  new  system  does 
not  possess. 

The  discussion  might  begin  with  the 
present  trend  to  shorten  the  medical 
course.  The  reasons  for  this  are  obvious. 
Medical  training  is  indeed  a protracted 
affair  and  any  true  and  logical  shorten-  ] 
ing  seems  desirable.  This  would  allow  for 
early  specialization  in  fields  far  more 
complicated  than  they  were  a few  years 
ago.  Yet,  who  can  say  how'  specialized 
an  M.D.  should  be.  There  are  those  who 
are  convinced  that  if  a young  doctor  is 
going  directly  into  nuclear  medicine  or 
public  health  he  needs  to  know  little 
anatomy  nor  need  he  ever  have  delivered  : 
a baby  or  sewn  up  a simple  wound. 

A list  of  these  useless  acts,  both  clinical 
and  in  the  laboratory,  is  endless  if  applied 
to  certain  medical  specialties.  On  the 
other  hand,  to  whom  are  we  going  to  ; 
designate  the  term  Medical  Doctor — he  j 
who  has  but  little  interest  or  experience  ; 
in  human  medicine  or  one  who  has 
specialized  himself  completely  out  of  our 
profession?  Would  it  not  be  better  to 
designate  the  latter,  a Doctor  of  whatever 
his  training  has  been,  but  not  Medicine.  ; 
In  the  past  the  M.D.  has  always  been  a 
medical  doctor;  let  him  remain  so. 

There  can  be  no  doubt  that  our  present- 
day  students  are  far  more  knowledgeable 
than  we.  That  knowledge  is  more  readily 
absorbed  via  movies,  canned  lectures  and  j 
video  tapes.  It  is  often  gotten  the  easy 
way,  sitting  down  and  watching.  Yet  one 
cannot  but  wonder  if  that  is  better  and 
will  last  as  long  as  the  old  drudgery  in 
laboratory  and  clinic,  rubbing  shoulders 
with  the  inspiring  and  the  not  so  inspir- 
ing but  faithful  teacher. 

There  were  certain  past  routines  of  in-  ! 
terns,  residents  and  staff  which  had 
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definite  value  and  worth.  They  will  not 
return  but  it  is  interesting  to  reflect  on 
their  merit.  The  house  man  did  his  own 
laboratory  work  and  finished  the  simple 
urines  and  blood  counts  before  rounds. 
Probably  the  present  technicians  are  more 
accurate  and  certainly  the  complicated 
chemistry  of  today  is  far  beyond  the  pre- 
sent house  officer.  Nevertheless,  his 
predecessor  was  responsible  for  this  part 
of  his  patient’s  care.  It  brought  him  closer 
to  that  patient.  He  took  x-rays  of  broken 
bones  at  night  as  well  as  administering 
anethesias.  Admittedly,  these  tasks  are 
better  carried  out  by  specialists  but  at  the 
same  time  our  present  house  man  is  los- 
ing part  of  his  close-knit  patient  respon- 
sibility. Who  has  seen  an  intern  examine 
a blood  smear  or  urine  during  the  past 
two  decades,  day  or  night,  and  x-ray 
reports  are  taken  by  phone.  The  myriads 
of  sophisticated  laboratory  determina- 
tions preclude  any  thought  of  return  to 
the  earlier  era. 

The  present  house  man  orders  a chest 
plate  without  listening  to  the  chest  and 
it  must  be  admitted  that  in  his  particular 
case  this  is  far  more  accurate.  There 


follows  an  order  for  a barrage  of  chemical 
determinations  with  little  thought  of  their 
actual  need  and  that  many  are  repetitious. 
The  present  trend  is  to  order  all  con- 
ceivable laboratory  procedures  or 
something  might  be  missed  and  thus  draw 
criticism.  Cost  is  no  item.  Yet  in  so  do- 
ing, our  young  doctor  is  missing 
something  in  that  he  has  lost  all  sense  of 
discrimination,  and  that  is  not  good 
medicine. 

One  more  feature  of  present  versus  the 
past  is  difficult  to  understand  in  the 
teaching  hospital.  That  is  pay  for  service 
on  the  part  of  the  house  man,  and  staff 
for  that  matter.  Unquestionably,  it  was 
absolutely  wrong  for  hospitals  of  the  past 
to  take  advantage  of  the  free  market  in 
interns  but  by  the  same  reasoning  it  is  just 
as  wrong  for  bargaining  agents  of 
residents  to  ask  and  get  thousands  of 
dollars  a year  “to  maintain  finest  quality 
medical  care.’’  The  grimey  and  shoddy 
corridors  of  a large  General  City  Hospital 
did  not  prevent  “quality  medical  care.” 
No  institution  had  more  unified  devotion 
to  patients  with  loyalty  to  duty  and  ser- 
vice on  the  part  of  the  staff.  It  was  every 


other  night  off  (hopefully  for  sleep)  if  the 
work  was  done.  The  present  two  or  three 
nights  off  and  one  on  had  not  been 
seriously  considered — and  all  this  for  four 
meals  a day  and  three  well  worn  white 
suits  but — no  money  changed  hands. 
Those  few  institutions  who  needed  to 
“bribe”  their  inside  staff  were  considered 
inferior.  The  long  hours  of  the  visiting 
staff  were  also  without  remuneration. 
This  gave  in  return  a proud  feeling  that 
our  medical  heritage  was  being  carried  on 
as  it  had  by  the  past  greats. 

Now  all  this  has  changed  and  of  course 
should  have,  but  perhaps  not  so  much. 
Even  the  visiting  staff  man  who  gladly 
gave  his  time  so  freely  is  becoming  the 
vanishing  American  and  is  paid. 
Everyone  expects  money,  from  the  in- 
stitution, insurance  or,  of  course,  the 
government.  Maybe  this  is  right  but  it  im- 
mediately commercializes  a grand  old 
profession  and  puts  it  on  the  same  level 
as  its  salaried  brothers.  The  old  order 
changes  and  those  who  have  had  no  part 
in  the  past  have  missed  an  invaluable  ex- 
perience in  life  and  history. — Frederic  W. 
Taylor,  M.D.,  Indianapolis 


GETTING  A PROFESSIONAL  LOAN 
IS  AS  EASY  AS  PICKING 
UP  THE  PHONE 


Just  dial  collect  317-262-5982.  Wecan  provide 
unsecured  loans  up  to  $25,000  and  secured 
funding  up  to  $ 1 00,000  with  no  points,  appli- 
cation fees,  prepayment  penalties  or  com- 
pensating balances.  Our  National  Professional 
Loan  Division  has  been  providing  financing  services 
to  physicians  throughout  the  U.S. 
for  more  than  1 1 years.  Our 
specialists  understand  the 
unique  financial  require- 


ments of  growing  profes- 
sional practices  and  the 
constraints  they  put  on 
time.  We’re  ready  when  you 
are.  And  we’re  always  on  call. 


Rick  L.  Thornburg 

Indianapolis  Morris  Plan  Corporation 
National  Professional  Loan  Division 
1 1 0 E.  Washington  Street 
Indianapolis,  IN  46204 
Phone  Collect  31 7-262-5982 
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I f you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to 
members  of  the  Indiana 
State  Medical  Association 
and  their  employees 

ISMA 

Lincoln  National  Life 
health  insurance  coverage: 

MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense 
protection  — $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense 
protection  — $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

NEW  DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 


through  expanded 
group  sponsored 


The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Programs  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage  and 
service  at  the  lowest  possible  cost.  A special  claim 
paying  unit  has  been  established  in  our  Indianapolis 
Group  Benefits  and  Service  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  317-846-6211/800-692-6014.  We  look  forward  to  serv- 
ing your  association  and  encourage  your  review  of  the 
programs  and  services  being  provided. 


F 


or  more  information 
call  or  write: 

James  D.  Townsend  or  Earl  W.  Williams 
Professional  Account  Representatives 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  846-7502  or  (317)  844-3119 

Tom  Martens 

Director,  Health  Insurance  Administration 

Indiana  State  Medical  Association 

3935  North  Meridian  Street 

Indianapolis,  Indiana  46208 

(317)  926-4424 

1-800-382-1721 


□LINCOLN 
NATIONAL 
LIFE 


Th<  Lincoln  National  Lift'  Insurance  Company. 
Fort  Wayne.  Indiana 

A member  of  Lincoln  National  Corporation. 


HEALTH  PROFESSIONALS! 

The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  offers  unique  advantages 
to  the  student,  resident,  and  practi- 
tioner in  the  following  professions: 

• Neurosurgery 

• General  Surgery 

• Orthopedic  Surgery 
•Obstetrics  & Gynecology 

• Otolaryngology 

• Anesthesiology 

• Psychiatry 

• Child  Psychiatry 

• Family  Practice 

• Emergency  Medicine 

• General  Medicine 

• Pediatrics 

As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 

For  more  information  just  fill  out 
the  attached  form  and  mail.  Or 
call:  (313)  668-2190/2191  (Collect 
calls  accepted.) 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

ARMY  MEDICAL  DEPT  . PERSONNEL  OFFICE,  200  E LIBERTY  ST 
ANN  ARBOR,  Ml  48107  (313)  668-2190/2191 

NAME  __ AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING  

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST  

IM-8 


Medical  School  Scholarships  are  Available 
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The  AMA  is  launching  an  election  year 
campaign  called  “Project  Medvote.”  It 
is  aimed  at  registering  all  eligible  medical 
family  members  prior  to  the  November 
elections. 

This  registration  effort  will  be 
spearheaded  by  each  state  auxiliary  with 
assistance  from  the  AMA,  ISMA  and, 
hopefully,  county  societies.  Phone,  mail 
and  personal  contacts  will  be  made  to  en- 
courage non-registered  medical  families 
to  participate  in  the  voting  process. 
“Together  we  can  make  a difference”  by 
voting  for  candidates  who  are  as  concern- 
ed as  are  medical  families  about  health 
issues  that  affect  all  the  people  of  our 
country. 

AMA  Auxiliary  Convention 

The  ISMA  Auxiliary  was  well 
represented  at  the  annual  AMA  Auxiliary 
Convention,  held  in  June  in  Chicago. 
This  year  our  membership  increased,  thus 
increasing  our  delegate  allocation  to  10. 
Representing  Indiana  were  Mary  Jo  Gut- 
wein,  Judy  Koontz,  Alfrieda  Mackel, 
Suzanne  Miller,  Muriel  Osborne,  Vivian 


Priddy,  Marge  Smith,  Martha  Stout, 
Joanne  Tharpe  and  Anne  Throop. 

We  wish  to  thank  Drs.  Everett  Bickers, 
George  Lukemeyer  and  Malcolm 
Scamahorn  for  allowing  their  spouses  to 
participate  as  alternate  delegates.  We  also 
extend  our  thanks  to  Rosanna  Her,  ISMA 
Auxiliary  liaison,  who  also  attended  the 
convention;  we  appreciate  all  that  she 
contributes  to  the  Auxiliary  through  the 
generosity  of  the  ISMA. 

The  convention,  complete  with 
reference  committee  hearings,  was  infor- 
mative, educational  and  exciting.  Discus- 
sions included  AMA-ERF,  health,  legisla- 
tion and  membership. 

Leadership  Conference 

The  Indiana  Auxiliary  Leadership  Con- 
ference will  be  held  Sept.  25  on  the 
grounds  of  the  Indianapolis  Art  Museum. 
A training  program  is  being  planned  for 
all  potential  county  leaders  and  interested 
members,  especially  officers  and  commit- 
tee chairmen.  Besides  an  exchange  of 
ideas,  topics  will  include  health,  legisla- 
tion, AMA-ERF,  membership  and 


fellowship.  We  hope  doctors  will  en- 
courage their  spouses  to  participate. 

Elections 

At  the  AMA-A  convention,  Marge 
Smith  (Mrs.  Philip)  was  elected  to  the  na- 
tional nominating  committee.  Marge, 
who  is  the  ISMA-A  Bylaws  Committee 
chairman,  has  held  numerous  offices  and 
chairmanships  and  has  been  an  involved 
auxilian  for  many  years  on  Allen  County, 
ISMA  and  AMA  levels.  We  are  very 
happy  for  and  proud  of  Marge  and  her 
recent  election  to  this  important 
committee. 

Judy  Koontz  was  appointed  as  an  ad 
hoc  member  on  the  national  Long  Range 
Planning  Committee. 

Coming  Soon  . . . 

We  hope  both  you  and  your  spouse  are 
planning  to  attend  this  year’s  ISMA  con- 
vention at  the  Radisson  Plaza  Hotel  in 
Indianapolis.  The  dates  are  Oct.  19-22. 
The  Auxiliary  has  planned  optional  ac- 
tivities for  spouses  on  Saturday  morning 
and  on  Sunday,  which  is  AUXILIARY 
DAY.  We  hope  to  see  you  there! 


INDIANA  STATE  MEDICAL  ASSOCIATION  AUXILIARY 
Execulive  Committee 


President Judy  Koontz  (Mrs.  James  A.) 

Vincennes 

President-Elect Muriel  Osborne  (Mrs.  John) 

Muncie 

1st  Vice  President Alfrieda  Mackel  (Mrs.  Frederick) 

Huntertown 

Area  Vice  Presidents 

Norther  t Vivian  Priddy  (Mrs.  Marvin  E.) 

Fort  Wayne 

Central Anne  Throop  (Mrs.  Frank  B.) 

Indianapolis 

Southern Dorothy  Bickers  (Mrs.  Everett) 

Floyds  Knobs 


Recording  Secretary Martha  Stout  (Mrs.  Francis  E.) 

Muncie 

Treasurer Mary  Jo  Gutwein  (Mrs.  Gilbert) 

Lafayette 

Past  President Hulda  Classen  (Mrs.  Peter) 

Elkhart 

Editor Ellaine  Cox  (Mrs.  Alfred) 

South  Bend 

Finance  Secretary Karen  Schleinkofer  (Mrs.  Robert) 

Fort  Wayne 

Parliamentarian Charlotte  Bennett  (Mrs.  Abner) 

Evansville 
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THE  INDIANA  MEDICAL  FOUNDATION,  INC 
3935  North  Meridian  Street 
Indianapolis  46208 


A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Assoca- 
tion  and  INDIANA  MEDICINE. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 

The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  members  of  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  family  of  the  deceased. 


‘for  religious,  charitable , scientific, 
literary  or  educational  purposes ” 
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Basic  and  Clinical 
Endocrinology 

Edited  by  F.  S.  Greenspan,  M.D.,  and 
P.  H.  Forsham,  M.D.  Copyright  1983, 
Lange  Medical  Publications,  Los  Altos, 
Calif.  646  pages,  softcover,  $25. 

Like  all  the  Lange  Medical  texts,  this 
paperback  updated  text  is  a bargain. 
Much  new  knowledge  about  the  chemical 
and  immunologic  aspects  of  the  various 
hormones  is  presented.  Much  of  this  will 
be  difficult  for  older  physicians  to  grasp. 
Yet  a little  of  it  sinks  in  if  one  will  take 
the  time  to  absorb  it,  and  what  one  can 
understand  will  surely  be  useful  in  con- 
fronting endocrine  problems. 

One  stands  in  wonder  as  he  learns  of 
the  new  facts  and  concepts  which  en- 
docrine researchers  are  discovering.  We 
learn,  for  example,  that  receptors  on  all 
membranes  respond  to  a variety  of  hor- 
mones. The  responses  of  the  cell  are 
determined  by  this  interaction.  Some  hor- 
mones such  as  thyroxine  and  steroids 
react  chiefly  with  intracellular  receptors 
in  the  cytoplasm;  some  go  on  to  stimulate 
the  nucleus.  Other  receptors  reside  in  the 
mitochondria.  Sometimes  new  proteins 
are  synthesized  in  the  cell  and  these  are 
responsible  for  the  specificity  of  cell  func- 
tion; other  polypeptide  and  amine  hor- 
mones do  not  require  synthetic  events. 
There  are  other  mechanisms  of  action  not 
yet  discovered. 

In  the  chapter  on  prostaglandins  the 
structural  formulae  leave  this  reviewer 
behind,  but  1 found  other  material  about 
these  omnipotent  cell  stimulators  of  great 
interest.  Although  they  were  first  isolated 
from  human  prostate,  they  are  widely 
distributed  in  a variety  of  tissues.  They 


are  synthesized  in  cell  membranes  from 
polysaturated  fatty  acid  precursors.  Their 
regulatory  functions  are  performed  in  the 
same  anatomic  site  in  which  they  are  pro- 
duced. Some  of  the  classic  hormones  ac- 
complish their  regulatory  roles  by  induc- 
ing prostaglandin  synthesis  or  break- 
down. 

Closely  related  are  thromboxane,  first 
derived  from  blood  platelets;  HETE 
again  derived  from  platelets  but  having 
arachidonic  acid  as  its  precursor,  and 
leucotrines,  initially  derived  from 
leukocytes. 

Among  the  many  clinical  effects  at- 
tributed to  prostaglandins  are  increase  in 
renin  and  aldosterone,  hypokalemia, 
uterine  cramping,  headache,  diarrhea, 
coagulability  of  platelets,  microvascular 
damage,  hypercalcemia,  pain  in  joints 
and  muscles. 

Many  of  the  unpleasant  effects  of  the 
prostaglandins  and  associated  substances 
are  alleviated  by  corticoids  and  also  non- 
steroidal drugs  such  as  aspirin,  Indocin 
and  ibuprofen. 

In  the  chapter  on  the  endocrinology  of 
pregnancy  one  finds  useful  information 
on  the  risks  when  pregnant  patients  have 
pituitary  adenoma,  breast  cancer,  thyroid 
disease  and/or  diabetes.  Breast  cancer 
complicates  one  in  1,500-5,000  pregnan- 
cies. It  now  appears  that  pregnancy  is  not 
an  etiologic  factor  in  breast  malignancies. 
However,  increased  size  and  consistency 
of  breast  tissue  make  detection  of  cancer 
more  difficult.  Once  discovered  in  preg- 
nant patients,  the  cancer  should  be 
removed  surgically,  preferably  by  radical 
mastectomy  for  information  about  in- 
volved axillary  nodes.  If  surgical  staging 
reveals  the  need  for  adjuvant  therapy,  the 
decision  must  be  made  between  abortion 
at  once  or  allowing  the  pregnancy  to  go 
to  term.  If  the  latter  option  is  decided 
upon,  all  chemotherapy  should  be  discon- 
tinued or  postponed  until  the  baby  is 
born.  Women  who  have  had  breast 
cancer  are  advised  to  postpone  pregnancy 
for  five  years.  Pregnancy  is  not  known 
to  influence  the  rate  of  cancer  recurrence. 
However,  during  the  five-year  period 
metastatic  disease  requiring 
chemotherapy  may  arise.  Also  the  patient 
may  have  attained  an  age  at  which 
possibility  of  congenital  defects  in  the 
fetus  becomes  a hazard. 


True  hyperthyroidism  of  sufficient  I 
severity  to  require  treatment  arises  in  two  I 
of  every  1,000  pregnancies.  It  increases  I 
the  risk  of  premature  delivery.  The  fetus  I 
may  develop  goiter  and  transient  hyper-  I 
thyroidism.  In  treatment  of  pregnant  I 
women  radioiodides  are  clearly  contrain-  I 
dicated.  They  may  cause  huge  fetal 
goiters.  Antithyroid  drugs  may  cross  the  I 
placenta  and  cause  cretinism.  Pro-  I 
pylthiouracil  should  be  used  with  caution  I 
and,  if  used  at  all,  administered  for  only  I 
short  periods.  Partial  thyroid  resection  is  I 
the  treatment  of  choice. 

Hypothyroidism  is  a less  frequent  com-  } 
plication  of  pregnancy.  If  the  mother  is  I 
on  thyroid  medication  at  the  time  of  con-  I 
ception,  the  usual  dose  should  be  main-  1 
tained  throughout  pregnancy. 

We  are  all  familiar  with  the  transient  I 
glycosuria  of  pregnant  women.  This  I 
usually  clears  up  after  delivery.  Among  I 
those  with  gestational  diabetes  20  to  30°7o  I 
will  develop  non-gestational  diabetes  in  I 
the  following  decade  if  they  did  not  have  I 
it  already.  Among  women  with  true  j 
diabetes  whose  hyperglycemia  is  not  I 
carefully  controlled  during  pregnancy  I 
there  is  a definite  risk  of  fetal  abnor-  I 
malities.  These  include  congenital  malfor- 
mations, macrosomia,  hydramnios  with 
premature  labor,  sudden  unexplained 
fetal  death,  fetal  hypoxia,  respiratory 
distress  syndrome  and  neonatal 
hypoglycemia.  These  can  be  greatly  I 
minimized  by  diligent  application  of  cur- 
rently available  obstetrical  and  medical 
procedures. 

This  inexpensive  book  covers  all  phases 
of  metabolic  disease  in  a way  that  is 
understandable  for  practicing  physicians. 

It  is  highly  recommended. 

Paul  S.  Rhoads,  M.D. 

Richmond 
Internal  Medicine 

Williams  & Wilkins  announces 
Aesthetic  Breast  Surgery,  edited  by 
Nicholas  G.  Georgiade,  M.D.,  of  the 
Plastic  Surgery  Division,  Duke  Univer- 
sity Medical  Center.  Each  method  is 
described  and  illustrated  and  sup- 
plemented with  references.  More  than  25 
contributors  describe  surgical  treatment 
of  physical  abnormalities  of  the  female 
breast.  408  pages,  474  illustrations, 
$69.95. 
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More  than 
50,000 

reasons  to  buy 
your 

Professional 
Liability  Insurance 

from  the  Leader. 


Your  peers.  More  than  50,000 
physicians  and  surgeons 
countrywide  who  are  insured  with 
St.  Paul  Fire  and  Marine 
Insurance  Company. 

They  know  that  The  St.  Paul  is 
the  nation’s  leading  medical 
liability  insurer  and  they  know- 
why.  With  more  than  40  years  of 
experience  in  the  medical  market, 
we  offer  a superior,  flexible, 
comprehensive  insurance 
protection  plan.  Take  a look  for 
yourself. 

Our  professional  liability  policy 
provides  flexible  limits  to  meet 
your  own  needs — individual  limits 
of  up  to  $10  million.  And  there 
are  no  policy  exclusions.  All  this 
and  very  competitive  rates  for 
Indiana  physicians! 


You  may  also  want  to  select  our 
optional  Professional  Office 
Package  for  your  other  property 
and  liability  insurance  needs.  And, 
no  matter  which  coverages  you 
choose,  you’ll  receive  the  best 
possible  claim-handling  services 
available  with  local  attorneys  and 
our  Indianapolis  and  South  Bend 
offices.  Not  to  mention  our  loss 
prevention/risk  management 
services  which  have  established  the 
industry  standard! 

So  talk  to  one  of  the  167 
Independent  Agents  representing 
The  St.  Paul  in  Indiana.  And  do  it 
for  the  reasons  that  vou  like  best. 


Equipped  to  meet  all  your  insurance  needs. 


IStRilil 


Medical  Services  Division 


St  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  Company/The  St  Paul  Insurance  Company/St  Paul  Guardian  Insurance  Company/ 
St  Paul  Indemnity  Insurance  Company/The  St  Paul  Insurance  Company  of  Illinois:  Property  and  Liability  Affiliates  of  The  St  Paul  Companies  Inc  . 
Saint  Paul.  Minnesota  55102 
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Brief  Summary.  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae) . Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Precautions— If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  eg,  pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermtection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  tor 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehimg  s solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

8road  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  pertormed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  tetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mother s— Small  amounts  of  Ceclor  have  been  detected  in 
mother’s  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20.  0 21 , and  0 16  mcg/ml  at  two  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  i cefaclor.  Lilly)  is  administered  to  a nursing  I 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  for  use 
m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy  j 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients  ■ 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  ol  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and,  frequently,  fever)  have  been  reported  These  # 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor.  ! 
Such  reactions  have  been  reported  more  frequently  in  children  than  m 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation  W 
ot  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  hall  of  which  have 
occurred  m patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia  | 

1 1 in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of  * 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  tor  the  physician 

Hepatic— Slight  elevations  ol  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  m 40) 

Renal—  Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic  . 
bronchitis  to  either  S pneumoniae  or  H influenzae  • 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  'ever  See  prescribing  information 
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TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  Fesler  Hall  224,  1120  South  Dr.,  Indianapolis  46223. 


Aspiration  Biopsy  Cytology 


1 . Aspiration  Biopsy  Cytology  is  able  to  dif- 
ferentiate between: 

a.  Reactive  lymphadenopathy  and 
lymphoma 

b.  Lymphoma  and  metastatic  carcinoma 

c.  Hodgkins  disease  and  non-Hodgkins 
lymphoma 

d.  All  of  the  above 

2.  All  of  the  following  are  generally  true  of 

ABC  except : 

a.  More  aspiration  samplings  = reduced 
sampling  error 

b.  More  experienced  aspirator  = reduced 
sampling  error 

c.  Larger  gauge  needle  = better  quality 
sample 

d.  Smaller  syringe  = reduced  aspiration 
pressure  for  less  hemorrhage 

3.  Rapid  analysis  in  ABC  allows: 

a.  Adequacy  determination 

b.  Special  processing 

c.  Information  for  further  patient  testing 

d.  All  of  the  above 

4.  Thyroid  ABC  has  the  following  advan- 
tages except : 

a.  Reduces  thyroidectomy  by  70% 


CONTINUED  FROM  PAGES  595-599 

b.  Diagnoses  most  malignant  processes 
preoperatively 

c.  Differentiates  follicular  adenoma 
from  well  differentiated  follicular 
carcinoma 

d.  Eliminates  need  for  ultrasound  and 
thyroid  scan  in  most  cases 

5.  Deep  abdominal  ABC  is: 

a.  Usually  radiologically  guided 

b.  Is  almost  without  complication 

c.  Can  be  done  as  an  outpatient  pro- 
cedure with  a post-biopsy  observation 
period 

d.  All  of  the  above 

6.  Diagnostic  ABC  can  achieve  all  of  the 

following  except : 

a.  Malignant  diagnoses  equal  to  surgical 
biopsy 

b.  Benign  diagnoses  that  can  be  reliably 
followed  if  clinical  findings  correlate 

c.  An  elimination  of  false-negative  cases 

d.  Procurement  of  material  for  special 
studies  (microbiology,  electron  micro- 
scopy, immunohistochemistry,  etc.) 

7.  Complications  of  ABC  include  all  of  the 

following  except: 


a.  Pneumothorax  (10-20%)  in  intra- 
thoracic  sampling 

b.  Hematoma  (minor)  in  about  5%  of 
superficial  aspirations 

c.  Needle  track  seeding  of  malignancy 

d.  Minor  tenderness  in  biopsy  site  for 
24-48  hours 

8.  Limitations  of  ABC  include  all  of  the 
following  except : 

a.  Fibrous  lesions  (fibrosis,  fibrous  neo- 
plasm, or  desmoplastic  stroma  in  car- 
cinoma) may  cause  a scantly  cellular 
sample 

b.  Benign  lesions  may  produce  scantly 
cellular  samples 

c.  Non-palpable  (deep)  or  vaguely  palp- 
able lesions  may  require  radiology 
guidance 

d.  Prostatic  or  transvaginal  lesions  can 
not  be  sampled 

9.  It  is  optimal  if  ABC  diagnoses  are 
reported: 

a.  By  the  Papanicolaou  class  system 

b.  As  positive,  suspicious,  or  negative 

c.  Similar  to  a surgical  biopsy  with 
follow-up  recommendations  in  less 
than  diagnostic  cases 

d.  As  “inadequate”  if  no  malignancy  is 
found 

10.  ABC  is  useful  in  the  evaluation  of  a breast 
mass  because: 

a.  Mammography  may  have  a 20%  false 
“suspicious”  rate 

b.  Small  lesions  in  a large  breast  are  easy 
to  sample  by  palpation 

c.  Abundant  fat  in  the  breast  aids  in 
specimen  aspiration 

d.  All  of  the  above 


JULY 

CME  QUIZ 
Answers 


Following  are  the  answers  to  the  CME  quiz  that  appeared 
in  the  July  1984  issue:  “Evaluation  of  Short  Stature  in 
Children  and  Adolescents,”  by  James  C.  Wright,  M.D. 


1. 

2. 

3. 

4. 

5. 


6. 

7. 

8. 
9. 

10. 


Answer  sheet  for  Quiz: 

1.  abed 

2.  abed 

3.  abed 

4.  abed 

5.  abed 


(Aspiration  Biopsy  Cytology) 

6.  abed 

7.  abed 

8.  abed 

9.  abed 
10.  abed 


I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  I.U.  School  of  Medicine. 
I have  read  the  article  and  answered  the  quiz  on  the  answer 
I sheet  above.  I understand  that  my  answer  sheet  will  be  graded 
confidentially,  at  no  cost  to  me,  and  that  notification  of  my 
successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application 
i for  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  I also  understand  that  if  I do  not  answer  80% 

; of  the  questions  correctly,  I will  not  be  advised  of  my  score  but 
the  answers  will  be  published  in  the  next  issue  of  Indiana 
I Medicine  for  my  information. 


Name  (please  print  or  type) 


Address 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month’s  quiz,  send  your  completed,  signed  ap- 
plication before  Sept.  10,  1984  to  the  address  appearing  at  the  top  of 
this  page. 
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Standards  of  Professional  Conduct 
and  Competent  Practice  of  Medicine 


Since  the  Medical  Licensing  Board  Rules  regarding 
“Standards  of  Professional  Conduct  and  Competent 
Practice  of  Medicine”  were  first  proposed  well  over  a 
year  and  a half  ago,  numerous  changes  have  been  made 
as  a result  of  comments  submitted  by  the  Indiana  State 
Medical  Association,  the  Marion  County  Medical  Soci- 
ety, the  Vanderburgh  County  Medical  Society  and  the 
Indiana  State  Medical  Association’s  Physician  Impair- 
ment Commission.  ISMA  was  successful  in  modifying 
the  definition  of  incompetence  to  include  “a  pattern  or 
course  of  repeated  conduct.”  It  was  the  feeling  of  ISMA 
that  this  language  needed  to  be  incorporated  into  the 
definition  since  anyone  is  capable  of  committing  a 
negligent  act  without  being  “professionally  incom- 
petent.” 

With  the  help  of  Larry  M.  Davis,  M.D.,  chairman  of 
the  ISMA  Commission  on  Physician  Impairment,  ISMA 
has  been  successful  in  changing  the  Rules  to  allow  the 
management  and  treatment  of  an  impaired  physician  by 
a duly  authorized  impaired  or  peer  review  committee 
without  the  committee  being  required  to  report  to  the 
Medical  Licensing  Board  so  long  as  the  individual’s  ef- 
forts continue  and  his  progress  is  satisfactory.  This 
avenue  provided  by  the  Medical  Licensing  Board  at 
ISMA’s  request  will  require  that  Indiana  county  medical 
societies  and  hospitals  establish  and  maintain  impaired 
physician  committees  and  peer  review  committees  at  a 
functional  level  in  order  to  offer  this  preferable  route 
to  that  of  direct  reporting  to  the  Medical  Licensing  Board. 

The  new  Rules  relating  to  excessive  fees  have  been 
modified  from  that  originally  proposed  by  the  Board  and 
now  conform  with  language  that  appears  in  the  Current 
Opinions  of  the  Judicial  Council  of  the  American  Medical 
Association. 


SECTION  6.  844  IAC  5 is  added  to  read  as  follows: 

ARTICLES.  STANDARDS  OF  PROFESSIONAL  CON- 
DUCT AND  COMPETENT  PRACTICE  OF  MEDICINE 

Rule  1.  Definitions 

844  IAC  5-1-1  Definitions 

Authority:  IC  25-22.5-2-7 

Affected:  IC  25-10;  IC  25-13;  IC  25-14;  IC  25-20;  IC  25-22.5; 

IC  25-23;  IC  25-24;  IC  25-26;  IC  25-27;  IC  25-29; 

IC  25-33;  IC  25-35.6;  IC  35-48-1;  IC  35-48-2 

Sec.  1.  For  purposes  of  the  standards  of  professional  con- 
duct and  competent  practice  of  medicine,  the  following  defini- 
tions apply:  (a)  “Professional  incompetence”  may  include,  but 
is  not  limited  to,  a pattern  or  course  of  repeated  conduct  by 
a practitioner  demonstrating  a failure  to  exercise  such  reasonable 
care  and  diligence  as  is  ordinarily  exercised  by  practitioners  in 
the  same  or  similar  circumstances  in  the  same  or  similar  locality. 

(b)  “Practitioner”  means  a person  who  holds  an  unlimited 
license  to  practice  medicine  or  osteopathic  medicine  in  Indiana 
or  a limited  license  or  permit  as  may  be  issued  by  the  board. 

(c)  “Specific  professional  health  care  provider”  means  any 
person  who  holds  a specific  license  to  practice  in  an  area  of 
health  care  in  Indiana,  including,  but  not  limited  to,  the  follow- 
ing persons: 

(1)  any  chiropractor  licensed  under  IC  25-10; 

(2)  any  dental  hygienist  licensed  under  IC  25-13; 

(3)  any  dentist  licensed  under  IC  25-14; 

(4)  any  hearing  aid  dealer  licensed  under  IC  25-20; 

(5)  any  nurse  licensed  under  IC  25-23; 

(6)  any  optometrist  licensed  under  IC  25-24; 

(7)  any  pharmacist  licensed  under  IC  25-26; 

(8)  any  physical  therapist  licensed  under  IC  25-27; 

(9)  any  podiatrist  licensed  under  IC  25-29; 

(10)  any  psychologist  licensed  under  IC  25-33; 

(11)  any  speech  pathologist  or  audiologist  licensed  under 
IC  25-35.6. 

(d)  For  purposes  of  clarifying  the  terminology  used  in  IC 
25-22.5-6-2. 1(b)(7),  and  for  purposes  of  the  standards  of  pro- 
fessional conduct  and  competent  practice  of  medicine,  the 
following  definitions  apply: 

(1)  “Addict”  means  a person  who  is  physiologically  and/or 

psychologically  dependent  upon  a drug  which  is  classified 

as  a narcotic,  controlled  substance  or  dangerous  drug. 

(2)  “Habitue”  means  a person  who  is  physiologically  and/or 
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psychologically  dependent  upon  any  narcotic,  drug  classified 
as  a narcotic,  dangerous  drug  or  controlled  substance  under 
Indiana  law;  or  a person  who  consumes  on  a regular  basis, 
and  without  any  medically  justifiable  purpose,  a narcotic  drug 
classified  as  a narcotic,  dangerous  drug  or  controlled 
substance  under  Indiana  law,  whether  or  not  such  person 
has  developed  a physiological  or  psychological  dependence 
upon  such  substance. 

(3)  “Classified  as  a narcotic’’  means  any  substance  which 
is  designated  as  a controlled  substance  under  IC  35-48-1,  or 
IC  35-48-2,  or  so  classified  in  any  subsequent  amendment 
or  revision  of  said  statutes. 

(4)  “Dangerous  drug’’  means  any  substance  which  is 
designated  as  a controlled  substance  under  IC  35-48-1,  or 
IC  35-48-2,  or  so  classified  in  any  subsequent  amendment 
or  revision  of  said  statute. 

(Medical  Licensing  Board  of  Indiana;  844  I AC  5-1-1;  filed  Apr 
12,  1984,  8:28  am) 

844  IAC  5-1-2  Standards  of  professional  conduct 

Authority:  IC  25-22.5-2-7 

Affected:  IC  16-4-8;  IC  25-22.5-1-1;  IC  25-22.5-6-2.1;  IC 
34-4-12.6-1 

Sec.  2.  A practitioner  in  the  conduct  of  his/her  practice 
of  medicine  or  osteopathic  medicine  shall  abide  by,  and  comply 
with,  the  following  standards  of  professional  conduct;  (a)  A 
practitioner  shall  maintain  the  confidentiality  of  all  knowledge 
and  information  regarding  a patient,  including,  but  not  limited 
to,  the  patient’s  diagnosis,  treatment  and  prognosis,  and  of 
all  records  relating  thereto,  about  which  the  practitioner  may 
learn  or  otherwise  be  informed  during  the  course  of,  or  as  a 
result  of,  the  patient-practitioner  relationship.  Information 
about  a patient  shall  be  disclosed  by  a practitioner  when  re- 
quired by  law,  including,  but  not  limited  to,  the  requirements 
of  IC  34-4-12.6-1  and  of  IC  16-4-8-1,  and  any  amendments 
thereto,  or  when  authorized  by  the  patient  or  those  responsible 
for  the  patient’s  care. 

(b)  A practitioner  shall  give  a truthful,  candid  and  reasonably 
complete  account  of  the  patient’s  condition  to  the  patient  or 
to  those  responsible  for  the  patient’s  care,  except  where  a prac- 
titioner reasonably  determines  that  the  information  is  or  would 
be  detrimental  to  the  physical  or  mental  health  of  the  patient, 
or  in  the  case  of  a minor  or  incompetent  person,  except  where 
a practitioner  reasonably  determines  that  the  information  is 
or  would  be  detrimental  to  the  physical  or  mental  health  of 
those  persons  responsible  for  the  patient’s  care. 

(c)  The  practitioner  shall  give  reasonable  written  notice  to 
a patient  or  to  those  responsible  for  the  patient’s  care  when 
the  practitioner  withdraws  from  a case  so  that  another  practi- 
tioner may  be  employed  by  the  patient  or  by  those  responsible 
for  the  patient’s  care.  A practitioner  shall  not  abandon  a patient. 

A practitioner  who  withdraws  from  a case,  except  in  emer- 
gency circumstances,  shall,  upon  written  request,  and  in  con- 
formity with  the  provisions  of  IC  16-4-8-1  through  IC  16-4-8-11, 


and  of  any  subsequent  amendment  or  revision  thereof,  make 
available  to  his/her  patient  or  to  those  responsible  for  the  pa- 
tient’s care,  and  to  any  other  practitioner  or  specific  profes- 
sional health  care  provider  employed  by  the  patient,  or  by  those 
responsible  for  the  patient’s  care,  all  records,  test  results, 
histories,  x-rays,  radiographic  studies,  diagnoses,  files  and  in- 
formation relating  to  said  patient  which  are  in  the  practitioner’s 
custody,  possession  or  control,  or  copies  of  such  documents 
herein-before  described. 

(d)  A practitioner  shall  exercise  reasonable  care  and  diligence 
in  the  treatment  of  patients  based  upon  generally  accepted  scien- 
tific principles,  methods,  treatments,  and  current  professional 
theory  and  practice. 

(e)  A practitioner  shall  not  represent,  advertise,  state  or  in- 
dicate the  possession  of  any  degree  recognized  as  the  basis  for 
licensure  to  practice  medicine  or  osteopathic  medicine  unless 
the  practitioner  is  actually  licensed  on  the  basis  of  such  degree 
in  the  state(s)  in  which  he/she  practices. 

(f)  A practitioner  shall  make  reasonable  efforts  to  obtain 
consultation  whenever  requested  to  do  so  by  a patient  or  by 
those  responsible  for  a patient’s  care.  Further,  the  practitioner 
shall  refer  a patient  to  another  practitioner  in  any  case  where 
the  referring  practitioner  does  not  consider  himself/herself 
qualified  to  treat  the  patient,  and  may  refer  the  patient  to 
another  practitioner  where  the  referring  practitioner  is  unable 
to  diagnose  the  illness  or  disease  of  the  patient. 

(g) (1)  A practitioner  who  has  personal  knowledge  based  upon 
a reasonable  belief  that  another  practitioner  holding  the  same 
licenses  has  engaged  in  illegal,  unlawful,  incompetent  or 
fraudulent  conduct  in  the  practice  of  medicine  or  osteopathic 
medicine  shall  promptly  report  such  conduct  to  a peer  review 
or  similar  body,  as  defined  in  IC  34-4-12. 6-l(c),  having  jurisdic- 
tion over  the  offending  practitioner  and  the  matter.  This  pro- 
vision does  not  prohibit  a practitioner  from  promptly  report- 
ing said  conduct  directly  to  the  medical  licensing  board.  Fur- 
ther, a practitioner  who  has  personal  knowledge  of  any  person 
engaged  in,  or  attempting  to  engage  in,  the  unauthorized  prac- 
tice of  medicine  or  osteopathic  medicine  shall  promptly  report 
such  conduct  to  the  medical  licensing  board. 

(2)  A practitioner  who  voluntarily  submits  himself/herself 
to,  or  is  otherwise  undergoing  a course  of  treatment  for,  ad- 
diction, severe  dependency  upon  alcohol  or  other  drugs  or  con- 
trolled substances,  or  for  psychiatric  impairment,  where  such 
treatment  is  sponsored  or  supervised  by  an  impaired  physicians 
committee  of  a state,  regional  or  local  organization  of  profes- 
sional health  care  providers,  or  where  such  treatment  is  spon- 
sored or  supervised  by  an  impaired  physicians  committee  of 
a hospital,  shall  be  exempt  from  reporting  to  a peer  review  com- 
mittee as  set  forth  in  subsection  (g)(1)  or  to  the  medical  licens- 
ing board  for  so  long  as: 

(A)  the  practitioner  is  complying  with  the  course  of 

treatment; 
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(B)  the  practitioner  is  making  satisfactory  progress. 

If  the  practitioner  fails  to  comply  with,  or  is  not  benefitted 
by,  the  course  of  treatment,  the  practitioner-chief  administrative 
officer,  his  designee,  or  any  member  of,  the  impaired  physi- 
cians committee  shall  promptly  report  such  facts  and  cir- 
cumstances to  the  medical  licensing  board.  This  subsection  shall 
not,  in  any  manner  whatsoever,  directly  or  indirectly,  be  deemed 
or  construed  to  prohibit,  restrict,  limit  or  otherwise  preclude 
the  medical  licensing  board  from  taking  such  action  as  it  deems 
appropriate  or  as  may  otherwise  be  provided  by  law. 

(h) (1)  Fees  charged  by  a practitioner  for  his/her  professional 
services  shall  be  reasonable  and  shall  reasonable  [s/c.]  compen- 
sate the  practitioner  only  for  services  actually  rendered. 

(2)  A practitioner  shall  not  enter  into  agreement  for,  charge, 
or  collect  an  illegal  or  clearly  excessive  fee. 

(3)  Factors  to  be  considered  in  determining  the  reasonableness 
of  a fee  include,  but  are  not  limited  to,  the  following: 

(A)  the  difficulty  and/or  uniqueness  of  the  services  per- 
formed and  the  time,  skill  and  experience  required; 

(B)  the  fee  customarily  charged  in  the  locality  for  similar 
practitioner  services; 

(C)  the  amount  of  the  charges  involved; 

(D)  the  quality  of  performance; 

(E)  the  nature  and  length  of  the  professional  relationship 
with  the  patient;  and 

(F)  the  experience,  reputation  and  ability  of  the  practitioner 
in  performing  the  kind  of  services  involved. 

(i)  A practitioner  shall  not  divide  a fee  for  professional  ser- 
vices with  another  practitioner  who  is  not  a partner,  employee, 
or  shareholder  in  a professional  corporation,  unless: 

(1)  the  patient  consents  to  the  employment  of  the  other  prac- 
titioner after  a full  disclosure  that  a division  of  fees  will  be 
made;  and 

(2)  the  division  of  fees  is  made  in  proportion  to  actual  ser- 
vices performed  and  responsibility  assumed  by  each 
practitioner. 

(j)  A practitioner  shall  not  pay,  demand,  or  receive  com- 
pensation, for  referral  of  a patient,  except  for  a patient  refer- 
ral program  operated  by  a medical  society  or  association  which 
is  approved  by  the  medical  licensing  board. 

(k)  A practitioner  shall  be  responsible  for  the  conduct  of 
each  and  every  person  employed  by  the  practitioner  (whether 
such  employee  is  a physician,  nurse,  physician’s  assistant,  or 
other  specific  professional  health  care  provider  employed  by 
the  practitioner)  for  every  action  or  failure  to  act  by  said 
employee  or  employees  in  the  course  of  said  employee(s) 
employment  relationship  with  said  practitioner;  provided, 
however,  that  a practitioner  shall  not  be  responsible  for  the 
actions  of  persons  he/she  may  employ  whose  employment  by 
the  practtioner  [s/c.]  does  not  relate  directly  to  the  practitioner’s 
practice  of  medicine  or  of  osteopathic  medicine. 


(1) (1)  A practitioner  shall  not,  on  behalf  of  himself/herself, 
a partner,  associate,  shareholder  in  a professional  corporation, 
or  any  other  practitioner  or  specific  health  care  provider  af- 
filiated with  the  practitioner,  use,  or  participate  in  the  use  of, 
any  form  of  public  communication  containing  a false, 
fraudulent,  misleading,  deceptive  or  unfair  statement  or  claim. 

(2)  Subject  to  the  requirements  of  subsection  (1)(1)  of  this 
section,  and  in  order  to  facilitate  the  process  of  informed  selec- 
tion of  a practitioner  by  the  public,  a practitioner  may  adver- 
tise services  through  the  public  media  including,  but  not  limited 
to,  a telephone  directory,  physicians’  or  osteopaths’  directory, 
newspaper  or  other  periodical,  radio  or  television  or  through 
written  communication  not  involving  personal  contact,  pro- 
vided that  the  advertisement  is  dignified  and  confines  itself  to 
the  existence,  scope,  nature  and  field  of  practice  of  the 
practitioner. 

(3)  If  the  advertisement  is  communicated  to  the  public  by 
radio,  cable,  or  television,  it  shall  be  prerecorded,  approved 
for  broadcast  by  the  practitioner,  and  a recording  and  transcript 
of  the  actual  transmission  shall  be  retained  by  the  practitioner 
for  a period  of  five  (5)  years  from  the  last  date  of  broadcast. 

(4)  If  a practitioner  advertises  a fee  for  a service,  treatment, 
consultation,  examination,  radiographic  study,  or  other  pro- 
cedure, the  practitioner  must  render  that  service  or  procedure 
for  no  more  than  the  fee  advertised. 

(5)  Unless  otherwise  specified  in  the  advertisement,  if  a prac- 
titioner publishes  or  communicates  any  fee  information  in  a 
publication  that  is  published  more  frequently  than  one  (1)  time 
per  month,  the  practitioner  shall  be  bound  by  any  representa- 
tion made  therein  for  a period  of  thirty  (30)  days  after  the 
publication  date.  If  a practitioner  publishes  or  communicates 
any  fee  information  in  a publication  that  is  published  once  a 
month  or  less  frequently,  the  practitioner  shall  be  bound  by 
any  representation  made  therein  until  the  publication  of  the 
succeeding  issue.  If  a practitioner  publishes  or  communicates 
any  fee  information  in  a publication  which  has  no  fixed  date 
for  publication  of  a succeeding  issue,  the  practitioner  shall  be 
bound  by  any  representation  made  therein  for  one  (1)  year. 

(6)  Unless  otherwise  specified,  if  a practitioner  broadcasts 
any  fee  information  by  radio,  cable  or  television,  the  practi- 
tioner shall  be  bound  by  any  representation  made  therein  for 
a period  of  ninety  (90)  days  after  such  broadcast. 

(7)  Except  as  otherwise  specified  in  844  IAC  5,  a practitioner 
shall  not  contact  or  solicit  individual  members  of  the  public 
personally  or  through  an  agent  in  order  to  offer  services  to 
such  person  or  persons  unless  that  individual  initiated  contact 
with  the  practitioner  for  the  purpose  of  engaging  that  practi- 
tioner’s professional  services. 

(m)  A practitioner  may,  whenever  the  practitioner  believes 
it  to  be  beneficial  to  the  patient,  send  or  refer  a patient  to  a 
qualified  specific  professional  health  care  provider  for  treat- 
ment or  health  care  which  fall  within  the  specific  professional 
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health  care  provider’s  scope  of  practice.  Prior  to  any  such  refer- 
ral, however,  the  practitioner  shall  examine,  and/or  consult 
with,  the  patient  to  insure  that  a condition  exists  in  the  patient 
which  would  be  within  the  scope  of  practice  of  the  specific  pro- 
fessional health  care  provider  to  whom  the  patient  is  referred 
or  sent. 

(n)  A practitioner  shall  not  charge  a separate  and  distict  [s/c.] 
fee  for  the  incidental,  administrative,  non-medical  service  of 
securing  admission  of  a patient  to  a hospital  or  other  medical 
or  health  care  facility. 

(o) (l)  A practitioner,  upon  his/her  retirement,  or  upon 
discontinuation  of  the  practice  of  medicine  or  osteopathic 
medicine,  or  upon  leaving  or  moving  from  a community,  shall 
not  sell,  convey  or  transfer  for  valuable  consideration, 
remuneration  or  for  anything  of  value,  patient  records  of  that 
practitioner  to  any  other  practitioner. 

(2)  A practitioner,  upon  his/her  retirement,  or  upon  discon- 
tinuation of  the  practice  of  medicine  or  osteopathic  medicine, 
or  upon  leaving  or  moving  from  a community,  shall  notify  all 
of  his/her  patients  in  writing,  or  by  publication  once  a week 
for  three  (3)  consecutive  weeks  in  a newspaper  of  general  cir- 
culation in  the  community,  that  he/she  intends  to  discontinue 
his/her  practice  of  medicine  or  osteopathic  medicine  in  the  com- 
munity, and  shall  encourage  his/her  patients  to  seek  the  ser- 
vices of  another  practitioner,  provided,  however,  that  this 
subsection  shall  not  apply  to  practitioners  solely  engaged  in 
internship,  residency,  preceptorship,  fellowship,  teaching  or 
other  postgraduate  medical  education  or  training  programs. 
The  practitioner  discontinuing  his/her  practice  shall  make 
reasonable  arrangements  with  his/her  active  patients  for  the 
transfer  of  his/her  records,  or  copies  thereof,  to  the  succeeding 
practitioner,  or  to  a program  conducted  by  a medical  society 
or  association  approved  by  the  medical  licensing  board. 

(3)  As  used  herein,  “active  patient”  applies  and  refers  to 
a person  whom  the  practitioner  has  examined,  treated,  cared 
for,  or  otherwise  consulted  with,  during  the  two  (2)  year  period 
prior  to  retirement,  discontinuation  of  the  practice  of  medicine 
or  osteopathic  medicine,  or  leaving  or  moving  from  a 
community. 

(4)  Nothing  herein  provided  shall  preclude,  prohibit  or  pre- 
vent a practitioner  from' conveying  or  transferring  the  practi- 

| tioner’s  patient  records  to  another  practitioner,  holding  an 
unlimited  license  to  practice  medicine  or  osteopathic  medicine, 
who  is  assuming  a practice,  provided  that  written  notice  is  fur- 
nished to  all  patients  as  hereinbefore  specified. 

(p)  A practitioner  shall  not  base  his  fee  upon  the  uncertain 
outcome  of  a contingency,  whether  such  contingency  be  the 
outcome  of  litigation  or  any  other  occurrence  or  condition  which 
may  or  may  not  develop,  occur  or  happen. 

(q)  A practitioner  shall  not  attempt  to  exonerate  himself  from 
or  limit  his  liability  to  a patient  for  his/her  personal  malprac- 


tice except  that  a practitioner  may  enter  into  agreements  which 
contain  informed,  voluntary  releases  and/or  waivers  of  liabil- 
ity in  settlement  of  a claim  made  by  a patient  or  by  those  respon- 
sible for  a patient’s  care. 

(r)  A practitioner  shall  not  attempt  to  preclude,  prohibit  or 
otherwise  prevent  the  filing  of  a complaint  against  him/her  by 
a patient  or  other  practitioner  for  any  alleged  violation  of  844 
IAC  or  of  any  alleged  violation  of  IC  25-22.5-1.1,  or  of  any 
other  law.  (Medical  Licensing  Board  of  Indiana;  844  IAC  5-1-2; 
filed  Apr  12,  1984,  8:28  am) 

844  IAC  5-1-3  Disciplinary  action 

Authority:  IC  25-22.5-2-7 
Affected:  IC  25-22.5-2-7 

Sec.  3.  Failure  to  comply  with  the  above  standards  of  pro- 
fessional conduct  and  competent  practice  of  medicine  may  result 
in  disciplinary  proceedings  against  the  offending  practitioner. 
Further,  all  practitioners  licensed  in  Indiana  shall  be  responsi- 
ble for  having  knowledge  of  the  standards  of  conduct  and  prac- 
tice established  by  statute  and  regulation  pursuant  to  IC 
25-22.5-2-7.  (Medical  Licensing  Board  of  Indiana;  844  IAC 
5-1-3;  filed  Apr  12,  1984,  8:28  am) 

SECTION  7.  844  IAC  7 is  added  to  read  as  follows: 

ARTICLE  7.  RULES  FOR  REINSTATEMENT 

Rule  1 . General  Provisions 

844  IAC  7-1-1  Reinstatement 

Authority:  IC  25-22.5-2-7;  IC  25-22.5-6-2.1 
Affected:  IC  25-22.5;  IC  25-27;  IC  25-29;  IC  25-33 

Sec.  1 . No  person  whose  license  to  practice  medicine  or 
osteopathic  medicine,  midwifery,  or  whose  license  as  a 
podiatrist,  physical  therapist,  physical  therapist  assistant,  or 
whose  registration  and  approval  as  a physician’s  assistant,  has 
been  suspended  or  revoked  shall  be  eligible  for  reinstatement 
unless  that  person  establishes  by  clear  and  convincing  evidence 
before  the  medical  licensing  board  that: 

(1)  the  person  desires  in  good  faith  to  obtain  restoration  of 
such  license,  registration  or  approval; 

(2)  the  term  of  suspension  prescribed  in  the  order  of  suspen- 
sion has  elapsed  or  seven  (7)  years  have  elapsed  since  the 
revocation; 

(3)  the  person  has  not  engaged  in  that  practice  for  which 
that  person  was  licensed,  registered  or  approved,  in  this  state 
or  has  attempted  to  do  so  from  the  date  discipline  was 
imposed; 

(4)  the  person  has  complied  fully  with  the  terms,  if  any,  of 
the  order  for  suspension  or  revocation; 

(5)  the  person’s  attitude  with  regard  to  the  misconduct,  viola- 
tion of  law  or  rule,  or  incompetent  practice  for  which  the 
person  was  disciplined  is  one  of  genuine  remorse; 

(6)  the  person  has  a proper  understanding  of  an  attitude 
towards  the  standards  that  are  imposed  by  statute  or  rule 
upon  persons  holding  such  license,  registration  or  approval 
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as  had  been  suspended  or  revoked  and  the  person  can  be 
reasonably  expected  to  conduct  himself/herself  in  confor- 
mity with  such  standards; 

(7)  the  person  can  be  safely  recommended  to  the  public  and 
applicable  professions  as  a person  fit  to  be  reinstated  and 
is  able  to  practice  his/her  profession  with  reasonable  skill 
and  safety  to  patients; 

(8)  the  disability  has  been  removed,  corrected  or  otherwise 
brought  under  control  if  the  suspension  or  revocation  was 
imposed  by  reason  of  physical  or  mental  illness  or  infirmity, 
or  for  use  of  or  addiction  to  intoxicants  or  drugs; 

(9)  the  person  has  successfully  taken  and  completed  such  writ- 
ten examinations  and  tests  as  may  be  required  by  the  medical 
licensing  board,  and  has  completed  such  professional  train- 
ing or  education  under  a preceptorship  as  may  be  required. 

(Medical  Licensing  Board  of  Indiana;  844  I AC  7-1-1;  filed  Apr 
12,  1984,  8:28  am) 

844  IAC  7-1-2  Petitions  for  reinstatement 

Authority:  IC  25-22.5-2-7;  IC  25-22.5-6-2.1 
Affected:  IC  25-22.5;  IC  25-27;  IC  25-29;  IC  25-33 

Sec.  2.  Any  person  whose  license,  registration  or  approval 
has  been  suspended  or  revoked  may  apply  for  reinstatement 
by  filing  with  the  medical  licensing  board  a petition  setting  forth 
that  the  requirements  of  844  IAC  7-1-1  have  been  satisfied  or 
complied  with.  Ten  (10)  copies  of  such  petition  shall  be  filed 
with  the  medical  licensing  board,  together  with  a filing  fee  of 
four  hundred  dollars  $(400). 

Upon  the  filing  of  such  petition  and  payment  of  the  filing 
fee,  the  medical  licensing  board  shall  schedule  a hearing.  After 
the  hearing  the  medical  licensing  board  shall  determine  whether 
the  petitioner  has  met  the  requirements  set  forth  in  844  IAC 
7- 1 - 1 , and  shall  determine  whether,  as  a condition  of  reinstate- 
ment, disciplinary  or  corrective  measures,  including,  but  not 
limited  to,  reexamination,  additional  training  or  post-graduate 
education,  or  a preceptorship,  should  be  imposed.  The  medical 
licensing  board  shall  thereafter,  upon  satisfactory  compliance 
with  the  requirements  of  844  IAC  7-1-1  and  of  any  and  all 
disciplinary  and  corrective  measures  which  may  be  imposed, 
enter  an  order  continuing  the  suspension  or  revocation  or 
reinstating  a license,  registration  or  approval  to  the  petitioner. 

Any  person  filing  for  reinstatement  shall  be  responsible  for 
the  payment  of  any  and  all  costs  incurred  by  the  medical  licens- 
ing board  in  conducting  a hearing  upon  said  petition  for 
reinstatement  which  exceed  the  amount  of  the  filing  fee.  Any 
such  costs  shall  be  paid  by  the  petitioner  within  fifteen  (15) 
days  of  the  receipt  of  a statement  therefor  from  the  medical 
licensing  board.  In  no  event  will  there  be  any  refund  or  rebate 
of  any  part  of  the  filing  fee. 

In  the  event  that  a person  is  unable  to  pay  the  filing  fee  or 
costs  or  to  give  security  therefor,  the  person  shall  file  ten  (10) 
copies  of  a verified  motion  requesting  waiver  of  the  prepay- 
ment of  such  fees  and  costs  accompanied  by  an  affidavit  ex- 
ecuted on  the  person’s  personal  knowledge  stating  that  such 


person  is  unable  to  pay  such  fees  and  costs  or  to  give  security 
therefor.  The  affidavit  shall  be  in  the  following  form: 

BEFORE  THE 

MEDICAL  LICENSING  BOARD 
IN  THE  MATTER  OF: 

Affidavit  in  Support  of  Motion  to  Proceed 
Without  Prepayment  of  Fees  and  Costs 

I, , being  first  duly  sworn, 

depose  and  say  that  I am  the  petitioner  in  the  above-entitled 
cases;  that  in  support  of  my  motion  to  proceed  without  being 
required  to  prepay  fees,  costs  or  give  security  therefor,  I state 
that  because  of  my  poverty  I am  unable  to  pay  the  costs  of 
said  proceeding  or  to  give  security  therefor;  that  I believe  I 
am  entitled  to  redress;  and  that  the  issues  which  I desire  to 
present  are  the  following: 

(LIST  ISSUES) 

I further  swear  and  affirm  that  the  responses  which  I have 
made  to  the  questions  and  instructions  below  relating  to  my 
ability  to  pay  the  cost  of  prosecuting  the  case  are  true. 

1.  Are  you  presently  employed? 

a.  If  the  answer  is  yes,  state  the  amount  of  your  salary 
or  wages  per  month  and  give  the  name  and  address 
of  your  employer. 

b.  If  the  answer  is  no,  state  the  date  of  your  last  employ- 
ment and  the  amount  of  the  salary  and  wages  per  month 
which  you  received. 

2.  Have  you  received  within  the  past  twelve  months  any  in- 
come from  a business,  profession  or  other  form  of  self- 
employment,  or  in  the  form  of  rent  payments,  interest, 
dividends,  or  other  source? 

a.  If  the  answer  is  yes,  describe  each  source  of  income, 
and  state  the  amount  received  from  each  during  the 
past  twelve  months. 

3.  Do  you  own  any  cash  or  checking  or  savings  account? 
a.  If  the  answer  is  yes,  state  the  total  value  of  the  items 

owned. 

4.  Do  you  own  any  real  estate,  stocks,  bonds,  notes,  auto- 
mobiles, or  other  valuable  property  (excluding  ordinary 
household  furnishings  and  clothing)? 

a.  If  the  answer  is  yes,  describe  the  property  and  state 
its  approximate  value. 

5.  List  the  persons  who  are  dependent  upon  you  for  support 
and  state  you  [s'/C.]  relationship  to  those  persons. 

I understand  that  a false  statement  or  answer  to  any  ques- 
tions in  this  affidavit  will  subject  me  to  penalties  for  perjury. 


(SIGN  NAME) 

SUBSCRIBED  AND  SWORN  TO  before  me  this  

day  of  , 19 . 
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The  medical  licensing  board  may  conduct  such  investigations 
and  hearings  as  it  may  deem  appropriate  and  necessary  in  rul- 
ing upon  motions  requesting  waiver  of  the  prepayment  of  fees 
and  costs.  Although  prepayment  of  fees  and  costs  may  be 
waived  by  the  medical  licensing  board,  the  petitioner  shall  re- 
main responsible  for  the  payment  of  fees  and  costs  which  pay- 
ment may  be  a condition  of  reinstatement.  (Medical  Licensing 
Board  of  Indiana;  844  I AC  7-1-2;  filed  Apr  12,  1984,  8:28  am) 

844  IAC  7-1-3  Duties  of  revoked  licensees  and  registrants 

Authority:  IC  25-22.5-2-7 ; IC  25-22.5-6-2.1 
Affected:  IC  25-22.5;  IC  25-27;  IC  25-29;  IC  25-33 

Sec.  3.  In  any  case  where  a person’s  license,  registration 
or  approval  has  been  revoked,  said  person  shall: 

(1)  Promptly  notify  or  cause  to  be  notified  by  in  the  manner 
and  method  specified  by  the  board,  all  patients  then  in  the 
care  of  the  licensee  or  registrant,  or  those  persons  responsi- 
ble for  the  patient’s  care,  of  the  revocation  and  of  the 
licensee’s  or  registrant’s  consequent  inability  to  act  for  or 
on  their  behalf  in  the  licensee’s  or  registrant’s  professional 
capacity.  Such  notice  shall  advise  all  such  patients  to  seek 
the  services  of  another  licensee  in  good  standing  of  their  own 
choice. 

(2)  Promptly  notify  or  cause  to  be  notified  all  hospitals, 
medical  and  health  care  facilities  where  such  licensee  or 
registrant  has  privileges  or  staff  status  of  the  revocation  ac- 
companied by  a list  of  all  patients  then  in  the  care  of  said 
licensee  or  registrant. 

(3)  Notify  in  writing,  by  first  class  mail,  the  following 
organizations  and  governmental  agencies  of  the  revocation 
of  licensure,  registration  or  approval: 

(A)  Indiana  department  of  public  welfare; 

(B)  Social  Security  Administration; 

(C)  the  medical  licensing  board(s),  or  equivalent  state 
agency,  of  each  state  in  which  the  person  is  licensed, 
registered  or  approved; 

(D)  drug  enforcement  administration; 

(E)  Indiana  hospital  association; 

(F)  Indiana  state  medical  association; 

(G)  Indiana  pharmacists  association; 

(H)  American  Medical  Association; 

(I)  American  Osteopathic  Association; 

(J)  Federation  of  State  Medical  Boards  of  the  United 
States,  Inc. 

(4)  Make  reasonable  arrangements  with  said  licensee’s  or 
registrant’s  active  patients  for  the  transfer  of  all  patient 
records,  radiographic  studies,  and  test  results,  or  copies 
thereof,  to  a succeeding  licensee  or  registrant  employed  by 
the  patient  or  by  those  responsible  for  the  patient’s  care. 

(5)  Within  thirty  (30)  days  after  the  date  of  license  or  registra- 
tion revocation,  the  licensee  or  registrant  shall  file  an  affidavit 
with  the  medical  licensing  board  showing  compliance  with 


the  provisions  of  the  revocation  order  and  with  844  IAC  7 
which  time  may  be  extended  by  the  board.  Such  affidavit 
shall  also  state  all  other  jurisdictions  in  which  the  licensee 
or  registrant  is  still  licensed  and/or  registered. 

(6)  Proof  of  compliance  with  this  section  shall  be  a condi- 
tion precedent  to  any  petition  for  reinstatement. 

(Medical  Licensing  Board  of  Indiana;  844  IAC  7-1-3;  filed  Apr 
12,  1984,  8:28  am) 

844  IAC  7-1-4  Duties  of  suspended  licensees  and  registrants 

Authority:  IC  25-22.5-2-7;  IC  25-22.5-6-2.1 
Affected:  IC  25-22.5;  IC  25-27;  IC  25-29;  IC  25-33 

Sec.  4.  In  any  case  where  a person’s  license  or  registration 
has  been  suspended,  said  person  shall: 

(1)  Within  thirty  (30)  days  from  the  date  of  the  order  of 
suspension,  file  with  the  medical  licensing  board  an  affidavit 
showing  that: 

(A)  All  active  patients  then  under  the  licensee’s  or 
registrant’s  care  have  been  notified  in  the  manner  and 
method  specified  by  the  board  of  the  licensee’s  or 
registrant’s  suspension  and  consequent  inability  to  act  for 
or  on  their  behalf  in  a professional  capacity.  Such  notice 
shall  advise  all  such  patients  to  seek  the  services  of  another 
licensee  or  registrant  of  good  standing  of  their  own  choice. 

(B)  All  hospitals,  medical  and  health  care  facilities  where 
such  licensee  or  registrant  has  privileges  or  staff  status  have 
been  informed  of  the  suspension  order. 

(C)  Reasonable  arrangements  were  made  for  the  transfer 
of  patient  records,  radiographic  studies,  and  test  results, 
or  copies  thereof,  to  a succeeding  licensee  or  registrant 
employed  by  the  patient  or  those  responsible  for  the  pa- 
tient’s care. 

(2)  Proof  of  compliance  with  this  section  shall  be  a condi- 
tion precedent  to  reinstatement. 

(Medical  Licensing  Board  of  Indiana;  844  IAC  7-1-4;  filed  Apr 
12,  1984,  8:28  am) 

844  IAC  7-1-5  Protection  of  patient’s  interest 

Authority:  IC  25-22.5-2-7;  IC  25-22.5-6-2.1 
Affected:  IC  25-22.5;  IC  25-27;  IC  25-29;  IC  25-33 

Sec.  5.  Whenever  a person’s  license  or  registration  has  been 
revoked  or  suspended,  and  said  person  has  not  fully  complied 
with  the  provisions  of  844  IAC  7-1-3  and  844  IAC  7-1-4,  or 
if  said  licensee  or  registrant  has  disappeared  or  died  or  is  other- 
wise unable  to  comply  with  said  sections,  the  medical  licensing 
board  shall  request  the  health  professions  service  bureau  or  any 
state  medical  or  osteopathic  association  or  any  county  medical 
or  osteopathic  society  to  take  such  action  as  may  be  appropriate 
to  protect  the  interests  of  that  person’s  patients.  (Medical  Licens- 
ing Board  of  Indiana;  844  IAC  7-1-5;  filed  Apr  12,  1984,  8:28 
am) 
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Here  and  There  . . . 

. . . Dr.  Carl  E.  Otten  of  Indianapolis 
discussed  Premenstrual  Syndrome  during 
a June  seminar  sponsored  by  the  In- 
dianapolis PMS  Support  Group. 

. . . Dr.  John  C.  Johnson  of  Crown 
Point  has  been  reappointed  by  Governor 
Orr  to  the  Emergency  Medical  Services 
Commission. 

. . . Dr.  John  J.  Mulcahy,  director  of 
urology  at  Wishard  Memorial  Hospital, 
Indianapolis,  discussed  male  infertility  at 
the  June  meeting  of  the  Fort  Wayne 
chapter  of  Indiana  Resolve. 

. . . Dr.  R.  I.  Patel  of  Marion  served 
as  keynote  speaker  and  medical  advisor 
at  a June  seminar  on  “better  breathing” 
sponsored  by  Marion  General  Hospital 
and  the  American  Lung  Association  of 
Indiana. 

. . . Dr.  Richard  C.  McNabb  of  Mar- 
tinsville is  the  new  full-time  medical  direc- 
tor of  the  Otis  R.  Bowen  Center  for 
Human  Services,  Warsaw. 

. . . Dr.  Frederick  A.  Tolle  has  been 
named  medical  director  of  the  Sleep 
Disorders  Center,  Winona  Memorial 
Hospital,  Indianapolis. 

Dr.  F rank  E.  Young  has  been  ap- 
pointed commissioner  of  the  Food  and 
Drug  Administration,  replacing  Dr.  Ar- 
thur Hull  Hayes,  who  resigned  last  fall. 

. . . Dr.  Fred  J.  Harris  of  Valparaiso 
discussed  hypertension  during  a recent 
meeting  sponsored  by  St.  Anthony 
Hospital  and  the  Michigan  City  Com- 
munity Mended  Hearts  Club. 

. . . Dr.  Ivan  T.  Lindgren  of  Aurora, 
a member  of  the  Pennsylvania  Air  Na- 
tional Guard,  has  been  promoted  to 
colonel. 

. . . Dr.  Maurice  Kaufman  of  In- 
dianapolis has  been  elected  first  vice- 
president  of  the  Central  Indiana  Council 
on  Aging. 

. . . Dr.  Mary  G.  Ludwig  of  Craw- 
fordsville  has  been  appointed  by  Gover- 
nor Orr  to  a four-year  term  on  the  Ad- 
visory Committee  for  Medical  Assistance. 

. . . Dr.  Howard  F.  Polley  of  Bloom- 
ington discussed  advances  in 
rheumatology  during  the  annual  meeting 
of  the  American  Rheumatism  Association 
in  Minneapolis. 

. . . Dr.  Benvenido  V.  Ticsay  of 

Michigan  City  is  the  new  president  of  the 
Philippine-American  Urological  Society. 


. . . Dr.  William  D.  Province  II  of 

Franklin  addressed  a recent  meeting  of 
the  Johnson  County  Memorial  Hospital’s 
Respiratory  Health  Club. 

. . . Dr.  John  M.  Thompson,  a South 
Bend  ophthalmologist,  has  been  named 
Alumnus  of  the  Year  by  Indiana  Central 
University. 

. . . Dr.  Everett  W.  Gaunt,  an  Alex- 
andria family  physician,  has  retired  from 
active  practice  although  he  has  retained 
his  post  as  county  health  officer. 

. . . Dr.  James  M.  Donahue,  a 
Franklin  psychiatrist,  is  the  new  president 
of  the  Johnson  County  Unit,  American 
Cancer  Society. 

. . . Dr.  Diane  S.  Musgrave  of  South 
Bend  addressed  arthritis  patients  at  a re- 
cent public  forum  in  Michigan  City. 

. . . Dr.  Cherryl  G.  Friedman  of 
Noblesville  discussed  heart  disease  and 
stress  at  a June  meeting  of  Riverview 
Hospital’s  Cardiac  Club. 

. . . Dr.  Jatinger  kansal  of  Merrillville 
has  been  board-certified  in  allergy  and 
clinical  immunology. 

. . . Dr.  Shou-Gein  Lin  of  Merrillville 
has  been  board-certified  in  otorhin- 
olaryngology. 

. . . Dr.  Won-Shick  Loh  of  Munster 
and  Dr.  Trent  G.  Orfanos  of  Crown 
Point  have  been  board-certified  in  inter- 
nal medicine  and  cardiology. 

. . . Dr.  George  T.  Lukemeyer,  ISMA 
president,  has  received  a distinguished 
medical  alumni  award  from  the  I.U. 
School  of  Medicine,  of  which  he  is  a 1947 
graduate. 

. . . Dr.  Jill  J.  Blacharsh,  a Bloom- 
ington psychiatrist,  was  among  several 
speakers  participating  in  a recent  public 
forum  dealing  with  mental  illness;  it  was 
sponsored  by  the  Marion  County  Men- 
tal Health  Association  and  the  South 
Central  Community  Mental  Health 
Center. 

. . . Dr.  Edward  L.  Langston  of  Flora 
has  been  appointed  to  Governor  Orr’s 
search  and  screen  committee  to  select  a 
new  commissioner  for  the  Indiana  State 
Board  of  Health;  Dr.  William  J.  Miller 
of  Lafayette  is  chairman. 

. . . Dr.  Randolph  W.  Lievertz  of  In- 
dianapolis appeared  on  public  television 
(Ch.  20)  in  June  in  an  ISMA-sponsored 
“Heartbeat”  episode  on  “Living  with 
Stress.” 


. . . Dr.  Hans  E.  Geisler  of  In- 
dianapolis discussed  “Prognostic  Signi- 
ficance of  Positive  Peritoneal  Cytology 
in  Patients  with  Endometrial  Carcinoma” 
at  a meeting  of  the  Continental  Gyne- 
cologic Society  in  Bermuda  in  June. 

. . . Dr.  David  A.  Josephson  of 
Carmel  is  the  new  president  of  the  In- 
diana Neurological  Society. 

. . . Dr.  Stanley  R.  Adkins  of  Colum- 
bus was  the  keynote  speaker  at  this  year’s 
annual  meeting  in  Greensburg  of  the 
Southeast  Indiana  Division,  American 
Heart  Association. 

. . . Dr.  Primo  A.  Andres  and  Dr. 
Thomas  F.  Orman  of  Terre  Haute  have 
been  certified  by  the  American  Board  of 
Cardiology. 

. . . Dr.  Robert  M.  Hurwitz,  an  In- 
dianapolis dermatologist,  discussed  the 
sun’s  effect  on  skin  and  basic  skin  care 
during  a public  forum  in  June  at  Humana 
Women’s  Hospital. 

. . . Dr.  John  I).  Twenty  of  Zionsville 
has  been  elected  president-elect  of  the 
medical  staff  at  Winona  Memorial 
Hospital,  Indianapolis. 

. . . Dr.  Samuel  M.  Wentworth  of 
Danville  was  a guest  speaker  at  a June 
diabetes  education  workshop  held  at  the 
Hulman  Civic  University  Center,  Terre  I 
Haute, 

. . . Dr.  Peter  H.  Cahn,  an  In- 
dianapolis ophthalmologist,  discussed 
“Laser  Treatment  of  Glaucoma”  during 
the  annual  Lester  D.  Bibler  Family  Prac- 
tice Review  Course,  held  June  21  in 
Indianapolis. 


Iverson  Takes  Detroit  Post 

Dr.  Robert  L.  Iverson,  co-director  of 
the  Department  of  Adult  Critical  Care  at 
the  Methodist  Hospital,  Indianapolis, 
since  1977,  has  accepted  appointment  as 
Assistant  Professor  of  Medicine  at  Wayne 
State  University  School  of  Medicine, 
Detroit.  He  will  work  in  the  Division  of 
Pulmonary/Critical  Care  in  both  teaching 
and  research  duties  at  Detroit  Receiving 
Hospital  and  Harper  Hospital  at  Detroit 
Medical  Center. 

Dr.  Iverson  has  been  instrumental  in 
organizing  and  contributing  to  a series  of 
special  articles  on  critical  care  for  In- 
diana Medicine. 
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Richter  Lectureship 

Dr.  Joseph  K.  Perloff  of  Los  Angeles 
will  be  the  guest  lecturer  for  the  ninth  an- 
nual Arthur  B.  Richter  Lectureship  in 
Clinical  Cardiology  on  Wednesday,  Sept. 
12,  at  St.  Vincent  Hospital  and  Health 
Care  Center,  Indianapolis. 

Dr.  Perloff,  Streisand  professor  of 
medicine  and  pediatrics  at  the  University 
of  California  in  Los  Angeles,  will  discuss 
“The  Cardiomyopathies:  A Contem- 
porary Overview,”  “Heart  Disease  in 
Pregnancy”  and  “Heart  Disease:  A 
Natural  Occurrence  or  a Self-Imposed 
Affliction?”  He  will  also  discuss  case 
studies  presented  by  noted  local 
physicians. 

Dr.  Perloff  is  a fellow  of  the  American 
Heart  Association’s  Council  on  Clinical 
Cardiology,  the  American  College  of  Car- 
diology and  the  American  College  of 
Physicians.  He  is  the  author  of  several 
cardiology  books. 

There  is  no  charge  for  the  seminar. 
Reservations  for  dinner  at  the  Meridian 


Dr.  Perloff 


Hills  Country  Club  after  the  seminar  may 
be  made  by  calling  (317)  871-2161. 


Patients  Needed  for  Study 
of  New  Diabetes  Drug 

Dr.  Charles  M.  Clark  of  the  Diabetes 
Research  & Training  Center,  Indiana 
University  School  of  Medicine,  is 
recruiting  patients  for  a study  examining 
the  beneficial  effects  of  a new  drug, 
Tolrestat,  on  symptomatic  diabetic 
neuropathy. 

Treatment  for  diabetic  neuropathy  is 
not  very  effective  at  present,  Dr.  Clark 
said.  Tolrestat  is  a member  of  a new  class 
of  drugs,  aldose-reductase  inhibitors, 
which  he  said  “theoretically  should  relieve 
the  symptoms  by  interfering  with  the 
basic  patho-physiologic  process.” 

The  study  requires  nine  outpatient  visits 
over  a year.  Patients  between  the  ages  of 
18  and  72  who  are  otherwise  in  good 
health  are  eligible. 

Dr.  Clark  asks  that  physicians  who 
have  patients  with  diabetes  who  might 
qualify  for  the  study  refer  them  to  the 
Diabetes  Research  & Training  Center  by 
calling  (317)  630-6374. 
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A great  way  of  life 


AIR  FORCE  MEDICINE  — AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 


Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  special- 
ty? Are  supply  and  equipment  problems  getting  you  down? 


Join  our  Aerospace  Medical  team,  concentrate  on  your  medical 
practice,  and  leave  the  paperwork  hassle  to  others  We  use  the 
group  practice  system  of  health  care;  it  allows  maximum  pa- 
tient/physician contact  with  a minimum  of  administrative  respon- 
sibilities. 


You’ll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques,  and,  if 
qualified,  to  specialize. 


These  benefits  and  our  superior  employment  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice  To  find 
out  more  about  how  you  can  be  a part  of  the  Air  Force  health  care 
team,  contact  us  and  we'll  answer  all  of  your  questions  without 
obligation. 

Contact 

Call  Capt.  Scott  Simpson 
or  TSgt.  Steve  Beecher  at 
317-269-6354  or  6164  Collect 
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Mobile  NMR  Scanner  Aviation  Medicine  Award  AMA-ERF  Grant 


The  world’s  first  mobile  nuclear 
magnetic  resonance  scanner  (NMR)  is 
now  in  operation  in  a truck  trailer  parked 
in  front  of  Temple  University  Hospital. 

The  machine  is  called  the  Fonar  BETA 
3000M  and  is  manufactured  by  the  Fonar 
Corporation.  Nearby  street  traffic,  the 
nearby  subway  system  and  a heavy  con- 
struction crane  have  not  interfered  with 
the  proper  operation  of  the  scanner. 
Mobility  of  the  unit  allows  it  to  function 
at  other  Philadelphia  hospitals. 


Dr.  James  Waggoner,  medical  direc- 
tor of  The  Garrett  Corporation,  Los 
Angeles,  has  received  the  Airlines  Medical 
Directors  Association  award  for  “out- 
standing contribution  to  aviation 
medicine.” 

The  award  is  not  an  annual  affair  but, 
in  this  instance,  was  given  as  a special 
recognition  of  the  many  contributions  to 
aviation  medicine  by  Dr.  Waggoner,  who 
is  a 1949  graduate  of  I.U.  School  of 
Medicine. 


The  AMA  Education  and  Research 
Foundation  has  announced  its  annual 
grants  to  approved  medical  schools  in  the 
United  States  and  Canada.  Indiana 
University  School  of  Medicine  received 
$74,415.89. 

The  grants  are  made  from  funds  con- 
tributed during  1983  and  are  given  to 
benefit  medical  schools  and  medical  stu- 
dent assistance  programs  at  the  schools. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  recipients 
of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Educa- 
tion hours  earned,  and  is  acceptable  proof  in  most  states 
requiring  CME  in  re-registration  that  the  mandatory 
hours  of  CME  have  been  accomplished. 


Adye,  Wallace  M.,  Evansville 
Agana,  Adriano  A.,  Gary 
Ahler,  Kenneth  J.,  Rensselaer 
Akrabawi,  Salim  S.,  Evansville 
Angeles,  Armando  E.,  Connersville 
Ayers,  Johnnie,  Kokomo 
Babcoke,  Gary  A.,  Chesterton 
Baker,  Glenn  W.,  Brownsburg 
Baxter,  Harry  R.,  Seymour 
Bhagwandin,  Harry  O.,  Indianapolis 
Billena,  Raymundo  L.,  Merrillville 
Blaisdell,  William  F.,  Seymour 
Bloom,  George  R.,  Elkhart 
Boaz,  William  D.,  Wabash 
Bobb,  Kenneth  E.,  Seymour 
Branco,  Arthur  M.,  Munster 
Calisto,  Ruben  A.,  Logansport 
Carey,  John  A.,  Gary 
Castueras,  Flor  T.,  Salem 
Clutter,  Robert  E.,  Indianapolis 
Cole,  Larry  G.,  Yorktown 
Connelly,  Richard  D.,  Fort  Wayne 
Cortese,  Thomas  A.,  Indianapolis 
Crebo,  Alan  R.,  Kokomo 
Daftary,  Mostafa,  Greensburg 
Davis,  Timothy  E.,  Elkhart 
Deitsch,  Howard  C.,  Richmond 
Drake,  James  R.,  Anderson 
Edwards,  William  A.,  Danville 
Felker,  Dean  R.,  Greenfield 
Flamion,  Patrick  C.,  Evansville 


Fogle,  Norman  L.,  Indianapolis 
Furr,  Jack  D.,  Hillsboro 
Galbreath,  Richard  E.,  Warsaw 
Gillum,  Eugene  M.,  Portland 
Glassley,  Stephen  H.,  Fort  Wayne 
Greene,  Morgan  E.,  Indianapolis 
Guebard,  Bruce  A.,  Fort  Wayne 
Gupta,  Ram  C.,  Merrillville 
Hadley,  David  M.,  Plainfield 
Haines,  David  W.,  Warsaw 
Hardin,  Stephen  L.,  Martinsville 
Harris,  C.G.,  South  Bend 
Hathaway,  William  H.,  Auburn 
Hennessee,  Samuel  D.,  Carmel 
Hollenberg,  Edward  L.,  Winamac 
Holwerda,  Harry  L.,  Demotte 
Hull,  Joel  I.,  Chesterton 
Jani,  Natwerlal  S.,  Indianapolis 
Julius,  Satish  C.,  Evansville 
Kaye,  Robert  C.,  Rensselaer 
Kincaid,  Richard  W.,  Evansville 
Kobak,  Alfred  J.,  Valparaiso 
La  Salle,  Robert  M.,  Wabash 
Lee,  John  W.,  Fort  Wayne 
Leipold,  Jon  D.,  South  Bend 
Lewis,  Merral  B.,  Evansville 
Luxenberg,  Edwin  R.,  Logansport 
Mattox,  Dean  L.,  LaGrange 
McCalla,  Charles  X.  Ill,  Paoli 
McClary,  Charles  W.,  Bloomington 
McClure,  Warren  N.,  Kokomo 


Meissel,  Robert  L.,  Terre  Haute 
Miller,  Donald  C.,  Cedar  Lake 
Miller,  William  J.,  Lafayette 
Mishkin,  Marvin  E.,  Elkhart 
O’Brian,  Earl  J.,  Indianapolis 
Price,  Francis  W.,  Indianapolis 
Richmond,  Harold  W.,  Columbus 
Rigaux,  Armand  J.,  South  Bend 
Roth,  Bertram  S.,  Indianapolis 
Shelley,  Edward  S.,  South  Bend 
Skiles,  Melvin  J.,  Madison 
Smith,  Philip  L.,  Fort  Wayne 
Sondgerath,  Clifford  J.,  Lafayette 
Stouder,  Gary  S.,  Greenfield 
Stucky,  Jerry  L.,  Fort  Wayne 
Sturdevant,  Frank  M.,  Valparaiso 
Tanner,  Richard  R.,  Indianapolis 
Thomas,  Charles  R.,  Indianapolis 
Thompson,  William  R.,  Winamac 
Tirman,  Wallace  S.,  Plymouth 
Torrella,  Roxann  M.,  Indianapolis 
Valentine,  Russell  P.,  Zionsville 
Valenzuela,  Roberto  D.,  Merrillville 
Van  Tassel,  Charles  J.,  Indianapolis 
Voskuhl,  William  L.,  Charlestown 
Waflart,  Theodore  A.,  Huntingburg 
Wagner,  Richard  A.,  Evansville 
Webb,  Harry  D.,  Anderson 
Wooten,  William  G.,  Evansville 
Zawadsky,  Sarette  C.,  West  Lafayette 
Zink  Robert  O.,  Madison 
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Where  to  Look  for 
Nutrition  Information 

Accuracy  of  nutrition  information  in 
magazines  is  monitored  by  the  American 
Council  on  Science  and  Health  (ACSH). 
The  most  recent  such  survey  involved  30 
popular  magazines,  nine  of  which  were 
found  to  contain  nutrition  information 
of  high  accuracy  rating. 

The  nine  magazines  are  Good 
Housekeeping,  Self,  Health,  Essence, 
Glamour,  Vogue,  American  Health, 
Mademoiselle,  and  Consumers’  Research. 
All  members  of  this  group  were  observ- 
ed to  publish  nutritional  news  frequently. 

Eleven  other  magazines,  which  publish 
articles  on  nutrition  less  frequently,  also 
earned  high  ratings.  They  are  Better 
Homes  and  Gardens,  Changing  Times, 
50  Plus,  Parents,  Reader’s  Digest,  Red- 
book,  Science  ’82- ’83,  Scientific 
American , Seventeen,  Consumer 
Reports,  and  Consumers’  Digest. 

Several  other  magazines  received 
ratings  of  low  accuracy,  although  two  of 


this  group  identify  themselves  as 
health-oriented. 

Copies  of  ACSH  NEWS  & VIEWS 
may  be  obtained  from  ACSH,  47  Maple 
St.,  Summit,  N.J.  07901. 

EDB  Ban  Opposed 

The  American  Council  on  Science  and 
Health  has  published  a 27-page  report  on 
Eythlene  Dibromide  (EDB),  a copy  of 
which  may  be  obtained  for  $2  by  writing 
the  council  at  1995  Broadway,  New  York, 
N.Y.  10023. 

The  council  position  statement  appears 
in  the  booklet  as  follows:  “ACSH  strong- 
ly agrees  with  EPA’s  setting  of  tolerance 
levels  for  EDB  in  consumer  foods  (these 
were  long  overdue)  but  believes  that  the 
complete  ban  on  the  grain-related  uses  of 
EDB  and  the  impending  ban  for  its  uses 
on  fruit  are  serious  mistakes.  Therefore, 
ACSH  recommends  that  the  ban  on 
grain-related  uses  of  EDB  be  lifted  and 
the  proposed  ban  on  the  use  of  EDB  in 
the  fumigation  of  fruit  be  postponed  un- 


til and  unless  a suitable  replacement  is 
found.” 

The  following  quotation  introduces  the 
discussion:  “Calculation  of  pepper’s  car- 
cinogenic potency  shows  that  at  the  daily 
dose  humans  ingest,  (140  mg),  they  are 
exposed  to  some  10  to  100  times  the  car- 
cinogenic risk  than  from  EDB  residues 
in  food.” 


NIH  Conferences  Slated 

The  National  Institutes  of  Health  have 
announced  plans  to  conduct  two  consen- 
sus development  conferences  in  the  near 
future. 

“Indications  for  and  Risks  of  Treat- 
ment with  Fresh  Frozen  Plasma”  will  be 
discussed  Sept.  24-26,  and  “Limb- 
Sparing  Treatment  of  Adult  Soft-Tissue 
and  Osteogenic  Sarcomas”  will  be 
discussed  Dec.  3-5. 

Both  meetings  will  be  held  at  the  Masur 
Auditorium,  National  Institutes  of 
Health,  Bethesda,  MD. 


OB-GYN- PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984  in  Fulton,  Missouri 


This  represents  an  outstanding  medical  practice  opportunity.  County  of  30,000  primary  ser- 
vice area  with  fine  small  community  of  12,000+  hosting  two  nationally  known  colleges 
and  a growing  industrial  base.  We  are  close  to  the  Lake  of  the  Ozarks  as  well  as  multiple 
other  recreational  opportunities  and  facilities.  The  Hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited  an  orthopedic  surgeon  to  build  its  surgical  team 
to  two.  There  are  over  400  births  in  this  County  each  year,  and  the  pediatric  population 
is  growing  steadily.  Residents  want  the  best  in  specialist  medical  care. 

For  further  information  regarding  guarantees  or  other  considerations  contact 

Sharon  R.  Heinlen,  Administrator,  Callaway  Community  Hospital, 

Hospital  Drive,  Fulton,  MO  65251,  314-642-3376. 
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New  I3MA  Members 


The  following  physicians  were  welcom- 
ed in  May  as  new  members  of  the  Indiana 
State  Medical  Association: 

Brian  L.  Arnold,  M.D.,  Indianapolis, 
anesthesiology 

Dan  J.  Bedecki,  M.D.,  Loogootee, 
family  practice 

Michelle  M.  Blake,  M.D.,  In- 
dianapolis, obstetrics  and  gynecology 
Randall  C.  Blake,  M.D.,  Indianapolis, 
urological  surgery 

Michael  L.  Boothe,  M.D.,  In- 
dianapolis, obstetrics  and  gynecology 
Michael  J.  Chadwick,  M.D.,  Colum- 
bus, family  practice 

Diana  L.  Clark,  M.D.,  Indianapolis, 
family  practice 

Alex  Colalillo,  M.D.,  Logansport, 
urological  surgery 

Joseph  W.  Conner,  M.D.,  In- 
dianapolis, ophthalmology 

Sylvia  J.  Dennison,  M.D.,  In- 
dianapolis, family  practice 

Peter  G.  Garrett,  M.D.,  Indianapolis, 
unspecified 

Nabil  A.  Gayed,  M.D.,  Huntington, 
general  surgery 


David  L.  Gregory,  M.D.,  Columbus, 
family  practice 

Eric  A.  Henricks,  M.D.,  Indianapolis, 
anesthesiology 

INDIANA  STATE 

MEDICAL 

ASSOCIATION 

Cheryl  C.  Kinney,  M.D.,  Indianapolis, 
obstetrics  and  gynecology 

John  B.  Lange,  M.D.,  East  Chicago, 
occupational  medicine 

Frank  E.  Mercho,  M.D.,  Noblesville, 
radiology 

Gary  R.  Moore,  M.D.,  Indianapolis, 
orthopedic  surgery 

Philip  Nowzaradan,  M.D.,  Valparaiso, 
general  practice 

Chung  T.  Nuygen,  M.D.,  Indianapolis, 
internal  medicine 


James  S.  Reiff,  D.O.,  Elkhart, 
unspecified 

Nestor  C.  Reyes,  M.D.,  Indianapolis, 
family  practice 

Fernando  H.  Rivera,  M.D.,  Lake  Sta- 
tion, family  practice 

Mary  S.  Robertson,  M.D.,  In- 
dianapolis, internal  medicine 

Kurella  T.  Sarma,  M.D.,  Beech  Grove, 
general  surgery 

Larry  G.  Schachter,  M.D.,  Frankfort, 
general  surgery 

Keeter  D.  Sechrist,  M.D.,  Indianapolis, 
dermatology 

Surendra  J.  Shah,  M.D.,  Gary,  inter- 
nal medicine 

Shannon  L.  Simpson,  M.D.,  East 
Chicago,  pathology 

Lynda  R.  Smirz,  M.D.,  Indianapolis, 
obstetrics  and  gynecology 

Randall  J.  Suttor,  M.D.,  South  Bend, 
family  practice 

James  V.  Thomalla,  M.D.,  In- 
dianapolis, urological  surgery 

Donald  T.  Tucker,  M.D.,  Gary,  family 
practice 

Andrew  S.  Wachtel,  M.D.,  Michigan 
City,  psychiatry 


Dr.  Ruschli  Celebrates  100th  Birthday 


Dr.  Edward  B.  Ruschli  of  Lafayette, 
who  turned  100  May  15,  is  now  the 
youngest  of  Indiana’s  physician 
centenarians.  (The  others  are  Dr. 
Herschel  Marcus  of  Indianapolis,  who 
turned  104  on  Aug.  1;  Dr.  Vernon  A. 
Shanklin  of  Vincennes,  who  will  be  103 
on  Aug.  31;  and  Dr.  Jesse  W.  Bowers  of 
Fort  Wayne,  who  will  be  102  on  Oct.  15.) 

Dr.  Ruschli,  a 1906  graduate  of  the 
New  York  University  School  of  Medicine, 
was  honored  at  a birthday  party  held  at 
St.  Elizabeth  Hospital,  where  he  now  lives 
as  a special  patient.  He  was  chief  of  the 
surgical  staff  there  for  many  years.  Before 
locating  in  Lafayette,  he  completed  both 
an  internship  and  residency  at  Bellvue 
Hospital  in  New  York. 

Although  Dr.  Ruschli  retired  from 
general  practice  about  20  years  ago,  he 
continued  to  make  house  calls  and  had 
a limited  practice  into  his  90s. 

Among  the  nearly  300  people  attending 
Dr.  Ruschli’s  birthday  reception  was  one 


A 


of  his  four  daughters,  Mrs.  Barbara 
Mickelberry  of  Vero  Beach,  Fla. 

Mrs.  Mickelberry  said  that  her  father 
remains,  in  his  mind,  what  he  always  was. 
“He’s  in  his  normal  atmosphere,  and  he 
thinks  he’s  practicing  medicine.  He  told 
my  sisters  while  we  were  visiting  in 
January,  ‘I  don’t  want  to  be  rude  but  I’ll 
have  to  excuse  myself  because  I have 
other  patients  waiting.’  We  all  get  a kick 
out  of  that.  He  is  a great  guy.” 

In  an  interview  a few  years  ago.  Dr. 
Ruschli,  an  early  member  of  the  American 
College  of  Surgeons,  said,  “Medicine  is 
my  life.  1 will  do  it  as  long  as  I breathe. 


My  key  to  life  is  to  keep  the  mind  oc- 
cupied. Life  is  prolonged  on  a basis  of 
educating  your  mind  to  your  profession.” 

Dr.  Ruschli  at  one  time  estimated  that 
he  delivered  about  100  babies  a year — in 
fact,  he  delivered  the  first  baby  ever  born 
at  St.  Elizabeth  Hospital,  when  it  was  a 
30-bed  clinic.  One  of  those  he  delivered 
was  James  Riehle,  mayor  of  Lafayette; 
the  mayor  presented  Dr.  Ruschli  with  a 
Distinguished  Lafayette  Citizen  Award 
during  the  reception.  Congratulatory 
messages  were  sent  by  President  Reagan, 
Governor  Orr  and  the  president  of  New 
York  University. 

Dr.  Ruschli  enjoyed  the  party.  At  the 
end  of  the  celebration,  he  had  a glass  of 
beer,  which  he  maintains  has  a 
therapeutic  value  if  used  in  moderation. 
Today  he’s  back  to  his  normal  routine — 
frequently  advising  nurses  and  doctors 
how  they  should  handle  various  situa- 
tions. They  listen.  After  all,  he’s  been 
called  “Doctor”  for  78  years.  . . . 
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PHYSICIANS  ’ DIRECTOR  Y 


MEMORIAL  CLINIC  OF  INDIANAPOLIS 

3266  North  Meridian  Street 
P.0.  Box  88380 
Indianapolis,  Indiana  46208 

Joseph  E.  Walther,  M.D.  Raymond  A.  Carucci 

Medical  Director  Executive  Director 


CARDIOLOGY/ELECTROPHYSIOLOGY 

Peter  R.  Foster,  M.D. 

John  R.  Kindig,  M.D. 

Michael  E.  Lapp,  M.D. 

Douglas  E.  Pitts,  M.D. 

HEMATOLOGY-ONCOLOGY 

Fred  O.  Butler,  M.D. 

Raymond  E.  Markham,  Jr.,  M.D. 

INTERNAL  MEDICINE 

Harold  F.  Burdette,  M.D. 

Robert  Flanders,  Jr.,  M.D. 

Bruce  M.  Goens,  M.D. 

Thomas  L.  Hutchinson,  M.D. 

Thomas  J.  Petrin,  M.D. 

Stephen  H.  Pollom,  M.D. 

Gregory  A.  Spurgin,  M.D. 

SURGERY 

Jerremy  M.  Ramp,  M.D. 


SATELLITE  OFFICES: 

3850  Shore  Drive,  Suite  205 
495  Westfield  Road,  Noblesville 
8424  Naab  Road,  Suite  1 -J 
1604  N.  Capitol  Avenue 
5502  E.  16th  Street,  Suite  35 
202  Meadows  Drive,  Danville 


FOR  ALL  OFFICES  CALL  (317)  924- 
BY  APPOINTMENT  ONLY 


GASTROENTEROLOGY 

Robert  H.  Bishop,  M.D. 

W.  Michael  McCune,  M.D. 

Robert  J.  Whitmore,  M.D. 

INFECTIOUS  DISEASES 

Scott  C.  Bruins,  M.D. 

PULMONARY/ALLERGY/CRITICAL  CARE 

David  B.  Cook,  M.D. 

Ramon  S.  Dunkin,  M.D. 

Mason  R.  Goodman,  M.D. 

Douglas  J.  Horton,  M.D. 

Barton  J.  Rusk,  M.D. 

Robert  A.  Strawbridge,  M.D. 

Frederick  A.  Tolle,  M.D. 

RADIOLOGY 

Norman  D.  Gardner,  M.D. 

NUCLEAR  CARDIOLOGY/MEDICINE 

James  D.  Schroering,  M.D. 

Ronald  I.  Veatch,  M.D. 
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PHYSICIANS’  DIRECTORY 


CARDIOLOGY 


INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Abdel  A.  Zeni,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


1 500  Albany  Street 
Suite  #912 

Beech  Grove,  Indiana  46107 
(317)  786-921  1 


PERIPHERAL 
VASCULAR  SURGERY 


COLON  AND  RECTAL 
SURGERY 


AUSTIN  L.  GARDNER,  M.  D.,  F.A.C.S. 
MALCOLM  B.  HERRING,  M.  D.,  F.A.C.S. 

AND 

DANIEL  R.  LeGRAND,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

DAVID  L.  MADISON,  M.D. 

FOR  THE  PRACTICE  OF 
VASCULAR  SURGERY 
AT 

8402  HARCOURT  ROAD,  SUITE  613 

INDIANAPOLIS,  INDIANA  46260 
OFFICE  HOURS  BY  APPOINTMENT 
TELEPHONE  (31  7)  872-4129 


W.  M.  KENDRICK,  M.D. 

G.  A.  DONNALLY,  M.D. 

R.  JAMES  WILSON,  M.D. 

Certified:  International  Board  of  Proctology 

Practice  limited  to  Colonscopy, 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-1160 

(JCAH  Accredited) 
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PLASTIC  SURGERY 

ALCOHOLISM 

TREATMENT 

PLASTIC  & HAND  SURGERY  CLINIC,  INC. 

1944  N.  Capitol  Ave.  Indianapolis  46202 

"An  office  surgery  facility" 

HAROON  M.  QAZI,  M.D.,  F.A.C.S. 
Diplomate,  American  Board  of  Plastic  Surgery 
Phone:  317-923-4822 317-926-3466 


PSYCHIATRY 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street  James  R.  Davis,  M.D. 

Indianapolis,  Indiana  46202  Larry  M.  Davis,  M.D. 

317/634-9930  R.  Peter  Mohlman,  M.D 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 

Emergency  Psychiatric  Availability  24  Hours  a Day 


JOHN  J.  SAALWAECHTER,  M.D. 
BEN  H.  PARK,  M.D. 

RITCHIE  COONS,  M.D. 

DAVID  L.  PHILLIPS,  M.D. 
MICHAEL  J.  CHADWICK,  M.D. 
DAVID  L.  GREGORY,  M.D. 
JAMES  R.  DAVIS,  M.D. 

LARRY  M.  DAVIS,  M.D. 

Individualized  Treatment 
for  Alcoholism/Drugs 

Men  — Women  — Adolescents 


1711  Lafayette  Avenue 
Lebanon,  Indiana  46052 
(317)  482-3711 

2223  Poshard  Drive 
Columbus,  Indiana  47202 
(812)  376-1711 

8925  N.  Meridian  St. 
Indianapolis,  Indiana  46260 
(317)  848-7666 


4307  E.  Third  St. 
Bloomington,  Indiana  47401 
(812)  333-3012 


428  S.  Washington  St. 
Suite  347 

Marion,  Indiana  46952 
(317)  668-7067 


Douglas  Bullington,  M.D 

Program  Director 


COUNTERPOINT  CENTER 

at  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46142 
317/887-1348 


• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-a-day 
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INTERNAL  MEDICINE 


CLINICAL,  ANATOMIC 
PATHOLOGY 


NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 


Thomas  Wm.  Alley,  M D.,  FACP 
George  W.  Applegate,  M.D. 
Charles  B.  Carter,  M.D. 

William  H.  Dick.  M.D.,  FACP 


Theodore  F Flegeman,  M D 
Douglas  F.  Johnstone,  M.D. 
Wendy  L.  Kindig,  M.D. 

LeRoy  H,  King,  Jr,,  M.D.,  FACP 


Mary  A.  Margolis,  M.D. 


1633  N.  Capitol,  #722,  Indianapolis  46202  Ph:  317-926-0757 

By  Physician  Referral 

Answoring  Service  926-3466 

CLINICAL  NEPHROLOGY,  RENAL  TRANSPLANTATION,  HEMO- 
DIALYSIS, PERITONEAL  DIALYSIS,  HYPERTENSION,  FLUID  AND 
ELECTROLYTE  IMBALANCE,  CRITICAL  CARE. 


MERIDIAN  MEDICAL  GROUP,  INC. 

3130  North  Meridian  Street 
P.  O.  Box  88273 
Indianapolis,  Indiana  46208 
(317)  927-1221 


CARDIOLOGY 

Richard  M.  Nay,  M.D  927-1212 
Warren  E.  Coggeshall,  M.D.  927-1217 
Richard  R Schumacher,  M.D. 927-1247 
Martin  R.  See,  M.D  927-1299 

GASTROENTEROLOGY 

Robert  D Pickett,  M.D.  927-1242 
Lee  G Jordan,  M.D.  927-1263 
Martin  P Meisenheimer,  M.D. 927-1220 
John  C.  Kohne,  M.D.  927-1295 

HEMATOLOGY-ONCOLOGY 

James  E Schroeder,  M.D  927-1245 
Frank  A,  Workman,  M.D.  927-1269 

INFECTIOUS  DISEASES 

Michael  Zeckel,  M.D.  927-1273 
Thomas  G Slama,  M.D  ,8424  Naab  Road 
Robert  L Baker,  M D.  927-1283 

PULMONARY  DISEASES 

Michael  R Niemeier,  M.D.  927-1310 


INTERNAL  MEDICINE 


Hunter  A.  Soper,  M.D. 

927-1253 

Douglas  H White,  Jr.,  M.D 

927-1256 

B.  T.  Maxam,  M.D 

927-1239 

Michael  B.  DuBois,  M.D. 

GERIATRICS 

927-1222 

Patricia  K.  Hendershot,  M.D. 

927-1240 

Douglas  J.  Moeller,  M.D 

927-1278 

Timothy  J.  Story,  M.D 

927-1268 

John  F.  Schaefer,  Jr.,  M.D 

927-1300 

METABOLISM  & 

ENDOCRINOLOGY 

William  M.  Holland,  M.D. 

927-1235 

NEUROLOGY 

EEG  & EMG  LAB 

Norman  W.  Oestrike,  M.D. 

927-1359 

Charles  E.  Rehn,  M.D 

927-1377 

John  R.  Scott,  M.D. 

927-1350 

Bradford  R Hale,  M.D 

PEDIATRICS 

927-1274 

Robert  J.  Alonso,  M.D 

927-1340 

Michael  W.  French,  M.D. 

927-1343 

L 


The  Medical  Laboratory 

of  Drs  Thornton  Haymond  Costin  Buehl 
Bolmger  Warner  McGovern  McClure  Hooker 


5940  West  Raymond  Street,  Indianapolis,  Indiana  46241 

Phone:  (317)  248-2448 


COMPLETE  LABORATORY  SERVICES 


H.  C Thornton,  M.D.  (1  902-1  978) 
J.  L.  Haymond,  M.D.,  F.C.A.P 

R.  L.  Costin,  M.D.,  F.C.A.P 

I.  A Buehl,  M.D.,  F.C.A.P 
G.  L.  Bolinger,  F.C.A.P 

T.  M.  Warner,  M.D..  F.C.A.P 

F.  D.  McGovern,  Jr.,  M.D.,  F.C.A.P. 

R.  O.  McClure,  M.D.,  F.C.A.P. 

R P.  Hooker,  M.D.,  F.C.A.P. 


• MICROBIOLOGY 

• SEROLOGY 

• CHEMISTRY 

• SURGICAL  PATHOLOGY 

• HEMATOLOGY 
» COAGULATION 

• FORENSIC 

• CYTOLOGY 

• EKG 

• VETERINARY  PATHOLOGY 

• TOXICOLOGY 

• HOUSE  CALL  PHLEBOTOMY 

• COURIER  SERVICES 


CLINICAL  AND  ANATOMIC  PATHOLOGY 


RHINOLOGY 


By  appointment  only  317-359-9636 

CARL  B.  SPUTH,  M.D. 

Diseases  & Surgery  of  Nose  & Sinuses 
Plastic  Surgery  of  the  Nose 
Nasal  Allergy,  Rhinomanometry 
5506  E.  16th  St.  Indianapolis  462 18 
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CARDIOLOGY 


DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 


JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 


ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  413 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 


JANE  HOWARD,  M.D. 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  875-9316 
(TOLL-FREE)  800-732-1482 


DAY  OR  NIGHT 
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ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Byram  Gates  Middleton  House, 
listed  on  the  National  Registry  of  Historic  Places 

1828  North  Illinois  Street 
Indianapolis,  Indiana  46202 


Laurence  H.  Bates,  M.D., 
William  M.  Dugan,  Jr.,  M.D., 
Redmond  P.  Hogan,  III,  M.D., 
and  Gregory  W.  Smith,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

Deborah  S.  Provisor,  M.D. 

FOR  THE  PRACTICE  OF 

PEDIATRIC 

ONCOLOGY ■ HEMATOLOGY 

Telephone  317-927-5770  24  hours 
Appointments:  317-927-5774 

TOLL  FREE:  1-800-ONC-HEME 
(662-4363) 
Physician  Referral  Only 


Attention  Indiana  Physicians 


The  Physicians'  Directory  is  the  most  ethical 
and  professional  method  of  announcing  specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours,  and  telephone 
number  for  the  convenience  of  colleagues  in 
referring  patients. 

The  title  of  diplomate  of  a specialty  examin- 
ing board,  a requirement  for  admission  to  the 
Directory , offers  its  assurance  of  qualifications, 
whether  listed  or  not. 


Family  physicians  may  announce  office 
schedules  that  are  reciprocally  staggered  in 
order  to  provide  access  to  evening  and  weekend 
and  holiday  medical  service 

In  addition  to  providing  benefits  to  physicians, 
the  Directory  is  a practical  means  of  providing 
financial  support  for  Indiana  Medicine. 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  Directory. 
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THE  INDIANA  STATE  MEDICAL  ASSOCIATION 


OFFICERS 

President — George  T.  Lukemeyer,  Indianapolis 
Pres-elect — Lawrence  E.  Allen,  Anderson 
Immed  Past  Pres — John  A.  Knote,  Lafayette 
Executive  Director — Donald  F.  Foy 
Treasurer — George  H.  Rawls,  Indianapolis 
Asst  Treas — Max  Wesemann,  Franklin 
Speaker — Shirley  T,  Khalouf,  Marion 
Vice-Speaker — Fred  W.  Dahling,  New  Haven 


EXECUTIVE  COMMITTEE 

♦Herbert  C.  Khalouf,  Marion 
George  T.  Lukemeyer,  Indianapolis 
Lawrence  E.  Allen,  Anderson 
John  A.  Knote,  Lafayette 
George  H.  Rawls,  Indianapolis 
Max  Wesemann,  Franklin 
Paul  Siebenmorgen,  Terre  Haute 
Michael  O.  Mellinger,  LaGrange 
Shirley  T.  Khalouf,  Marion 
Fred  W.  Dahling,  New  Haven 


TRUSTEES  (Terms  end  in  October) 

District 

1 —  E.  DeVerre  Gourieux,  Evansville  (1986) 

2 —  Ralph  W.  Stewart,  Vincennes  (1984) 

3 —  Richard  G.  Huber,  Bedford  (1985) 

4 —  Mark  M.  Bevers,  Seymour  (1986) 

*5 — Paul  Siebenmorgen,  Terre  Haute  (1984) 

6 —  Davis  W.  Ellis,  Rushville  (1985) 

7 —  John  D.  MacDougall,  Beech  Grove  (1986) 

7 —  H.  Marshall  Trusler,  Indpls.  (1984) 

8 —  Richard  L.  Reedy,  Yorktown  (1984) 

9 —  Max  N.  Hoffman,  Covington  (1985) 

10 —  Charles  D.  Egnatz,  Schererville  (1986) 

11 —  Herbert  C.  Khalouf,  Marion  (1984) 

12 —  Michael  O.  Mellinger,  LaGrange  (1985) 

13 —  John  W.  Luce,  Michigan  City  (1986) 


♦Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 —  Wallace  M.  Adye,  Evansville  (1985) 

2 —  Paul  J.  Wenzler,  Bloomington  (1986) 

3 —  Thomas  A.  Neathamer,  Jeffersonville  (1986) 

4 —  William  E.  Cooper,  Columbus  (1985) 

5 —  Benny  Ko,  Terre  Haute  (1985) 

6 —  Clarence  G.  Clarkson,  Richmond  (1986) 

7 —  William  H.  Beeson,  Indianapolis  (1985) 

7 —  Garry  L.  Bolinger,  Indianapolis  (1985) 

8 —  William  C.  VanNess  II,  Alexandria  (1985) 

9 —  R.  Adrian  Lanning,  Noblesville  (1986) 

10 —  Walfred  A,  Nelson,  Gary  (1985) 

11 —  Edward  L.  Langston,  Flora  (1986) 

12 —  Thomas  A.  Felger,  Fort  Wayne  (1986) 

13 —  Steven  M.  Yoder,  Goshen  (1985) 


AMA  DELEGATES  (Terms  end  Dec.  31) 

Gilbert  M.  Wilhelmus,  Evansville  (1984) 
Malcolm  O.  Scamahorn,  Pittsboro  (1984) 
Everett  E.  Bickers,  Floyds  Knobs  (1984) 
Marvin  E.  Priddy,  Fort  Wayne  (1985) 
Peter  R Petrich,  Attica  (1985) 

Thomas  C.  Tyrrell,  Hammond  (1985) 


AMA  ALTERNATE  DELEGATES  (Terms  end 
Dec.  31) 

Robert  M.  Seibel,  Nashville  (1984) 

Lloyd  L.  Hill,  Peru  (1984) 

Alvin  J.  Haley,  Carmel  (1984) 

Arvine  G.  Popplewell,  Indianapolis  (1985) 
Martin  J.  O’Neill,  Valparaiso  (1985) 

Vincent  J.  Santare,  Munster  (1985) 


DISTRICT  OFFICERS  AND  MEETINGS 

1 —  Pres:  Donald  R.  Elder,  Evansville 
Secy:  Gary  L.  Beck,  Evansville 
Annual  Meeting: 

2 —  Pres:  James  Beck,  Washington 
Secy:  Robert  Heymann,  Washington 
Annual  Meeting:  Aug.  30,  1984,  Washington 

3 —  Pres:  Wallace  Johnson,  Bedford 
Secy:  Richard  G.  Huber,  Bedford 
Annual  Meeting: 

4 —  Pres:  William  E.  Cooper,  Columbus 
Secy:  Kenneth  D.  Schneider,  Columbus 
Annual  Meeting: 

5 —  Pres:  James  B.  Johnson,  Greencastle 
Secy:  Peggy  Sankey  Swaim,  Rockville 
Annual  Meeting:  Sept.  5,  1984,  Greencastle 

6 —  Pres:  Dean  Felker,  Greenfield 
Secy:  Douglas  Morrell,  Rushville 
Annual  Meeting: 

7 —  Pres:  Hugh  K.  Andrews,  Franklin 
Secy:  Malcolm  O.  Scamahorn,  Pittsboro 
Annual  Meeting:  Aug.  1984,  Indianapolis 

8 —  Pres:  Charles  W.  Bartholome,  Muncie 
Secy:  Stephen  R.  Miller,  Muncie 
Annual  Meeting:  June  1985,  Muncie 

9 —  Pres: 

Secy: 

Annual  Meeting: 

10 —  Pres:  Vincent  J.  Santare,  Munster 
Secy:  Barron  M.  F.  Palmer,  Hammond 
Annual  Meeting:  Sept.  26,  1984 

11 —  Pres:  Amando  Baluyut,  Peru 
Secy:  Frederick  C.  Poehler,  Marion 
Annual  Meeting:  Sept.  19,  1984,  Grissom  AFB 

12 —  Pres:  Robert  H.  Musselman,  Fort  Wayne 
Secy:  Thomas  D.  Smith,  New  Haven 
Annual  Meeting:  Sept.  20,  1984,  Fort  Wayne 

13 —  Pres:  G.  Richard  Green,  South  Bend 
Secy:  Donald  W.  Smith,  South  Bend 
Annual  Meeting:  Sept.  12,  1984,  South  Bend 

COMMISSION  CHAIRMEN 

Constitution  & Bylaws 
Lloyd  L.  Hill,  Peru 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Impairment 

Larry  M.  Davis,  Indianapolis 
Public  Relations 

John  V.  Osborne,  Muncie 
Medical  Services 

John  D.  MacDougall,  Indianapolis 
Convention  Arrangements 

Garry  L.  Bolinger,  Indianapolis 
Medical  Education 

Franklin  A.  Bryan,  Fort  Wayne 
Sports  Medicine 
Gary  Prah,  Lafayette 

COMMITTEE  CHAIRMEN 

Negotiations 

Hebert  C.  Khalouf,  Marion 
Medical  Education  Fund 

John  W.  Beeler,  Indianapolis 
Grievance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 

W.C.  Van  Ness  II,  Alexandria 
Medico-Legal 

John  W.  Beeler,  Indianapolis 
Indiana  Medical  Foundation 
Frank  B Ramsey,  Indianapolis 
Reduce  Drunk  Driving 

Michael  DuBois,  Indianapolis 
Geriatrics 

Bill  Martz,  Brownsburg 


SECTION  OFFICERS 
ALLERGY 
Chmn: 

Secy: 

ANESTHESIOLOGY 
Chmn:  Steven  R.  Young,  Carmel 

Secy:  Donald  L.  Weninger,  Michigan  City 

CUTANEOUS  MEDICINE 
Chmn:  Alan  Gilbert,  Fort  Wayne 

Secy:  Donald  Smith,  South  Bend 

DIRECTORS  OF  MEDICAL  EDUCATION 
Chmn:  Robert  B.  Chevalier,  Beech  Grove 

Secy:  Thomas  P.  Dunfee,  South  Bend 

EMERGENCY  MEDICINE 
Chmn:  John  C.  Johnson,  Crown  Point 

Secy:  Clark  McClure,  Valparaiso 

FAMILY  PRACTICE 
Chmn:  Bernard  J.  Emkes,  Indianapolis 

Secy:  William  C.  Spence,  Knightstown 

INTERNAL  MEDICINE 
Chmn:  Ramon  S.  Dunkin,  Indianapolis 
Secy:  Douglas  H.  White,  Indianapolis 

MEDICAL  DIRECTORS  & STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Chmn:  Hugh  K.  Thatcher,  Indianapolis 

Secy:  Ivan  T.  Lindgren,  Aurora 

NEUROLOGY 

Chmn:  Charles  A.  Bonsett,  Indianapolis  (Pro-Tem) 

Secy: 

NEUROLOGICAL  SURGERY 
Chmn:  Daniel  F.  Cooper,  Indianapolis 
Secy:  Marvin  R.  Bernard,  Merrillville 
NUCLEAR  MEDICINE 
Chmn:  Glenn  B.  Mather,  Bloomington 

Secy:  Miguel  B.  Dizon,  Indianapolis 

OBSTETRICS  & GYNECOLOGY 
Chmn:  J.  Robert  Stanley,  Muncie 

Secy:  William  E.  Graham,  Fort  Wayne 

OPHTHALMOLOGY 
Chmn:  Forrest  Ellis,  Indianapolis 

Secy:  Gerald  Keener,  Indianapolis 

ORTHOPAEDIC  SURGERY 
Chmn:  Ben  Woodward,  Evansville 

Secy:  Wade  Rademacher,  Beech  Grove 

OTOLARYNGOLOGY,  HEAD  & NECK 
SURGERY 

Chmn:  J.  William  Wright  III,  Indianapolis 

Secy:  Richard  T.  Miyamoto,  Indianapolis 

PATHOLOGY  & FORENSIC  MEDICINE 
Chmn:  Calvin  N.  Steussy,  New  Castle 
Secy:  Arthur  C.  Jay,  Lebanon 
PEDIATRICS 

Chmn:  Robert  M.  Sweeney,  South  Bend 

Secy:  Kenneth  C.  Castor,  Fort  Wayne 
PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
Chmn:  Joseph  D.  Richardson,  Rochester 

Secy:  Francis  B.  Warrick,  Richmond 

PSYCHIATRY 

Chmn:  Dwight  Schuster,  Indianapolis 

Secy;  Cherryl  G.  Friedman,  Noblesville 
RADIOLOGY 

Chmn:  Patrick  Dolan,  Indianapolis 

Secy:  Richard  L.  Pitman,  Columbus 

SURGERY 

Chmn:  John  D.  Pulcini,  Evansville 

Secy:  Ted  W.  Grisell,  Indianapolis 

UROLOGY 
Chmn: 

Secy: 


ISMA  KEY  STAFF  PERSONNEL 

Donald  Foy — Executive  Director 
Kenneth  Bush — Asst  Exec  Director 
Michael  Huntley — Special  Assistant 
Richard  King — Attorney 
Ronald  Dyer — Attorney 
Bob  Sullivan — P.R.,  Insurance 
John  Wilson — Accountant 
Howard  Grindstaff— Field  Services 
Sara  Klein — Field  Services 

Mary  Alice  Cary — Executive  Asst.,  House  of 
Delegates 

Rosanna  Her — Membership,  Auxiliary 
Beckett  Shady-King — CME,  Travel, 

Commissions  and  Committees,  House  of  Delegates 
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WANTED:  Obstetrician-Gynecologist.  Opening 
July  31,  1984  in  northeast  Indiana- Arata 
Medical  Group,  multispecialty  and  family  practice. 
Community  of  250,000,  3 large  hospitals.  Attrac- 
tive group  benefits.  Forward  curriculum  vitae  to 
Allan  Perry,  Medical  Director,  3301  Lake  Ave., 
Fort  Wayne,  Ind.  46805. 

FULL  TIME  PHYSICIAN  to  staff  immediate  care 
center.  Indianapolis  northside  area.  Evenings  and 
week-ends.  Family  practitioner  or  emergency  room 
trained  physician  preferred.  Salary  negotiable.  Posi- 
tion open  immediately.  Send  resume  to:  Box  593, 
Carmel,  Ind.  46032. 

EMERGENCY  CONSULTANTS,  INC  is  now 

reviewing  applications  for  full-time  and  part-time 
opportunities.  Competitive  hourly  rates  in  attrac- 
tive multi-state  locations.  Malpractice  insurance 
provided:  Directorship  available.  Call  today  for 
more  information:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Road,  Suite  121,  Traverse  City, 
Mich.  49684-800-253-1  795  or  in  Michigan 
800-632-3496. 

INDIANA-FAMILY  PRACTITIONER  to  serve  rural 
community  in  southeastern  Indiana.  Thirty-five 
miles  from  Cincinnati,  Ohio.  New  facility  within 
1 5 miles  of  full-service  hospital.  Strong  commu- 
nity support.  Send  resume  to:  F.  W.  Dayton,  Rural 
Health  Activities,  605  Wilson  Creek  Road, 
Lawrenceburg,  Ind.  47025. 

B.E.,  B.C.  FAMILY  PRACTITIONER  to  join  a busy 
family  practice  in  Indiana.  Close  to  large  city 
medical  center  20  miles  away.  Send  resume  to 
Dr.  V.  N.  Goel,  296  Hidden  Valley  Drive, 
Lawrenceburg,  Ind.  47025. 


PROTECT  YOUR  EQUIPMENT  and  staff  with  a 
Wireless  Security  System,  totally  UL  listed,  back- 
up 1 2-volt  rechargeable  battery,  courtesy  beep 
when  patients  enter,  panic  buttons  located  in 
strategic  places  should  an  emergency  occur  while 
in  the  office,  105  db  internal  and  external  horn, 
5-year  written  warranty,  great  for  multi-office 
units  since  remote  reset  buttons  available  for  each 
doctor,  potential  to  relay  smoke  detector  to  full 
siren  and  automatic  dialer.  All  for  about  one-third 
cost  of  most  professionally  installed  systems.  Call 
Don  DuBois  317-888-7898  or  31  7-882-8718 
for  demonstration  or  free  trial  usage. 

MEDICAL  OFFICE  SPACE  available  for  lease. 
Prime  location  near  Winona  Hospital  on  N.  Meri- 
dian St.,  Indianapolis.  Please  Call  Ms.  Ford,  (31  7) 
923-5018. 

SHARE  OFFICE  SPACE-Seeking  a physician  to 
share  office  space  in  new  office  building  on  north- 
side  of  Indianapolis,  near  St.  Vincent  Hospital. 
Prefer  Pediatrician,  but  will  consider  any  physi- 
cian. If  interested,  contact  Dr.  Alexander  Kahn, 
(31  7)  872-7288. 

MEDICAL  DIRECTOR-Opportunity  for  physician 
with  experience  in  medical  group  practice  ad- 
ministration to  join  established  HMO  in  Madison, 
Wisconsin.  Group  Health  serves  29,000  patients 
with  its  staff  of  20  physicians  and  total  staff  of 
180.  Excellent  salary  and  benefit  program.  This 
represents  a rewarding  opportunity  to  develop  or 
progress  your  career  in  medical  administration. 
Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 53715-1608)  251-41  56. 


FOR  SALE:  Premium  quality,  1 16-acre  improved 
farm,  in  same  family  for  generations,  close  to  In- 
dianapolis. Very  wise,  solid  investment  opportuni- 
ty for  a professional  person  and  his  family.  Pre- 
sent operator  available.  Owner,  B.  Orr,  (317) 
846-6487. 

FOR  SALE:  Over  5,000-square-foot  brick  and 
wood  building  located  on  approximately  one  acre; 
zoned  commercial.  Building  has  ample  parking  and 
faces  on  a multi-laned  highway  (#231 ) just  north 
of  Crawfordsville.  Property  is  surrounded  by  land 
owned  by  new  hospital.  Hospital  is  within  200 
yards  of  building.  Present  tenent,  a dental  office, 
desires  to  stay.  Remaining  approximately  4,000 
square  feet  of  space  would  make  excellent  offices 
for  physicians.  Dentist  owner  can  discuss  price 
with  interested  parties.  Photos  available.  Contact 
Dr.  or  Mrs.  Robinson,  (317)  362-0900. 

MEDICAL  DIRECTOR  OF  RESEARCH  DEPART- 
MENT-Methodist  Hospital  of  Indiana  is  seeking 
a full  time  physician  to  direct  its  medical  research 
department.  The  desirable  candidate  should  be 
board  certified  or  eligible  in  a specialty  and  should  ’ 
have  a strong  academic  background  with 
demonstrated  experience  and  productivity  in 
clinical  research.  Position  includes  overall  direc- 
tion, planning,  coordination,  implementation  and 
evaluation  of  institution's  research  and  develop- 
ment and  extramural  grants  program.  Ad- 
ministrative responsibilities  encompass  newly 
constructed  research  laboratories  and  animal  care 
facilities,  an  11 -bed  clinical  research  unit,  and 
recently  developed  computer/word  processing 
facility.  Other  responsibilities  include  direction  of 
research  education  programs  for  staff,  residents, 
and  students.  Please  reply  in  confidence  to  E.  R. 
Gabovitch,  M.D.,  Academic  Affairs,  Methodist 
Hospital  of  Indiana,  1604  N.  Capitol  Ave.,  In- 
dianapolis, Ind.  46202. 

RENT  LUXURIOUS  FLORIDA  condominium  Hut- 
chinson Island.  Two  bedroom,  two  bath.  Golf,  ten- 
nis, pool,  private  beach.  Call  Tom  Stayton,  (317) 
636-4535. 

FOR  RENT:  Attractive,  7-room  doctor's  office  in 
east-central  Indiana.  Air-conditioned.  Available 
now.  For  information  call  (317)  584-2409. 

BAREBOAT  CHARTER:  Explore  Lake  Erie  Islands 
from  Port  Clinton,  Ohio,  on  my  cruise-equipped 
Catalina  30  sloop.  Call  Bob  Barry,  (317) 
348-1142. 


Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Only  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  of  a truly  commercial  nature  (e.g.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  for  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Box  numbers  are  not  available. 

Charges: 

Indiana  physicians 25<t/word  ($5  min) 

Out-of-state  physicians 35<t/word  ($7  min) 

Hospitals/health  care  facilities  50<T/word  ($10  min) 

Realtors/ commercial  recruitment 

and  all  others 75<t/word  ($15  min) 

Deadline:  First  working  day  of  month  preceding  month  of  publication. 

Payment  Procedure:  Payment  in  advance  is  not  required.  Invoices  and  tearsheets 
are  mailed  to  advertisers  upon  publication.  Indiana  Medicine  is  issued  on  the  10th  of 
each  month. 

Address:  Indiana  Medicine,  3935  N.  Meridian  St.,  Indianapolis,  Ind.  46208. 
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OB/GYN  — Group  Health  Cooperative  has  1984 
opening  for  Board  certified/eligible  obstetrician 
and  gynecologist.  GHC  is  an  established,  rapidly 
expanding  HMO.  Staff  enjoy  a stable  salary  plus 
excellent  benefit  program  including  5-6  weeks  of 
time  off  plus  $3,000  CME  funding.  Madison  is 
a city  of  200,000  population;  University  of 
Wisconsin;  and  4 lakes.  Contact:  John  Mueller, 
Group  Health  Cooperative,  1 South  Park  St., 
Madison,  Wisconsin  5371  5 — (608)  251-41  56. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  nor- 
thwestern Indiana.  Contact  Dr.  Daniel  Philipsborn 
at  (312)  248-5557. 


EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  Hobart  and 
Gary,  Indiana.  Contact  Dr.  Cornelius  Arnold  at 
(312)  747-71  1 5. 

FAMILY  PRACTICE  — Rapidly  expanding  staff 
model  HMO  in  Madison,  Wisconsin,  has  oppor- 
tunities for  additional  family  practice  physicians. 
Competitive  salary  with  excellent  benefits  and  at- 
tractive practice  setting.  GHC  is  an  established, 
rapidly  growing  HMO  serving  29,000  patients. 
Current  staff  totals  1 80  employees,  including  20 
physicians.  Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-41  56. 


FULL  TIME  FAMILY  PRACTICE  physician  wanted 
by  July  1 , 1 984.  Ten  minutes  oute|k  Indianapolis 
area.  Full  X-ray  andJakfffil^lfcStrsrce.  No  capital 
required.  G^(Vt*OT  salary  and  benefits.  Forward 
CV  and  inquiries  to  2506  Chaseway,  Indianapolis, 
Ind.  46260. 


FOR  SALE:  Alpha-Micro  Computer  AM 
1000VWF,  2 Televideo  925  CRTS,  Texas  In- 
struments 810  Printer  and  stand,  10  Megabyte 
Winchester  Disc  addon  (20  Megabyte  total),  1 
Telephone  Modem.  Original  $27,500-7  months 
old- will  sell  for  $ 1 5,000  or  best  offer.  This  has 
a medical  billing  and  accounting  software  pro- 
gram. Call  (317)  482-6138  after  5 p.m. 


155-ACRE  ESTATE 


Tiie;*Kj 

Land  Man 


50  Minutes  From 
Downtown  Indianapolis 


Here’s  the  perfect  retreat  that  could  be  a 
retirement  paradise  in  later  years.  It's  a sports- 
man’s dream  habitat  or  a corporate  hideaway. 

This  is  a 4 BR  Swiss  Chalet  home,  less  than 
10  years  old,  with  a great  room,  24-foot  high 
stone  fireplace,  walkout  lower  level,  and  a 
stunning  deck.  It’s  centrally  air-conditioned, 
and  features  an  energy-saving  heat  pump  and 
a Jenn-Aire  grill  in  the  kitchen. 

There’s  a 3-car  garage,  a charming  carriage 
house,  a stable  with  3 stalls,  a sturdy  pole  barn 
with  concrete  floor  and  running  water — and 
2 crystal  clear  lakes  stocked  with  lunker  bass 
and  albino  catfish! 

These  brief  highlights  just  touch  the  sur- 
face. Don’t  you,  your  company,  or  friends 
want  a tour?  Never  have  I had  the  pleasure 
of  offering  so  much  for  $350,000.  I’ll  be 
awaiting  your  call  for  more  details  and  a short 
trip  to  paradise 

Contact  Tom  Johnston  at  (317)  831-0404. 
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could  be  used  to  buy  real  estate! 


It's  true!  Current  tax  law  makes  It  possible  for  you  to  own  resort 
real  estate  from  what  you’ve  been  paying  In  withholding  taxes. 
For  all  the  details  on  how  you  can  stay  FREE  for  three  days 
and  two  nights,  vacation  in  a Bermuda-like  atmosphere,  play 
golf  in  Scotland,  all  within  30  minutes  of  Sarasota  ..and  maybe 
come  away  with  a piece  of  real  estate  that'll  turn  your  1040  into 
a blessing. ..write  today!  Or,  for  faster  action,  call  collect 
1-813-493-2500. 


The  Plaijtatiorj 

Golf  & Country  Club 

500  Rockley  Blvd.,  Venice,  FL  33593 


Are  You  Moving? 

If  so  please  send  change  of  address  lo  Membership 
Dept.,  ISMA,  3935  N.  Meridian  St.,  Indianapolis 
Ind.  46208,  at  least  six  weeks  before  you  move. 

Name  

Address 

City State Zip 

County 

Tel:  Office  Tel:  Home  

IMPORTANT — Attach  mailing  label  from  your  last 
copy  of  Indiana  Medicine  here. 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  Aet  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatl  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amreln  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatl  DJ 
etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26  121-137,  1983 


DALMANE" @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  or  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


15-MG/30-/W 
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See  preceding  page  for  references  and  summary  ot  prc 
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FOR  MEDICAL  PROFESSIONAL  LIABILITY  COVERAGE, 
THE  ISMA  STRONGLY  RECOMMENDS  PHYSICIANS 
INSURANCE  COMPANY  OF  INDIANA.  Several  companies  are 

anxious  to  provide  most  Indiana  physicians  with  medical  professional  liability  in- 
surance coverage.  Only  one  has  received  the  formal  endorsement,  support,  and 
sponsorship  of  the  Indiana  State  Medical  Association.  That  company  is  PICI, 
Physicians  Insurance  Company  of  Indiana. 

Why  PICI? 

Because  PICI  is  committed  to  providing  Indiana  physicians  with  the  best 
possible  coverage  at  the  lowest  possible  rates  throughout  their  medical  careers. 
Indiana  physicians  dominate  the  company’s  board  of  directors  and  serve  on 
budget,  claims  and  underwriting  committees.  PICI  is  a publicly  held  stock 
company,  and  provides  annual  as  well  as  periodic  interim  financial  reports. 

With  PICI,  you  know  what’s  happening  to  your  premium  dollars.  You  will 
receive  information  about  claims  experience  and  trends.  You  are  guaranteed 
input  on  company  activities,  through  your  physician  members  of  the  company’s 
board  and  its  committees.  You  are  part 
of  the  company. 

Through  PICI,  you  also  receive 
competitively  priced  auto,  homeowners, 
office  protection  and  personal  umbrella 
coverages,  designed  and  offered  with 
the  same  long  term  commitment. 

Compare  all  that  PICI  offers  with 
what  you  will  obtain  from  other  sources 
of  medical  professional  liability  and 
other  essential  insurance  coverages.  We 
think  you’ll  agree  that  the  ISMA  has 

endorsed  the  best.  The  Accountable  Company  . . . 


PHv/icifln/  m/uRonce 
compnnv  of  inDiono 

3901  West  86th  Street 
Suite  350 
P.O.  Box  689059 
Indianapolis,  Indiana  46268 
(317)  872-3046  or  toll  free 
in  Indiana  (800)  732-1313 
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ABOUT  THE  COVER 

Among  the  numerous  activities  planned  for  this  year’s  ISMA 
convention  is  the  General  Meeting,  during  which  Indiana  physi- 
cians will  examine  the  ethical  implications  of  clinical  judgment, 
in  keeping  with  the  convention  theme,  “The  Revolution  in  Pa- 
tient Care.”  The  pre-convention  section  begins  on  page  713. 
(This  year’s  resolutions  will  be  published  next  month.) 
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Beware  of  ‘Hold  Harmless’ 

A Message  from  the  Executive  Director 


DONALD  F FOY 
Executive  Director 
Indiana  State  Medical  Association 


“Hold  Harmless’’  Agreements  are  in- 
creasingly being  used  as  a method  to 
either  “transfer”  risk  or  clarify  it.  There 
is  a growing  trend  for  hospitals,  PPOs, 
HMOs  and  corporations  to  request  or 
require  “Hold  Harmless”  Agreements 
from  physicians.  This  is  more  evident 
with  respect  to  certain  specialties  although 
it  appears  to  progressively  involve  more 
physicians. 

In  signing  such  an  agreement  you  may 
be  self-assuming  considerable  liability  ex- 
posure since  this  additional  contractual 
obligation  is  usually  uninsured.  Essen- 
tially, medical  liability  insurance  policies 


exclude  any  liability  resulting  from  a 
contractual  agreement  without  written 
approval  by  the  insurance  company. 

A “Hold  Harmless”  Agreement  is  a 
contractual  obligation  between  the  physi- 
cian and  the  other  party.  Many  of  the 
agreements  state  that  the  physician  agrees 
to  hold  the  hospital,  PPO,  and  so  forth 
harmless  in  the  event  that  an  act  or 
omission  of  the  physician  should  lead 
to  a liability  claim.  Consequently,  if  the 
physician  agrees  to  a “Hold  Harmless” 
provision,  and  incurs  a liability  claim,  he 
would  be  held  personally  responsible  for 
all  costs  pertaining  to  it  including  indem- 
nity and  legal  expense. 

We  strongly  recommend  that  any 
agreement  containing  a contractual  in- 
demnification duty  be  submitted  to  your 
insurance  carrier  before  you  sign  it.  Most 
insurance  companies  will  not  accept  a 
unilateral  “Hold  Harmless”  Agreement. 
Your  insurance  carrier  must  review  and 
approve  in  writing  each  “Hold 
Harmless”  Agreement  to  avoid  a viola- 


Agreements 


tion  of  the  conditions  of  the  insurance 
policy  which  could  leave  the  policyholder 
without  insurance  for  contractual 
liability. 

It  should  be  understood  that  ISMA 
is  not  acting  as  legal  counsel  in  this 
regard  but  strongly  urges  you  to  request 
your  personal  attorney  to  review  all  con- 
tracts and  agreements  before  signing 
them. 

Although  the  “Hold  Harmless”  clauses 
contained  in  PPO  contracts  pose  a poten- 
tial danger,  there  are  other  elements  in 
PPO  contracts  which  the  prudent  physi- 
cian will  want  to  investigate.  Such  items 
include:  ( 1 ) termination  of  the  agreement 
and  the  professional  liability  that  may  be 
incurred;  (2)  turnaround  times  on  the  pay- 
ment of  claims;  (3)  restrictions  on  refer- 
rals; (4)  who  is  to  perform  the  utilization 
review  function;  (5)  specified  limits  of 
malpractice  insurance  coverage;  (6) 
method  of  settling  disputes  between  the 
PPO  and  the  physician;  and  (7)  the  finan- 
cial stability  of  the  PPO. 
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CHARLES  A.  BONSETT,  M.D..  Indianapolis 


Illustrated  on  this  page  is  a recent 
monograph  by  Dr.  Leslie  A.  Geddes, 
Showalter  Distinguished  Professor 
and  director  of  Purdue  University’s 
Biomedical  Engineering  Center.  It  is  en- 
titled “A  Short  History  of  the  Electrical 
Stimulation  of  Excitable  Tissue,  Includ- 
ing Electrotherapeutic  Applications;”  it 
was  published  earlier  this  year  as  a sup- 
plement to  The  Physiologist  (Vol.  27,  No. 
1,  Feb.  1984). 

For  the  physician  who  wants  to  know 
the  electrophysiological  background 
about  subjects  such  as  cardiorespiratory 
resusitation,  cardiac  pacing,  diathermy, 
electrosurgery,  and  other  such  topics,  the 
essentials  have  been  gathered  together  in 
this  small  volume  and  presented  in  an  in- 
teresting and  succinct  fashion  by  Dr. 
Geddes. 

Earlier  in  the  year  I heard  Dr.  Geddes 
give  a slide  presentation  on  this  unique 
research.  The  occasion  was  the  100th  an- 
niversary of  the  organization  now  known 
as  the  Institute  of  Electrical  and  Elec- 
tronic Engineers  (IEEE);  he  was  the  prin- 
cipal speaker  for  this  central  Indiana 
centennial  event. 

The  history  of  IEEE’s  organization  is 
just  as  interesting  for  the  physician  as  it 
is  for  the  engineer.  IEEE  was  co-founded 
by  a Hoosier-born  physician,  Dr.  Norvin 
Green. 

Dr.  Green  was  born  at  New  Albany, 
Ind.  on  April  17,  1818,  and  was  an  inno- 
vative and  enterprising  individual  even 
from  his  early  youth.  At  16,  he  outfitted 
a flat  boat  as  a floating  general  store, 
making  his  way  down  the  Ohio  and 
Mississippi  Rivers,  making  a profit  all  the 
way. 

He  received  his  M.D.  degree  from  the 
Medical  College  of  Louisville  at  the  age 
of  22  (1840),  and  practiced  in  Kentucky 
until  1853,  at  which  time  he  became  in- 
volved in  other  endeavors. 

Dr.  Green’s  interest  in  politics  put  him 
into  the  Kentucky  House  of  Representa- 
tives from  1851  to  1853,  and  in  the  latter 
year  he  was  appointed  U.S.  Commis- 
sioner of  the  Custom  House  at  Louisville, 


Norvin  Green,  M.D. 


A Short  History  of  the 

Electrical  Stimulation  of 
Excitable  Tissue 

Including  Electrotherapeutic  Applications 


a post  he  held  until  1857.  During  this  time 
he  developed  an  interest  in  telegraphy, 
becoming  one  of  the  lessees  of  the  United 
Morse  and  People’s  Telegraph  lines  be- 
tween Louisville  and  New  Orleans.  He 
reorganized  the  various  interests  of  this 
concern  under  the  name  of  the  South 
Western  Telegraph  Company,  of  which 
he  became  president. 

Next,  he  conceived  the  idea  of  a na- 
tional consolidation  of  telegraph  com- 
panies, an  idea  he  carried  to  fruition 
following  the  Civil  War,  by  combining 
his  South  Western  Telegraph  Company 
with  other  independent  companies  to 
form  the  Western  Union  Telegraph 
Company. 

Dr.  Green  was  vice-president  of 
Western  Union  from  1866  to  1878,  and 
president  from  1878  until  he  died  Feb. 
12,  1893.  He  was  president  of  Western 
Union  when  he  became  co-founder  and 
first  president  of  the  American  Institute 
of  Electrical  Engineers  (as  the  IEEE  was 
originally  known).  He  was  associated  with 


a number  of  other  innovative  men  in  this 
endeavor,  including  Thomas  Edison  and 
Alexander  Graham  Bell. 

At  the  centennial  event,  the  history  of 
the  IEEE  was  followed  by  Dr.  Geddes’ 
presentation. 

Space  does  not  permit  covering  the 
numerous  topics  discussed  by  Dr.  Ged- 
des. One  example,  however,  is  that  of 
Benjamin  Franklin,  who  included  electro- 
therapeutics in  his  realm  of  research. 
Using  discharges  of  static  electricity  from 
Leyden  jars,  he  noted  the  effects  on 
paralysis  in  a number  of  patients  either 
by  drawing  sparks  from  the  patient  or  by 
discharging  the  Leyden  jar  through  elec- 
trodes placed  over  specific  areas  of  the 
patient’s  body.  Franklin  reported  the 
method  to  be  without  benefit. 

Franklin  was  scientific  in  his  approach. 
Many  of  his  followers  were  not.  Dr.  Ged- 
des reports  that  sparks  have  been 
delivered  to  virtually  every  region  of  the 
body  and  for  the  most  amazing  reasons 
(e.g.,  infertility  and  impotence). 
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The  Council  on  Family  Health  will  dis- 
tribute its  Patient  Information  Form,  free 
of  charge,  to  any  doctor  requesting  it.  The 
form  is  designed  to  be  filled  out  by  either 
patient  or  doctor  during  the  office  visit 
in  order  to  stimulate  a dialogue  about  all 
aspects  of  the  patient’s  use  of  prescrip- 
tion and  nonprescription  medicines. 

W.  I).  Scott  and  Associates  has  a new 
computer-based  medical  management 
system.  It  is  sold  as  a total  unit,  fully 
installed  and  operational.  Includes  an 
IBM  Personal  Computer  XT,  graphic 
printer,  record-keeping  software,  three 
full  days  of  training  and  an  on-going 
network  of  support  services.  Scott  offers 
the  outfit  as  a reliable  antidote  to  paper- 
work paranoia. 

The  DePuy  Company  of  Warsaw,  In- 
diana makes  porous  coated  artificial  hips, 
into  which  human  bone  grows,  thus  elim- 
inating the  need  for  bone  cement.  Biolog- 
ical fixation  improves  its  strength  with 
time — cement  may  become  brittle  and 
weaken  with  age. 

Ross  Laboratories  will  fortify  its  en- 
tire infant  formula  line  with  taurine, 
a nutrient  found  in  large  amounts  in 
human  milk.  The  new  additive  is  recom- 
mended as  a result  of  seven  years  of 
basic  and  clinical  research.  “While  milk- 
based  infant  formulas  have  about  one- 
tenth  the  amount  of  taurine  of  human 
milk,  extensive  experience  indicates  cur- 
rent formulas  are  safe  and  nutritious,” 
Ross  says.  Taurine  is  a unique  amino 
acid  which  exists  in  tissues  as  a free 
amino  acid.  It  is  not  utilized  for  protein 
synthesis  nor  is  it  a source  of  energy. 
However,  it  is  a nutrient  in  the  sense 
that  it  participates  in  body  functions. 
It  is  found  free  in  almost  every  tissue 
in  the  body  and  is  present  in  large 
amounts  in  human  milk. 

BNA  Communications  has  a new 
employee  training  program  called 
CHEMSAFE™,  which  shows  employees 
how  to  protect  against  health  and  physical 
hazards  of  a chemical  nature.  The  system 
is  an  eight-module  sound/slide  or  video 
program  which  explains  chemical  hazards 
and  motivates  employees  to  take  safety 
precautions  to  protect  themselves. 


Kodak  announces  the  availability  of 
a new  fractionated  bilirubin  system  which 
may  be  used  in  the  Ektachem  400  and 
700  analyzers.  Two  chemistry  slides, 
BuBc  and  TBIL,  when  used  and  read 
together,  give  readings  on  unconjugated 
and  conjugated  bilirubin,  delta  bilirubin, 
total  bilirubin  for  adults  and  neonatal 
bilirubin  for  neonates  and  a value  com- 
parable to  standard  direct  bilirubin. 

Continental  Systems  announces  the 
Auto-flow  faucet.  The  water  is  turned 
on  automatically  when  hands  are  placed 
beneath  the  faucet  and  turns  off  auto- 
matically when  the  hands  are  removed. 
All  this  is  accomplished  by  virtue  of 
an  infra-red  beam.  The  faucet  is  recom- 
mended for  medical  offices,  hospitals 
and  restaurants  where  sanitation  is  im- 
portant. It  is  also  appropriate  for  all 
other  installations  by  reason  of  economy 
of  water  (up  to  75%)  and  convenience. 

Brentwood  Instruments  announces  a 
portable,  single  channel,  automatic  ECG. 
The  Cardimax  FX  102  ECG  is  smaller 
than  a textbook  and  weighs  less  than  four 
pounds.  It  automatically  switches  through 
a 12  lead  examination.  It  calibrates  the 
system,  positions  the  stylus  and  adjusts 
sensitivity.  Recording  length  of  each  lead 
is  selectable  from  1 to  10  seconds  per  lead. 
A large  liquid  crystal  display  shows  lead 
sensitivity  chart  speed,  filter  on/off,  bat- 
tery condition,  and  paper  supply. 

Beckman  Instruments  has  introduced 
a new  test  assay  in  the  Epsilon1  M Im- 
munoassay line  to  measure  hCG  (human 
chorionic  gonadotropin)  in  serum  or 
urine.  The  test  is  easy  to  perform,  requires 
less  technologist  time  and  is  less  costly 
than  traditional  assays. 


News  of  what  is  new  in  the  medical  supply 
industry  is  composed  of  abstracts  from 
news  releases  by  book  publishers  and 
manufacturers  of  pharmaceuticals,  clinical 
laboratory  supplies,  instruments  and 
surgical  appliances.  Each  item  is  publish- 
ed as  news  and  does  not  necessarily  con- 
stitute an  endorsement  of  a product  or 
recommendation  for  its  use  by  Indiana 
Medicine  or  by  the  Indiana  State  Medical 
Association. 


Haemonetics  is  introducing  a fourth 
generation  Cell  Saver  Autologous  Blood 
Recovery  System  programmed  to  handle 
rapid  blood  loss.  It  offers  fully  automatic 
operation.  The  latest  version  of  the  Cell 
Saver  is  suitable  for  even  a wider  range 
of  surgical  procedures  than  the  previous 
models.  Recommended  for  use  in  trauma 
cases,  and  for  operations  for  aneurysm, 
ruptured  spleen,  ruptured  liver  and  liver 
transplant. 

Schering  has  introduced  Lotrisone6 
Cream,  a unique  dual-action  topical  anti- 
fungal product  available  only  by  prescrip- 
tion. It  is  formulated  with  the  antifungal 
agent  clotrimazole  and  the  corticosteroid 
betamethasone  dipropionate.  Lotrisone 
demonstrated  statistically  significant 
more  rapid  therapeutic  effects  than  clotri- 
mazole cream  or  betamethasone  dipropi- 
onate cream  in  the  treatment  of  tinea 
cruris,  tinea  corporis  and/or  tinea  pedis. 

Amko  has  a new  Hofmeister  Endo- 
metrial Biopsy  curette  especially  designed 
for  endometrial  sampling.  It  features 
finer  and  less  traumatic  teeth  than  the 
Novak  curette.  It  is  available  in  2,  3,  or 
4mm  sizes,  in  all  stainless  steel. 

Beckman  Instruments  has  introduced 
a digoxin  assay  which  produces  results  in 
40  minutes  with  superior  accuracy  and 
sensitivity.  The  Epsilon™  Digoxin  test 
uses  non-isotopic  competitive  binding  en- 
zyme immunoassay  to  generate  answers 
comparable  to  RIA  accuracy. 

The  first  video  news  magazine  for 

physicians  will  be  launched  this  fall. 
“Video  Medical  Journal”  will  be  issued 
on  videocassettes  to  subscribing  physi- 
cians in  10  one-hour  programs  annually. 
Since  the  audience  is  limited  to  physi- 
cians, subjects  may  be  discussed  in  in- 
timate detail.  “Even  the  most  sensitive 
and  controversial  subjects  related  to 
medical  practice  can  be  discussed  without 
concern  that  lay  viewers  will  also  see  the 
reports.”  VMJ  is  not  intended  to  substi- 
tute for  important  print  journals  but  will 
be  able  to  present,  on  a video  screen, 
medical  information  that  is  difficult  to 
depict  otherwise.  The  price  of  an  annual 
subscription  to  VMJ  is  $380. 
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More  than 

50,000 

reasons  to  buy 
your 

Professional 
Liability  Insurance 

from  the  Leader. 


Your  peers.  More  than  50,000 
physicians  and  surgeons 
countrywide  who  are  insured  with 
St.  Paul  Fire  and  Marine 
Insurance  Company. 

They  know  that  The  St.  Paul  is 
the  nation’s  leading  medical 
liability  insurer  and  they  know 
why.  With  more  than  40  years  of 
experience  in  the  medical  market, 
we  offer  a superior,  flexible, 
comprehensive  insurance 
protection  plan.  Take  a look  for 
yourself. 

Our  professional  liability  policy 
provides  flexible  limits  to  meet 
your  own  needs — individual  limits 
of  up  to  $10  million.  And  there 
are  no  policy  exclusions.  All  this 
and  very  competitive  rates  for 
Indiana  physicians! 


You  may  also  want  to  select  our 
optional  Professional  Office 
Package  for  your  other  property 
and  liability  insurance  needs.  And, 
no  matter  which  coverages  you 
choose,  you’ll  receive  the  best 
possible  claim-handling  services 
available  with  local  attorneys  and 
our  Indianapolis  and  South  Bend 
offices.  Not  to  mention  our  loss 
prevention/risk  management 
services  which  have  established  the 
industry  standard! 

So  talk  to  one  of  the  167 
Independent  Agents  representing 
The  St.  Paul  in  Indiana.  And  do  it 
for  the  reasons  that  you  like  best. 


Equipped  to  meet  all  your  insurance  needs. 


ismut 


Medical  Services  Division 


St  Paul  Fire  and  Marine  Insurance  Company/St  Paul  Mercury  Insurance  Company/The  St  Paul  Insurance  Company/St  Paul  Guardian  Insurance  Company/ 
St  Paul  Indemnity  Insurance  Company/The  St  Paul  Insurance  Company  of  Illinois  Property  and  Liability  Affiliates  of  The  St  Paul  Companies  Inc  . 
Saint  Paul,  Minnesota  55102 
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Florida  Symposium 

“Ear,  Nose  and  Throat  Diseases  in 
Children”  will  be  the  subject  of  a five- 
day  symposium  to  be  presented  Dec.  5-9 
at  The  Breakers  in  Palm  Beach  by  the 
Depts.  of  Otolaryngology  and  Pediatrics 
of  the  University  of  Pittsburgh  School  of 
Medicine. 

The  course  offers  17  CME  credit  hours. 
Tuition  is  $250  for  physicians,  $185  for 
residents. 

Contact  the  Dept,  of  Otolaryngology, 
Children’s  Hospital  of  Pittsburgh,  125  De 
Soto  St.,  Pittsburgh,  Pa.  15213 — (412) 
647-5466. 

Cardiac  Auscultation 

“Cardiac  Auscultation  for  Nurses, 
Nurse  Practitioners  and  Physician 
Assistants — 1984”  is  the  subject  of  a pro- 
gram to  be  conducted  by  the  American 
College  of  Cardiology  Oct.  17  to  19  at 
the  College’s  Learning  Center  in 
Bethesda,  Md.  The  fee  is  $330. 

Write  or  phone:  ACC,  Learning  Center 
Program  Registrar,  9111  Old  Georgetown 
Road,  Bethesda,  Md.  20814— (301) 
897-5400,  ext  241. 

Six  Days  in  Boston 

The  annual  scientific  meetings  of  the 
American  Congress  of  Rehabilitation 
Medicine  and  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation  will 
be  held  Oct.  21-26  at  the  Boston  Sheraton 
Hotel. 

Contact  Creston  C.  Herold,  ACRM/ 
AAPM&R,  30  N.  Michigan  Ave.,  Suite 
922,  Chicago  60602— (312)  236-9512. 

Indiana  University  CME 

For  the  Primary  Care  Physician 

Sept.  22 — Infectious  Diseases, 
Radisson  Plaza  Hotel,  Indianapolis. 

Oct.  1 — Hepatitis  B Update:  Medical/ 
Legal  Overviews,  Indianapolis. 

Oct.  1 1 — Thromboembolism,  Arterial 
Occlusions  and  Aneurysms:  Diagnosis 
and  Clinical  Decision  Making,  Reid 
Memorial  Hospital,  Richmond. 

Oct.  31 — Management  of  Scoliosis, 
Holiday  Inn,  Speedway. 

Nov.  2 — Management  of  Orthopedic 
Problems,  Vigo  County  Public  Library, 
Terre  Haute. 


Nov.  7 — Clinical  Endocrinology, 
Adam’s  Mark  Hotel,  Indianapolis. 

Nov.  28 — Ob-Gyn  Symposium,  Indi- 
anapolis. 

“Mini-Fellowship  in  Rheumatology” 
— 40-hour  course,  five  consecutive  days. 
For  details,  see  the  July  issue,  page  506. 

For  the  Specialist 

Sept.  29 — Pathology  of  Muscle,  Indi- 
anapolis. 

Oct.  1-3— Advanced  Echocardiology, 
Hyatt  Regency,  Indianapolis. 

Oct.  10,11 — Care  of  the  Seriously  111 
Child,  Radisson  Plaza  Hotel,  Indiana- 
polis. 

Nov.  16 — Evoked  Potentials  Seminar, 
I.U.  Medical  Center. 

For  additional  information,  contact  the 
CME  Division,  Indiana  University  School 
of  Medicine — (317)  264-8353. 

Neurology  Conference 

“Neurology  for  the  Non-Neurologist” 
is  the  subject  of  a CME  conference  Dec. 
12  to  14  at  the  Westin  Hotel,  Chicago. 
It  is  sponsored  by  the  Rush-Presbyterian- 
St.  Luke’s  Medical  Center. 

For  information,  contact  the  medical 
center  at  600  S.  Paulina,  Chicago 
60612— (312)  942-7095. 

Primary  Care  Update 

“Primary  Care  Update”  will  be  the 
theme  of  the  69th  Scientific  Assembly  of 
the  Interstate  Postgraduate  Medical 
Association  when  it  meets  Oct.  22  to  25 
at  the  MGM  Grand  Hotel  in  Las  Vegas. 

A faculty  of  41  medical  educators  will 
conduct  lectures,  panels  and  informal 
group  discussions.  The  program  is  eligible 
for  24  hours  of  Category  1 credit  and  four 
hours  of  Category  5 credit. 

For  a copy  of  the  program  and  to 
register,  write  IPMANA,  P.O.  Box  1 109, 
Madison,  Wise.  53701. 


The  Journal  of  the  American  Medical 
Association  publishes  a list  of  CME  courses 
for  the  United  States  twice  yearly.  The 
January  listing  features  courses  offered 
from  March  through  August;  the  July 
listing  features  courses  offered  from 
September  through  February. 


Pediatrics  Symposium 

The  12th  annual  Fall  Pediatric 
Surgery/Pediatrics  Symposium  concern- 
ing “Care  of  the  Seriously  111  Child”  will 
be  held  at  the  Indianapolis  Radisson 
Hotel,  Keystone  at  the  Crossing,  Oct. 
10-11.  The  symposium  will  be  sponsored 
by  the  Indiana  University  School  of 
Medicine. 

Contact  Jay  Grosfeld,  M.D.,  Riley 
Hospital,  702  Barnhill  Drive,  In- 
dianapolis 46223 — (317)  264-4681,  or  Joni 
Downs— (317)  264-8353. 

Pulmonary  Medicine 

“Pulmonary  Medicine  and  Office 
Spirometry  for  the  Primary  Care  Physi- 
cian” is  the  subject  of  a CME  course  to 
be  held  Nov.  16  to  18  at  the  Vacation 
Village  Resort  in  San  Diego. 

The  fee  for  physicians  is  $295;  for 
residents  and  allied  health  personnel, 
$195.  The  course  offers  19  Category  1 
credit  hours. 

Contact  the  Office  of  CME,  UC  San 
Diego  School  of  Medicine,  M-017,  La 
Jolla,  Calif.  92093— (619)  452-3940. 

Kokomo  Conference 

“Practical  Management  of  Psychiatric 
and  Alcoholic  Emergencies”  will  be  the 
subject  of  a conference  Oct.  25  at 
Howard  Community  Hospital,  Kokomo. 

The  program,  co-sponsored  by  the 
hospital  and  I.U.  School  of  Medicine,  will 
provide  a practical  approach  to  the 
management  of  psychiatric  and/or 
alcoholic  patients  in  the  office  or 
emergency  room. 

To  register,  contact  Bev  Woodard, 
Howard  Community  Hospital,  3500  S. 
LaFountain  St.,  Kokomo  46902 — (317) 
453-0702. 

Care  of  the  Elderly 

“Aging  and  Illness  in  Primary  Care” 
is  the  title  of  the  4th  Symposium  on 
Ethical  and  Clinical  Problems  in  the  Care 
of  the  Elderly,  to  be  conducted  Nov.  8 
and  9 at  the  Westowner  Hotel,  Madison, 
Wise.  The  course  grants  12  hours  of  CME 
credit. 

Contact  Sarah  Aslakson,  465-B  WARF 
Bldg.,  610  Walnut  St.,  Madison,  Wise. 
53705— (608)  263-2856. 
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CENTRAL  PHARMACEUTlCAlLS, 

jsEYMOUR,  INDIANA  47274  USA 
duality  Pharmaceuticals  Since  1904 


GETTING  A PROFESSIONAL  LOAN 
IS  AS  EASY  AS  PICKING 
UP  THE  PHONE 


Just  dial  collect  31 7-262-5982.  We  can  provide 
unsecured  loans  up  to  $25,000  and  secured 
funding  up  to  $ 1 00,000  with  no  points,  appli- 
cation fees,  prepayment  penalties  or  com- 
pensating balances.  Our  National  Professional 
Loan  Division  has  been  providing  financing  services 
physicians  throughout  the  U.S. 
for  more  than  1 1 years.  Our 
specialists  understand  the 
unique  financial  require- 


ments of  growing  profes- 
sional practices  and  the 
constraints  they  put  on 
time.  We’re  ready  when  you 
are.  And  we’re  always  on  call. 


Rick  L.  Thornburg 

Indianapolis  Morris  Plan  Corporation 
National  Professional  Loan  Division 
1 1 0 E.  Washington  Street 
Indianapolis,  IN  46204 
Phone  Collect  3 1 7 -262-5982 
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T.  S.  DANIELSON,  JR.,  M.D.,  M.F.H. 
Acting  State  Health  Commissioner 


New  information  from 
Office  of  the  Commissioner 
Indiana  State  Board  of  Health 
1330  W.  Michigan  St. 
Indianapolis,  lnd.  46206 
317-633-8400 


The  problem  of  ensuring  the  proper 
management  of  hazardous  wastes 
generated  by  Indiana  industries  is  an  im- 
portant public  health  and  environmental 
concern. 

In  Indiana,  the  Environmental 
Management  Act  (IC  13-7)  defines 
hazardous  waste  as  a solid  waste,  or  com- 
bination of  solid  wastes,  which  because 
of  its  quantity,  concentration,  or  physical, 
chemical,  or  infectious  characteristics 
may: 

• Cause  or  significantly  contribute  to 
an  increase  in  mortality  or  increase  in 
serious,  irreversible,  or  incapacitating 
reversible  illness;  or 

• Pose  a substantial  present  or  poten- 
tial hazard  to  human  health  or  the  en- 
vironment when  improperly  treated, 
stored,  transported,  or  disposed  of,  or 
otherwise  managed. 

These  broad  definitions  are  further 
refined  in  the  state’s  hazardous  waste 
management  rules  (320  IAC  4). 

The  complexity  of  the  existing  hazard- 
ous waste  rules  cannot  be  understated. 
They  are  frequently  misunderstood  and 
certainly  controversial.  Not  all  industrial 
wastes  are  hazardous  wastes  and  certain 
hazardous  wastes  produced  at  levels  lower 
than  1,000  kilograms  per  month  have 
been  excluded  from  the  regulatory  pro- 
gram, making  them  “nonhazardous” 
from  a regulatory  standpoint. 

More  recently,  the  Indiana  Environ- 
mental Management  Board  preliminarily 
adopted  a revised  hazardous  waste 
management  rule  that  adopts  additional 
federal  requirements  and  establishes 
stricter  procedures  in  certain  areas. 

While  the  generation  of  hazardous 
waste  is  not  regulated  per  se,  the 
generator  of  hazardous  waste  has  very 
strict  requirements  concerning  handling 
and  disposal  of  such  wastes  once  they  are 
generated. 

Although  hazardous  waste  generators 
are  generally  located  near  centers  of 
population,  nearly  all  counties  of  the  state 
have  hazardous  waste  facilities. 

The  role  of  the  ISBH  Division  of  Tand 
Pollution  Control  in  the  hazardous  waste 
management  scheme  is  that  of  a regulator 


and  enforcement  arm  of  the  Indiana  En- 
vironmental Management  Board.  Peri- 
odic inspections  of  all  hazardous  waste 
facilities  (generators  and  treatment,  stor- 
age, disposal  sites)  are  conducted  to  en- 
sure compliance  with  regulations. 
Facilities  found  not  in  compliance  are 
issued  Notices  of  Violation  or  Compli- 
ance Orders  (many  with  penalties  as- 
sessed). 

Permitting  activities  of  the  Division  in- 
clude not  only  the  traditional  technical 
reviews  for  compliance  with  engineering 
and  groundwater  monitoring  require- 
ments but  also  the  review  of  financial 
assurance  mechanisms  that  are  a part  of 
the  overall  hazardous  waste  management 
program. 

New  treatment,  storage,  and  disposal 
facilities  are  subject  to  rigorous  technical 
requirements.  Some  of  these  include:  syn- 
thetic liners,  leachate  collection  systems, 
groundwater  monitoring,  detailed  record- 
keeping on  the  location  of  wastes,  per- 
sonnel training,  contingency  plans  for 
emergency  situations,  closure  and  post- 
closure monitoring  and  maintenance 
plans  which  extend  care  for  30  years  after 
a disposal  facility  closes,  and  trial  burns 
for  incinerators  which  must  prove  99.99 
percent  removal  efficiency;  also  among 
the  technical  requirements  are  waste 
analysis  plans  that  outline  testing  methods 
for  waste  materials  and  financial  require- 
ments that  provide  mechanisms  to  assure 
that  the  financial  resources  will  be  avail- 
able to  properly  close  and  monitor 
hazardous  waste  facilities. 

In  addition  to  the  technical  require- 
ments, the  Environmental  Management 
Board  has  stressed  the  need  for  adequate 
public  participation  in  the  review  process. 
With  this  in  mind,  for  any  new  facility, 
there  are  public  notice  requirements  of 
an  “intent  to  issue”  a permit  and  hear- 
ings are  held  generally  in  the  affected 
local  community. 

In  an  effort  to  address  concerns  ex- 
pressed by  the  regulated  community 
regarding  the  lack  of  adequate  disposal 
facilities,  the  1980  Indiana  General 
Assembly  created  the  Solid  Waste  Facility 
Site  Approval  Authority.  The  name  is  a 


misnomer,  as  the  authority  has  nothing 
to  do  with  solid  waste  but  everything  to 
do  with  hazardous  waste. 

The  membership  of  the  authority  is 
established  by  statute  and  consists  of  five 
statewide  members  and  four  local 
members.  Upon  issuance  of  a construc- 
tion permit  by  the  Environmental 
Management  Board,  the  Siting  Authority 
is  called  upon  for  what  is  called  a “cer- 
tificate of  environmental  compatibility.” 
This  certificate  has  the  effect  of  overrul- 
ing local  zoning  requirements. 

In  making  its  review  and  evaluation, 
the  Siting  Authority  must  consider  the  en- 
vironmental and  social  impacts  of: 

1.  The  risk  and  probable  impact  of  an 
accident  during  transportation  of  hazard- 
ous waste. 

2.  The  risk  and  probable  impact  of 
contamination  of  ground  and  surface 
water  by  leaching  and  runoff  from  a pro- 
posed facility. 

3.  The  risk  of  fire  or  explosion  from 
improper  storage  and  disposal  methods. 

4.  The  impact  on  the  county,  town,  or 
city  in  terms  of  the  health,  safety,  cost, 
and  consistency  with  local  planning  and 
existing  development. 

5.  The  nature  of  the  probable  environ- 
mental impact,  including  the  specification 
of  the  predictable  adverse  effects  on  the 
following:  The  natural  environment  and 
ecology;  Public  health,  population  dens- 
ity, and  safety;  Scenic,  historic,  cultural, 
and  recreational  value;  and  Water  and  air 
quality  and  wildlife. 

6.  An  evaluation  of  measures  to 
mitigate  adverse  effects. 

7.  Concerns  and  objections  raised  by 
the  public. 

The  ability  of  state  and  local  govern- 
ments to  ensure  environmentally  sound 
treatment,  storage,  and  disposal  facilities 
is  of  paramount  importance.  Siting  of 
these  facilities  will  continue  to  be  a 
challenge  and  confound  technical  experts, 
elected  officials,  and  the  general  public. 
Indiana  has  attempted  to  put  in  place 
mechanisms  in  the  public  forum  that 
allow  for  the  broad  discussion  of  concerns 
associated  with  hazardous  waste  manage- 
ment facilities. 
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WlAT  CAN 
GIVE  YOU  A BETTER 

RETURN  THAN 
ACJX,  MONEY 
MARKET  OR 

SAVINGS  ACCOUNT? 


IBelieve  it  or  not,  it’s  your 
own  home.  Investing  in  ener- 
gy-saving improvements  in 
your  home  can  help  you  save 
money  and  make  money.  It’s 
one  of  the  best  investment 
choices  you  can  make — even 
better  than  a C.D.,  money 
market  or  savings  account. 

H ow  is  energy  efficiency 
profitable? 

Owning  an  energy  efficient 
house  can  make  you  money. 
Conservation  features  can 
more  than  pay  for  themselves 
through  reduced  energy 
costs,  giving  you  a handsome 
rate  of  return  on  your  initial 
investment.  And  the  money 
you  save  on  energy  is  tax- 
free.  The  same  holds  true 
when  you  buy  an  energy  effi- 
cient house.  The  graph  (right) 
illustrates  the  potential  return 
on  investing  an  additional 
$200  down  payment  in  a house 
with  $ 1 ,000  worth  of  energy- 
saving features. 


For  more  details  on  these 
and  other  conservation  in- 
vestment tips,  write  the 
Alliance  to  Save  Energy. 

Return  the  coupon  below  and 
you’ll  receive  Your  Home 
Energy  Portfolio,  a compre- 
hensive guide  to  conservation 
investment  opportunities  in 
your  own  home.  If  you’re 
looking  for  a great  invest- 
ment, there’s  no  place  like 
home. 


I 1 

I Please  send  my  free  copy  of  Your  Home  Energy  Portfolio. 

Name 

Address 

City State Zip 

Mail  to:  Alliance  to  Save  Energy,  P.O.  Box 
57200,  Washington,  DC  20037 

j ALLIANCE  TO  SAVE  ENERGY 


ES 


A public  service  message  from  this  magazine  and  the  Advertising  Council 
Also  sponsored  by:  Federal  Home  Loan  Mortgage  Corporation,  Federal  National  Mortgage  Association,  National 
Institute  of  Building  Sciences,  U S.  Department  of  Energy. 


WILLIAM  M.  DUGAN,  JR.,  M.D. 

Clinical  Oncology  Center 
Methodist  Hospital  of  Indiana,  Inc. 


New  information  from 
Indiana  Division 
American  Cancer  Society,  Inc. 
4755  Kingsway  Dr.,  Suite  100 
Indianapolis  46205 

EVERY  PHYSICIAN’S  OFFICE— 
A CANCER  DETECTION  CENTER 


. 


New  PE  Film 

“Proctosigmoidoscopy  in  the  Physi- 
cian’s Office”  (Order  Code  # 3793)  is  a 
new  professional  education  film  available 
for  distribution  through  the  Division  Of- 
fice Distribution  Dept.  It  is  to  be  used 
in  conjunction  with  the  new  colorectal 
Health  Check  program. 

(An  earlier  film,  “Proctosigmoido- 
scopy: A Part  of  the  Physical  Examina- 
tion,” (Code  #3721)  has  been  withdrawn 
from  distribution.) 

The  new  film,  intended  for  primary 
care  physicians,  medical  and  osteopathic 
students,  and  allied  health  professionals, 
describes  the  uses  of  rigid  proctosigmoid- 
oscopes  and  the  new,  flexible  fiberoptic 
scopes.  The  procedure  is  demonstrated 
on  patients  with  both  types  of  instru- 
ments, and  the  maneuvers  to  negotiate 
turns,  folds  and  valves  in  the  colon  are 
explained. 

The  importance  of  this  cancer  detec- 
tion procedure  in  conjunction  with  digital 
examination  and  stool  blood  testing  is 
emphasized  for  all  asymtomatic  adults 
over  age  50.  ACS  guidelines  for  frequency 
are  summarized,  and  the  need  for  proper 
training  and  observance  of  precautions 
are  stated.  Criteria  for  further  examina- 
tion with  barium  enema  or  colonoscopy 
are  explained. 

Suggested  accompanying  publications 
include  “Early  Diagnosis  of  Colorectal 
Cancer”  (Code  3311),  “The  Evolving 
Surgical  Treatment  of  Rectum  and  Colon 
Cancer”  (Code  3302),  “Colonoscopy  and 
Colon  Cancer:  Current  Clinical  Prac- 
tices” (Code  3356),  “Current  Status  of 
Fecal  Occult  Blood  Testing  and  Screen- 
ing” (Code  3426),  and  “Early  Detection 
of  Colorectal  Cancer”  (Code  3084). 


Unproven  Methods  of 
Cancer  Management 

A statement  on  the  Immuno-Augment- 
ative  Therapy  proposed  by  Lawrence  Bur- 
ton, Ph.D.,  is  available  for  ordering  in 
limited  numbers  through  the  Division  Of- 
fice, Medical  Affairs. 


This  statement  can  be  distributed  to 
medical  and  lay  volunteers,  hospitals, 
medical  societies,  pharmacies,  and  your 
representatives  in  government. 

Consensus  Program  at  NIH 

The  NIH  Consensus  Development  Pro- 
gram brings  together  biomedical  investi- 
gators, practitioners,  consumers,  and 
representatives  of  public  interest  groups 
to  provide  scientific  assessments  of  in- 
formation, drugs,  devices  and  procedures 


Be 

Immortal. 

If  you  could  look  into 
the  eyes  of  generations  yet  to 
come,  you  would  be  there. 
You  can  make  a difference. 

By  including  the 
American  Cancer  Society 
in  your  will  you  can  have  a 
powerful  effect  on  those 
who  come  after  you.  0 

And  leaving  a legacy  of 
life  for  others  is  a beautiful 
way  of  living  forever  yourself. 


ICAN  CANCER  SOCIETY 


For  more  information  call  your 
local  AttS  unit  or  write  to  the 
American  Cancer  .Society 
4 West  35th  Sr.,  New  Vbtk  NY  10001 . 


and  to  evaluate  their  safety  and  effective- 
ness. 

The  following  are  consensus  statements 
developed  at  recent  conferences: 

• The  Treatment  of  Primary  Breast 
Cancer 

• Adjuvant  Chemotherapy  of  Breast 
Cancer 

• Diagnosis  and  Treatment  of  Reye’s 
Syndrome 

• Computed  Tomographic  Scanning 
of  the  Brain 

• Defined  Diets  and  Childhood 

• Hyperactivity 

• Total  Hip  Joint  Replacement 

• Clinical  Applications  of  Biomaterials 

• Critical  Care  Medicine 

Free,  single  copies  of  any  of  the  above 
consensus  statements  may  be  requested 
by  writing  NIH  Consensus  Development 
Program,  Division  of  Resources,  Centers, 
and  Community  Activities,  National 
Cancer  Institute,  National  Institutes  of 
Health,  Blair  Building,  Room  729,  Silver 
Spring,  Maryland  20205. 

Breast  Videotape 

A new  Professional  Education  video- 
tape, “The  Breast  Evaluation”  is  now 
available  in  lA  " format,  Code  #3743.04. 
A systematic  breast  examination,  mam- 
mography, and  biopsy  is  demonstrated 
following  discovery  of  a breast  lump.  The 
tape  is  intended  for  physicians  and 
medical  students. 

Prostate  Examination 

The  importance  of  prostate  examina- 
tion when  the  digital  rectal  is  performed 
will  be  emphasized  and  the  use  of  digital 
rectal  examination  for  the  detection  of 
prostate  cancer  will  be  included  later  in 
the  national  colorectal  cancer  initiative. 

The  Professional  Education  Publica- 
tion, Code  #3303,  “What  Is  the  Best  Test 
to  Detect  Prostate  Cancer?”  provides 
discussion  of  the  digital  rectal  examina- 
tion in  prostate  cancer  detection  and  can 
serve  as  a background  document  on  this 
subject. 
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“...Your 

financial  security  specialists 

are  on  call” 

American  Physicians  Life  believes  a 
physician’s  financial  security  deserves 
specialized  attention.  That’s  why  our 
products  and  services  are  designed  with 
the  doctor  in  mind.  Our  comprehensive 
portfolio  of  services,  including  life 
insurance,  professional  disability  income 
coverage,  qualified  plans  and  tax-deferred 
annuities,  is  customized  to  meet  your 
persona!  financial  planning  needs  as  well 
as  those  of  your  professional  corporation. 

Let  American  Physicians  Life  secure 
your  financial  planning  program — that’s  our 
specialty!  Toll-free  outside  Ohio,  1-800-742-1275 


For  more  information  contact: 

Williams/Townsend  Associates 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  844-3119 

Endorsed  by  the 

Indiana  State  Medical  Association 

h 

WAMERICAN  PHYSICIANS  LIFE 

Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 
Telephone  (614)  864-3900 

Toll-free  in  Ohio,  1-800-282-7515 


* 


Indiana  Medicine  offers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the 
faculty  of  the  Indiana  University 
School  of  Medicine.  The  program  is 
coordinated  and  supported  by  a grant 
from  the  school’s  Division  of  Conti- 
nuing Medical  Education. 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Indiana  University  School  of 
Medicine  certifies  that  this  CME  ac- 
tivity meets  the  criteria  for  one  credit 
hour  in  Category  1 for  the  Physi- 
cian’s Recognition  Award  of  the 
American  Medical  Association,  pro- 
vided it  is  used  and  completed  as 
designated. 

To  obtain  Category  1 credit  for 
this  month’s  article,  complete  the 
quiz  on  page  749. 


Diagnosis,  Evaluation  and  Treatment 
of  the  Child  with  a Simple  Febrile  Seizure 


PHILIP  F.  MERK,  M.D. 
JOHN  E.  HEUBI,  M.D. 
Indianapolis 


A SEIZURE  IN  A child  with  fever  is 
a most  frightening  experience  for 
parents  and  one  of  the  most  per- 
plexing and  at  times  difficult  situations 
for  physicians. 

In  the  past  there  have  been  many 
diverse  approaches  to  the  diagnosis, 
evaluation  and  treatment  of  the  infant 
who  has  had  a febrile  seizure.  In  1980, 
however,  the  National  Institutes  of 
Health  held  a consensus  development 
conference  on  Febrile  Seizures  and  issued 
its  report  in  the  British  Medical  Journal , 
July  26,  1980.  Since  this  report,  the 
definition,  diagnostic  approach,  and  the 


From  the  Dept,  of  Pediatrics,  Wishard 
Memorial  Hospital,  1001  W.  10th  St.,  Indiana- 
polis, Ind.  46202. 


treatment  of  these  seizures  is  much  more 
consistent  across  the  United  States. 

Using  the  NIH  report  as  a base,  we  will 
present  one  approach  to  the  diagnosis, 
evaluation  and  treatment  of  children  with 
simple  febrile  seizures.  As  in  all  of 
medicine,  there  are  circumstances  which 
call  for  exception  to  any  rule  and  our  sug- 
gestions should  be  used  only  as  guidelines. 

Definition 

Approximately  2-4%  of  otherwise 
healthy,  normal  children  will  have 
seizures  only  with  fever  and  only  during 
the  pre-school  years.  These  are  simple 
febrile  seizures.  Their  exact  pathophysi- 
ology is  unknown,  but  many  have  attri- 
buted them  to  cerebral  immaturity. 

Description 

The  simple  febrile  seizure  is  best 
described  by  discussing  the  characteristics 
of  the  child,  the  fever  and  the  seizure. 

Although  there  is  no  known  mendelian 
mode  of  transmission,  there  does  appear 
to  be  a strong  familial  tendency  for  sim- 


ple febrile  seizures.  They  occur  much 
more  frequently  in  males  than  females, 
although  the  reason  is  unknown. 

The  child  with  simple  febrile  seizures 
must  be  otherwise  normal,  have  no 
previous  neurologic  damage  or  deficit, 
and  must  not  have  had  any  non-febrile 
seizures.  The  age  range  for  simple  febrile 
seizures  is  6 months  to  6 years.  However, 
it  is  unusual  for  the  first  such  seizure  to 
occur  prior  to  12  months  of  age  or  after 
3 years  of  age. 

The  exact  critical  temperature  required 
to  induce  a febrile  seizure  is  unknown, 
but  some  authorities  feel  that  a tempera- 
ture of  101  °F  (38  °C)  is  necessary.  In  the 
past  there  has  also  been  some  controversy 
over  whether  the  rapidity  in  rise  in 
temperature  is  contributory.  It  is  impor- 
tant to  remember  that  simple  febrile 
seizures  occur  early  in  the  febrile  course. 

The  source  of  the  fever  is  of  primary 
importance.  To  fit  the  definition  of  a sim- 
ple febrile  seizure,  the  source  must  be  out- 
side of  the  central  nervous  system.  The 
source  is  usually  a viral  infection  (such 
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as  respiratory  tract  infection,  gastroen- 
teritis or  roseola  infantum)  although 
bacterial  infections  such  as  otitis  media, 
pneumococcal  disease  or  gastroenteritis 
obviously  may  be  the  etiology  of  the 
fever. 

The  seizure  characteristically  occurs 
early  in  the  febrile  period,  usually  within 
the  first  six  hours.  Often  it  is  the  first  indi- 
cation of  illness  in  the  child.  Eighty-five 
percent  of  simple  febrile  seizures  are 
generalized  in  nature  with  the  remaining 
15%  being  focal.  These  seizures  are 
typically  short  in  duration,  with  50% 
lasting  less  than  five  minutes  and  75% 
lasting  less  than  20  minutes. 

Recurrence  of  febrile  seizures  within  a 
24-hour  period  is  rare,  with  2-3%  having 
more  than  one  febrile  seizure  during  a 
single  febrile  illness.  However,  approx- 
imately one-third  of  all  children  with  sim- 
ple febrile  seizures  will  have  more  than 
one  febrile  seizure  during  the  pre-school 
period.  The  likelihood  of  recurrence  of 
a simple  febrile  seizure  is  greater  the 
earlier  the  age  of  occurrence  of  the  first 
seizure.  It  has  been  noted  that  50%  of 
children  with  recurrence  have  one  within 
one  year  of  the  first  seizure.  Finally,  if 
an  EEG  is  done  one-two  weeks  after  a 
simple  febrile  seizure,  it  should  be 
normal. 

The  diagnosis,  evaluation  and  treat- 
ment of  a possible  simple  febrile  seizure 
are  dependent  upon  the  child’s  history 
and  physical  examination  and  how  closely 
they  conform  to  the  strict  definition  of 
a simple  febrile  seizure. 

Diagnosis 

For  the  diagnosis  of  a simple  febrile 
seizure  to  be  made,  the  following  criteria 
must  be  met.  The  child  must  be  other- 
wise normal  with  no  previous  CNS 
damage,  neurologic  deficit,  or  non-febrile 
seizures.  He  must  be  less  than  6 years  of 
age  and  if  it  is  the  first  febrile  seizure  must 
be  older  than  1 year  and  less  than  3 years 
of  age. 

The  child’s  temperature  must  have  been 
at  least  101  °F  (38  °C)  and  must  have  been 
of  extra-CNS  origin. 

The  seizure  usually  occurs  early  in  the 
febrile  episode  (within  the  first  six  hours). 


The  seizure  must  be  generalized  and  last 
less  than  20  minutes.  There  should  be 
only  one  seizure  during  a given  febrile 
illness. 

Evaluation 

The  extent  of  the  work-up  for  a child 
with  a simple  febrile  seizure  is  primarily 
dependent  upon  the  history  and  physical 
examination.  In  a child  whose  history  and 
physical  closely  conform  to  the  definition 
of  a simple  febrile  seizure,  finding  the 
source  of  the  fever  is  the  primary  concern. 

The  history  and  physical  examination 
may  be  all  the  evaluation  necessary  in  a 
child  who  meets  the  criteria  for  a simple 
seizure,  has  an  obvious  source  for  the 
fever,  and  has  no  physical  findings  sug- 
gesting a CNS  infection  or  significant 
neurologic  deficit.  In  patients  without  an 
obvious  source  for  the  fever,  one  or  more 
of  the  following  may  be  indicated:  CBC, 
blood  culture,  chest  x-ray,  lumbar  punc- 
ture, or  urinalysis  and  urine  culture. 

Indications  for  Further  Work-up 

A lumbar  puncture  should  be  per- 
formed on  any  sick  appearing  child 
without  an  obvious  source  of  fever  or  in 
any  child  showing  the  signs  and  symp- 
toms compatible  with  a CNS  infection. 
It  is  important  to  remember  that  in 
children  less  than  2 years  of  age  the  classic 
findings  of  meningitis  may  be  absent. 

A blood  glucose  is  indicated  when  a 
child  has  a history  of  hypoglycemic 
seizures  or  when  the  history  and  physical 
do  not  conform  to  the  criteria  for  a sim- 
ple febrile  seizure.  Estimation  of  the 
blood  glucose  by  color  development  on 
a suitable  reagent  strip  is  inexpensive, 
rapidly  interpreted,  and  easy  to  perform. 

Electrolytes  should  be  obtained  when 
clinically  indicated,  as  with  a history  of 
vomiting  and/or  diarrhea,  or  clinical 
evidence  of  dehydration.  Calcium  and 
magnesium  levels  are  almost  never  indi- 
cated in  a child  presenting  as  a febrile 
seizure.  Seizures  secondary  to  hypocal- 
cemia and  hypomagnesemia  occur  almost 
exclusively  in  the  neonatal  period. 

Skull  films  are  indicated  only  with  a 
history  of  significant  head  trauma  and  a 
head  CAT  scan  would  be  indicated  only 


with  a history  of  significant  head  trauma 
and/or  progressive  neurologic  changes. 

An  EEG  is  not  indicated  in  children 
with  classic  febrile  seizures.  It  is  only 
when  the  history  and  physical  do  not 
follow  the  criteria  for  a simple  febrile 
seizure  that  an  EEG  should  be  con- 
sidered. The  following  would  be  reasons 
for  obtaining  an  EEG:  the  first  febrile 
seizure  occurring  prior  to  12  months  or 
after  3 years  of  age,  occurrence  of  a focal 
seizure,  a seizure  lasting  more  than  20 
minutes,  multiple  seizures  within  a single 
febrile  illness,  or  a history  that  otherwise 
differs  significantly  from  the  definition 
of  a simple  febrile  seizure.  If  an  EEG  is 
indicated,  it  should  be  obtained  one-two 
weeks  following  the  seizure  to  ensure  the 
child  is  in  an  “non-ictal”  state. 

Treatment 

Fortunately,  because  of  the  short  dura- 
tion, it  is  rare  that  a physician  will  see 
a simple  febrile  seizure.  Since,  in  and  of 
itself,  a generalized  seizure  of  short  dura- 
tion is  not  harmful  to  a child,  the  initial 
treatment  of  a seizure  should  consist  of 
placing  the  child  on  its  stomach  with  the 
head  to  the  side,  the  clearing  of  any  secre- 
tions, and  close  observation,  especially 
for  respiratory  embarrassment.  If  the 
child  does  have  respiratory  compromise 
or  if  the  seizure  lasts  longer  than  10 
minutes,  one  should  proceed  to  stop  the 
seizure  activity.  Any  anti-convulsant  may 
be  used,  e.g.,  Valium  0.1-0.2mg/kg  IV, 
Phenobarbital  lOmg/kg  IV,  Dilantin 
lOmg/kg  IV.  It  is  imperative  to  remember 
that  ANY  DRUG  WHICH  CAN  STOP 
SEIZURE  ACTIVITY,  CAN  STOP 
RESPIRATION. 

Hospitalization? 

The  decision  upon  whether  to  hospital- 
ize the  child  with  a simple  febrile  seizure 
is  dependent  upon  the  child  and  the 
family.  If  the  child’s  clinical  condition 
warrants,  if  there  is  any  question  concern- 
ing the  etiology  of  the  seizure,  or  if  the 
parents  seem  unable  to  cope  with  the 
situation,  hospitalization  may  be  advis- 
able. However,  for  the  most  part,  the 
benign  nature  of  simple  febrile  seizures 
should  be  stressed  to  the  family  and  hos- 
pitalization avoided. 
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Prophylactic  anti-convulsant  therapy  is 
not  indicated  for  the  vast  majority  of 
children  who  have  simple  febrile  seizures. 
There  are  two  groups  of  children,  how- 
ever, where  prophylactic  anti-convulsants 
may  be  indicated:  those  children  at  risk 
for  developing  non-febrile  seizures,  and 
those  children  with  recurrent  febrile 
seizures  whose  parents  seem  unable  or  un- 
willing to  cope  with  this  condition. 

Approximately  2-3°7o  of  children  with 
febrile  seizures  will  develop  non-febrile 
seizures.  There  are  several  risk  factors 
which  help  delineate  these  children. 
Obviously,  a child  having  an  EEG  show- 
ing an  epileptogenic  focus  should  be 
placed  on  anti-convulsant  therapy.  Such 
a child,  however,  must  have  deviated  in 
some  way  from  the  strict  definition  of  a 
simple  febrile  seizure  for  an  EEG  to  have 
been  indicated  in  the  first  place.  Presence 
of  two  or  more  of  the  following  risk  fac- 
tors would  also  place  a child  at  risk  for 
non-febrile  seizures:  occurrence  of  the 
first  seizure  prior  to  1 year  or  after  3 years 
of  age;  occurrence  of  a focal  seizure; 
occurrence  of  a seizure  lasting  longer  than 
20  minutes;  occurrence  of  more  than  one 
seizure  within  a single  febrile  illness; 
presence  of  a previous  neurologic  deficit; 


and  presence  of  a family  history  of 
idiopathic  epilepsy. 

The  first  line  anti-convulsant  in  the 
prophylactic  treatment  of  children  at  risk 
of  development  of  non-febrile  seizures  is 
phenobarbital.  The  dosage  is  5mg/kg/day 
by  mouth,  divided  into  two  doses.  The 
therapeutic  range  of  serum  phenobarbital 
levels  is  15-30mg/ml.  Treatment  is  usually 
for  one-two  seizure-free  years.  It  is  impor- 
tant to  remember  that  this  prophylactic 
anti-convulsant  therapy  will  not  prevent 
the  development  of  epilepsy.  It  should 
also  be  remembered  that  phenobarbital 
may  induce  hyperactivity  or  behavioral 
problems  in  pre-school  children. 

The  second  group  of  children  who  may 
require  prophylactic  anti-convulsant 
therapy  are  those  children  with  recurrent 
simple  febrile  seizures  whose  parents  seem 
unable  to  cope  with  the  situation.  These 
are  usually  children  who  have  had  three 
or  more  simple  febrile  seizures.  Pheno- 
barbital is  the  drug  of  choice  in  these 
children.  As  in  the  previous  group  of 
children,  a dose  of  5mg/kg/day  given  in 
two  divided  doses  should  give  therapeutic 
levels,  15-30mg/ml.  Prophylactic  pheno- 
barbital should  be  continued  for  one-two 
seizure-free  years.  Dilantin  is  not  effec- 
tive in  preventing  simple  febrile  seizures 


and,  therefore,  is  never  indicated. 
Although  valproic  acid  is  effective  in 
preventing  simple  febrile  seizures,  its 
potential  side  effects  outweigh  its 
benefits. 

As  was  stated  in  the  beginning  of  this 
article,  we  have  given  only  guidelines  for 
the  diagnosis,  evaluation  and  treatment 
of  simple  febrile  seizures.  Each  case  must 
be  considered  individually. 
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PERCUTANEOUS  TRANSLUMINAL 
CORONARY  ANGIOPLASTY  (PTCA) 
is  a non-operative  method  of  direct 
myocardial  revascularization  using  a 
balloon-tipped  catheter  to  expand  and 
thereby  enlarge  the  lumen  of  a coronary 
artery  at  the  site  of  atheromatous  narrow- 
ing. 

In  April  1982,  we  reported  the  results 
of  our  first  66  PTCA  procedures  in  this 
journal.'  We  achieved  primary  success 
(greater  than  20%  enlargement  in  luminal 
diameter  and/or  a decrease  in  trans- 
stenotic  pressure  gradient  of  greater  than 
50%)  in  two-thirds  of  those  cases,  and 
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concluded  that  PTCA  appeared  to  be  a 
promising  technique  for  “restoring  nor- 
mal or  near  normal  coronary  artery  flow 
. . . in  patients  with  proximal,  discrete, 
concentric,  non-calcific,  segmental  high 
grade  single  vessel  coronary  artery 
stenoses  with  normal  left  ventricular  func- 
tion.” 

In  the  past  18  months,  these  expecta- 
tions have  been  fully  realized.  As  ex- 
pected, with  improved  equipment  and 
operator  skill,  the  rate  of  successful 
PTCA  has  dramatically  increased.  In  ad- 
dition, it  is  now  possible  to  dilate  arteries 
which  previously  would  have  been  con- 
sidered unacceptable  for  the  procedure, 
including  distal,  segmental,  eccentric,  and 
calcific  lesions.2  Most  significantly,  pa- 
tients with  multivessel  disease  have  under- 
gone successful  PTCA  with  dilation  of 


each  stenosis  during  the  same  proce- 
dure.3'1 We  wish  to  summarize  our  total 
experience  with  PTCA  over  the  past  three 
and  one  half  years,  with  emphasis  on 
calendar  year  1983. 

Materials  and  Methods 

Since  the  first  PTCA  in  Indiana  in 
September  1980,  we  have  performed  a ^ 
total  of  630  dilatations.  The  patients  were 
referred  for  evaluation  and  treatment  of 
symptomatic  angina  pectoris  or  an  abnor- 
mal exercise  test.  The  mean  age  was  55 
years,  ranging  from  32  to  75  years.  Each 
patient  undergoing  PTCA  was  found  to 
have  a stenosis  of  60%  or  greater  reduc- 
tion of  the  luminal  diameter  in  one  or 
more  coronary  vessels.  Patients  who  did 
not  have  unstable  angina  underwent  exer- 
cise stress  testing  prior  to  the  procedure. 


TABLE  1 

PTCA— Annual  Update 

Year 

Stenoses  Dilated  % Primary  Success 

1980 

10 

63 

1981 

60 

76 

1982 

179 

85 

1983 

381 

89 

TABLE  2 

PTCA— Total  Experience* 
(Sept.  5,  1980-Dec.  30,  1983) 

Site 

Stenoses  Dilated 

Primary  Success 

Anterior  Descending 

317  [175] 

90  [93] 

Left  Circumflex 

1 1 1 [80] 

89  [96] 

Right  Coronary 

183  [108] 

77  [78] 

Diagonal  Branch 

12  [12] 

75  [75] 

Vein  By-pass  Graft 

5 [4] 

100  [100] 

Left  Main  Coronary 

2 [2] 

100  [100] 

Total 

630  [381] 

86  [89] 

*1983  data  in  brackets  [ ] 
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FIGURE  1-A 


FIGURE  1-B 


FIGURE  1-A:  Pre-PTCA  left  coronary  artery  angiogram  show- 
ing a bifurcation  lesion  involving  the  mid  anterior  descending 
coronary  artery  and  its  first  diagonal  branch. 

FIGURE  1-B:  Simultaneous  inflation  of  two  balloon  catheters 
(“kissing  balloon”  technique). 

FIGURE  1-C:  Follow-up  coronary  artery  angiogram  six  months 
following  PTCA  showing  continued  patency  of  both  the  anterior 
descending  coronary  artery  and  its  diagonal  branch. 


FIGURE  1-C 


All  but  three  procedures  were  performed 
using  a percutaneous  transfemoral  artery 
approach  (Judkin’s  technique).  Two  cases 
were  performed  through  a brachial  arteri- 
otomy  (Sones  technique).  One  case  was 
done  using  the  percutaneous  left  axillary 
approach.  Since  January  1983,  the  vast 
majority  of  our  cases  have  been  per- 
formed using  standard  introducers, 
guiding  catheters,  and  “steerable” 
balloon  systems,  which  are  commercially 
available  from  USCI,  Billerica,  Mass. 

Results 

The  number  of  PTCA  procedures  and 
our  primary  success  rate  is  summarized 
in  Table  1.  The  rate  of  primary  success 
can  be  seen  to  increase  in  parallel  with 


the  number  of  procedures  performed  and, 
indirectly,  with  increased  operator  experi- 
ence. We  are  extremely  encouraged  to 
note  a primary  success  rate  of  nearly  90% 
in  the  cases  performed  in  1983.  Indeed, 
in  the  last  three  months  of  1983,  our 
success  rate  exceeded  93%  (103  of  110 
successful).  These  data  are  particularly 
encouraging  as  we  are  now  performing 
PTCA  in  more  technically  difficult  situa- 
tions, including  multivessel  disease,  distal 
stenoses,  branch  vessel  stenoses,  and 
bifurcation  lesions  (see  Figure  1). 

Table  2 more  completely  defines  our 
PTCA  experience,  with  reference  to  each 
vessel  dilated.  The  anterior  descending 
coronary  artery  continues  to  be  the  vessel 
most  frequently  dilated  and  is  the  vessel 
with  the  highest  rate  of  primary  success. 


The  right  coronary  artery  is  the  second 
most  frequently  dilated  vessel,  but  its 
primary  success  rate  remains  significantly 
less  than  that  of  the  anterior  descending 
coronary  artery.  This  decreased  rate  of 
successful  dilatation  in  the  right  coronary 
artery  may  be  explained  by  its  curvilinear 
configuration  and  the  more  perpendicular 
angulation  of  its  tributaries  compared  to 
the  anterior  descending  coronary  artery. 
The  ability  to  successfully  approach  and 
dilate  circumflex  coronary  artery  stenoses 
has  markedly  improved  since  the  intro- 
duction of  the  “Amplatz  curve”  guiding 
catheter.  Branch  vessels,  vein  bypass 
grafts,  and  left  main  coronary  artery  le- 
sions have  also  been  successfully  dilated 
(see  Figure  2). 

Table  2 further  separates  the  data  into 
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TABLE  3 

“Long-Term”  PTCA  Patency 
(Average  Follow-up  26  Months) 


12  Patients  without 
repeat  angiography 
(clinically  well) 


44:  Primary  success 
(Sept.’80-Nov.’81) 


5:  Successful  repeat  PCTA 
2:  Elective  CABG 
4:  Medical  management 


pre  and  post  Jan.  1,  1983  periods.  The 
number  of  procedures  performed  in 
calendar  year  1983  more  than  doubled 
our  experience  when  compared  to 
1980-82.  This  is  due,  in  large  part,  to  the 
extension  of  indications  for  the  procedure 
from  single,  proximal,  concentric  lesions 
to  other,  more  complex  situations.  For 
example,  in  1983,  we  performed  PTCA 
in  42  patients  with  multivessel  disease, 
dilating  87  stenoses  (five  stenoses  were 
dilated  successfully  in  one  patient).  Our 
overall  rate  of  success  per  lesion  in  these 
patients  with  multivessel  disease  was 
95%.  We  also  performed  PTCA  (in  con- 
junction with  streptokinase  infusion)  in 
the  setting  of  acute  myocardial  infarction 
on  six  occasions  in  1983,  with  each  vessel 
being  successfully  reopened  acutely. 

Finally,  and  perhaps  most  importantly, 
we  wish  to  summarize  the  “long-term” 
data  available  on  32  of  the  44  patients 
previously  reported  as  successfully  dilated 
in  our  program  between  September  1980 
and  November  1981.  Angiographic 
restudy  was  available  in  each  of  these  32 
patients  (Table  3).  Twenty-one  patients 
showed  satisfactory  patency  at  the  site  of 
prior  PTCA.  Restenosis  was  encountered 
in  1 1 of  32  patients  (33%).  Five  of  the 
11  had  successful  repeat  PTCA,  two 
underwent  elective  myocardial  revascu- 
larization surgery  as  they  had  additional 
progression  of  coronary  disease  at  other 
sites  which  were  not  amenable  to  angio- 
plasty, and  four  have  been  maintained  on 
medical  management  as  they  continue  to 
be  symptomatically  and  functionally  im- 


proved despite  a degree  of  restenosis  at 
the  site  of  the  previous  angioplasty. 

Thirty-one  of  these  32  patients  continue 
to  work  on  a daily  basis.  Their  long-term 
functional  improvement  is  underscored 
by  the  improvement  in  exercise  tolerance 
on  treadmill  testing:  An  average  duration 
of  4.3  minutes  prior  to  PTCA,  9.1 
minutes  at  the  most  recent  evaluation.  We 
continue  to  be  extremely  gratified  to  see 
that  our  first  patient  to  undergo  success- 
ful PTCA  in  September  1980  has  a widely 
patent  vessel  at  three  years  (see  Figure  3). 

Complications 

Serious  complications  due  to  PTCA  are 
fortunately  uncommon.  We  have  had 
three  deaths  during  attempted  PTCA  or 
during  the  immediate  peri-operative 
emergency  revascularization  period.  The 
need  for  emergency  revascularization  due 
to  acute  closure  has  decreased,  with  only 
18  patients  (5%)  requiring  such  interven- 
tion in  1983.  Other  serious  complications 
we  have  encountered  are  stroke  (one  pa- 
tient), ventricular  fibrillation  requiring 
defibrillation  (three  patients),  and  late 
femoral  artery  hemorrhage  requiring 
operative  repair  (one  patient). 

Minor  complications  such  as  vasovagal 
mediated  hypotension/bradycardia,  pro- 
longed peri-PTCA  chest  pain  without 
EKG  or  enzyme  changes,  coronary  artery 
dissection  without  occlusion,  groin 
hematoma,  etc.  are  encountered  more  fre- 
quently, but  appear  to  be  of  no  long-term 
consequence  to  the  patient.  Our  success 
rate  and  complication  rate  continue  to 


parallel  that  of  other  experienced 
operators  at  major  angioplasty  centers 
throughout  the  country.5 

Discussion 

As  can  be  seen,  the  number  of  proce- 
dures performed  on  an  annual  basis  has 
increased  exponentially  over  the  past 
three  years.  This  is  probably  due  to 
changing  referral  patterns,  with  many  pa- 
tients now  sent  to  us  directly  for  PTCA, 
having  undergone  cardiac  catheterization 
at  other  institutions.  Additionally,  our  in- 
dications for  PTCA  have  changed  so  that 
we  no  longer  limit  the  procedure  to  young 
patients  with  new  onset  angina  pectoris 
in  the  setting  of  single  vessel  disease  with 
focal,  proximal,  concentric,  non-calcific 
lesions.  Two  factors  have  enabled  us  to 
expand  our  indications  for  PTCA  to  in- 
clude individuals  who  previously  would 
have  been  refused:  “steerable”  catheter 
systems  and  improved  operator 
skill/judgment. 

Catheter  systems:  Since  1980,  improved 
balloon  materials  and  guidewire  systems 
have  facilitated  a relatively  “atraumatic” 
passage  of  the  catheter  through  eccentric 
and/or  multiple  serial  stenoses.  The  abil- 
ity to  move  the  balloon  catheter  “back 
and  forth”  across  the  stenosis  along  a 
guidewire  enables  serial  measurements  of 
the  transstenotic  gradient  and  serial 
angiographic  evaluation  of  the  success  of 
the  procedure.  Leaving  the  guidewire 
across  the  stenosis  for  a period  of  time 
following  dilatation  also  permits  the 
operator  to  deal  with  late  spasm  or  in- 
timal  flap  formation  by  re-entering  the 
distal  vessel  along  the  guidewire  and 
molding  the  area  of  dilatation  with  low 
pressure  balloon  inflations.  Since  this 
technique  has  been  utilized,  the  incidence 
of  both  early  and  late  closure  has  dimin- 
ished significantly.  The  “steerable 
system”  also  allows  safe  threading  of  the 
balloon  catheter  distally  in  the  coronary 
arterial  tree,  past  many  of  the  side 
branches  which  make  passage  of  a non- 
steerable  balloon  catheter  virtually  im- 
possible. Furthermore,  new  balloon 
plastics  permit  higher  pressure  inflations 
of  longer  duration.  These  balloon  mater- 
ials, although  stronger,  also  have  been 
made  into  a lower  profile  configuration 
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FIGURE  2-A 


FIGURE  2-A:  Control  injection  of  a saphenous  vein  bypass 
graft  showing  critical  stenosis  at  the  distal  anastomosis  site. 

FIGURE  2-B:  Balloon  inflation. 

FIGURE  2-C:  Post-PTCA  angiogram  showing  a widely  patent 
distal  anastomosis  site  following  angioplasty. 


FIGURE  2-B 


FIGURE  2-C 


which  allows  passage  through  more  cri- 
tically stenosed  zones  and  even  totally  oc- 
cluded vessels. 

Operator  “Learning  Curve”:  Gruent- 
zig,  et  al.  have  suggested  that  a consider- 
able number  of  cases  are  required  for  an 
operator  to  become  accomplished  at 
PTCA.6  Our  results,  as  summarized  in 
Table  1 , reflect  the  progressive  improve- 
ment in  primary  success  rate  which  oc- 
curs with  accumulated  experience.  It 
would  appear  that  approximately  100 
cases  are  necessary  to  achieve  an  optimal 
success  rate.  Certainly  the  “degree  of  dif- 
ficulty” of  each  individual  stenosis 
strongly  influences  an  operator’s  primary 
success  rate,  and  we  have  found  it  pru- 
dent for  each  of  us  to  restrict  our  PTCA 
activity  to  the  more  straight-forward  le- 


sions as  outlined  in  the  introduction  sec- 
tion above  until  adequate  experience  is 
accumulated.  We  feel  strongly  that 
ongoing  review  of  films  and  continued 
consultation  between  operators  before, 
during  and  after  PTCA  procedures  con- 
tributes to  an  optimal  success  rate.  (The 
Indiana  Society  of  Angioplasty  was 
formed  in  1982  to  enhance  such  sharing 
of  experience  throughout  our  state.) 

Conclusion 

PTCA  is  now  a proven,  viable  alterna- 
tive to  direct  myocardial  revascularization 
surgery  (CABG)  for  mechanical  relief  of 
obstructive  coronary  artery  disease.7  It 
can  be  performed  safely  and  successfully 
by  experienced  operators.  The  indications 
for  the  procedure  have  changed  signifi- 


cantly in  the  past  year,  and  now  many 
individuals  with  multivessel  coronary 
disease  have  become  candidates  for  the 
procedure.  The  primary  success  rate  is 
acceptably  high  at  93%  and  the  “long- 
term” patency  rate  (81% — 26  of  32 
patients)  at  one  to  two  years  seen  in  our 
patients  dilated  in  1980-81  compares 
favorably  with  the  one-year  patency  rate 
for  coronary  bypass  grafts.8  Fortunately, 
PTCA  allows  easy  “re-do”  of  a restenosis 
when  compared  to  repeat  myocardial 
revascularization  surgery.  The  20%-30% 
restenosis  rate  seen  in  our  patients  as  well 
as  those  of  other  experienced  operators, 
is  clinically  less  significant  than  it  may 
seem,  as  a second  angioplasty  can  usually 
be  accomplished  to  give  a long-lasting 
secondary  result.9,10 
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FIGURE  3-A:  Pre-PTCA  right  coronary  artery  angiogram 
showing  critical  coronary  artery  stenosis. 

FIGURE  3-B:  Right  coronary  artery  angiogram  immediately 
following  angioplasty  showing  dramatic  improvement  at  the 
site  of  previous  stenosis. 

FIGURE  3-C:  Right  coronary  artery  angiogram  taken  three 
years  following  PTCA.  Continued  patency  at  the  site  of  PTCA 
is  demonstrated. 


Functionally,  patients  undergoing 
PTCA  show  significant  improvement 
following  a successful  procedure."  In  ad- 
dition, the  ability  of  the  patient  to  return 
to  gainful  employment  is  enhanced  as  the 
in-hospital  and  convalescence  time  is  a 
matter  of  days  rather  than  the  weeks  and 
months  required  for  myocardial  revascu- 
larization surgery.  Holmes,  et  al.  have 
shown  that  significantly  more  individuals 
undergoing  PTCA  returned  to  gainful 
employment  when  compared  to  coronary 
artery  bypass  surgery  (85%  versus 
68%). 12 

Nevertheless,  we  do  not  feel  that  angio- 
plasty will  replace  myocardial  revascular- 
ization surgery  completely.  With  progres- 
sion of  disease  through  the  years,  it  is  con- 
sidered inevitable  that  multivessel,  distal 


disease  will  develop  and  direct  myocar- 
dial revascularization  will  be  required.  At 
present,  we  view  PTCA  as  a procedure 
which  will  delay  the  need  for  direct 
operative  intervention  until  complete, 
multivessel  revascularization  is  indicated. 

PTCA  allows  selected  patients  who  are 
functionally  impaired  due  to  coronary 
artery  disease  to  resume  a full  and  active 
lifestyle  and  workload  for  a undefined 
period  of  time.  These  patients  require 
continued  medical  management  and  close 
testing  to  detect  progression  of  their  cor- 
onary artery  disease.  As  with  myocardial 
revascularization  surgery,  the  long-term 
prognosis  appears  intimately  related  to 
the  rate  of  progression  of  disease  at  the 
site  of  intervention  as  well  as  other, 
previously  uninvolved  vessels. 


Finally,  the  continuing  development  of 
new  techniques  using  catheter-introduced 
Laser  or  ultrasound  energy  sources  to 
“vaporize”  atheromata  promises  even 
more  exciting  progress  in  the  field  of 
PTCA  in  the  future.  Non-operative 
myocardial  revascularization  will  likely 
continue  to  provide  relief  of  angina  pec- 
toris for  increasing  numbers  of  patients 
in  a cost-effective,  efficient,  clinically  well 
tolerated  fashion. 

Addendum 

In  the  first  seven  months  of  1984,  we 
performed  PTCA  on  an  additional  344 
stenoses.  Multivessel  angioplasty  was  per- 
formed in  45  patients;  the  remainder  were 
single-vessel  cases.  Forty-seven  were 
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undergoing  their  second  or  third2  PTCA. 
The  overall  success  rate  was  92. 1 % , with 
4.7%  considered  unsuccessful  or  in- 
completely revascularized.  Emergency 
myocardial  revascularization  surgery  was 
required  in  3.2%. 

We  are  gratified  to  report  continued 
high  success  rates  with  low  mortality/ 
morbidity  for  PTCA  despite  ever-expand- 
ing indications,  as  our  total  experience 
nears  1,000  cases. 
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Experimental  Medical  Devices, 
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Informed  consent  is  discussed  in 
detail  in  the  Nuremberg  Code22  and 
in  The  Declaration  of  Helsinki  in  1964 
at  the  18th  World  Medical  Assembly  in 
Helsinki,  Finland.  The  Helsinki  Code  was 
revised  at  the  29th  World  Medical 
Assembly  in  Tokyo  in  1975.  The  Nurem- 
berg Code  states  only  that,  “The  volun- 
tary consent  of  the  human  subject  is 
absolutely  essential.  This  means  that  the 
person  involved  should  have  legal  capa- 
city to  give  consent.”23 

The  “International  Code  of  Medical 
Ethics”  in  the  1949  meeting  of  the 
General  Assembly  of  the  World  Medical 
Association  states:  “Under  no  circum- 
stances is  a doctor  permitted  to  do  any- 
thing that  would  weaken  the  physical  or 
mental  resistance  of  a human  being  except 
from  strictly  therapeutic  or  prophylactic 
indications  imposed  in  the  interest  of  his 
patient.”  However,  in  1954,  the  General 
Assembly  of  the  World  Medical  Associa- 
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tion  (in  “Principles  for  Those  in  Research 
and  Experimentation”),  stated:  “It 
should  be  required  that  each  person  who 
submits  to  experimentation  be  informed 
of  the  nature,  the  reason  for,  and  the  risk 
of  the  proposed  experiment.  If  the  patient 
is  irresponsible,  consent  should  be 
obtained  from  the  individual  who  is 
legally  responsible  for  the  individual.”23 

The  Declaration  of  Helsinki  in  1964 
stated:  “Clinical  research  on  a human 
being  cannot  be  undertaken  without  his 
free  consent,  after  he  has  been  fully  in- 
formed; if  he  is  legally  incompetent  the 
consent  of  the  legal  guardian  should  be 
procured.”  This  statement  was  endorsed 
by  the  American  Medical  Association  in 
its  “Principles  of  Medical  Ethics”  in 
1966. 23 

Thomas  J.  O’Donnel,  S.J.,  separates 
consent  into  three  types:  presumed — in 
which  life-saving  measures  are  done  on 
an  unconscious  patient;  implied — in 
which  tests  are  done  in  the  process  of  a 
general  check-up  with  the  consent  implied 
by  the  fact  the  person  came  in  for  the  ex- 
amination; and  vicarious — in  which  the 
parent  consents  for  therapy  on  a child. 
This  classification,  however,  applies  to 
the  ordinary  and  more  routine  practice 
of  medicine  and  does  not  include  the  need 
for  informed  consent  deemed  so  neces- 
sary for  experimental  use  or  procedures 
used  for  the  first  time.23 

The  aim  of  experimentation  should  be 
altruistic — to  achieve  good.  One  cannot 
reach  this  aim  without  informed  consent. 
Using  a person  without  his  consent  “is 
to  treat  that  person  as  a means  to  some 
private  or  social  good.  Such  acts  violate 
that  person’s  fundamental  rights.”24 


It  is  questionable  that  the  ends  always 
justify  the  means.  The  cardinal  principle 
of  biomedical  ethics  is  “Do  no  harm.” 

There  are  several  principles  that  will 
justify  first  time  use  of  a procedure.24 

1.  “A  morally  important  reason.” 

2.  “A  reasonable  prospect  that  the 
research  will  generate  the  knowledge”  or 
result  that  is  desired. 

3.  The  “use  should  be  necessary”  and 
under  certain  circumstances  a “matter  of 
last  resort.”  The  use  on  human  subjects 
should  have  been  preceded  by  other 
studies  using  animals. 

4.  The  risks  should  be  outweighed  by  I 

the  potential  benefit.  The  Nuremberg 
Code  says:  “The  degree  of  risk  to  be  i 
taken  should  never  exceed  that  deter-  i 
mined  by  the  humanitarian  importance  : 
of  the  problem  to  be  solved  by  the  experi-  s 
inent.”  r 

But,  we  should  remember  that  defini-  ! > 
tions  of  benefits  and  risks  are  themselves  t 
based  on  subjective  value. 

5.  “The  research  must  have  the  sub-  p 
ject’s  voluntary  and  informed  consent.”24  ti 

Informed  consent  is  emphasized  over  p 
and  over  and  the  fact  remains  that  the  p 
subject  must  be  informed  before  being  h 
capable  of  giving  consent.  Consent  must 
be  voluntary  and  the  patient  must  be  com-  ] h 
petent  to  understand.  Exploitation  must  « 
be  avoided. 

“Regarding  the  sort  of  information  ai 
that  should  be  expected,  DHEW  Guide-  «( 
lines  (1978)  list  the  following:  (1)  A fair  It 
explanation  of  the  procedures  to  be  ta 
followed,  and  their  purposes,  including  fo 
identification  of  any  procedures  which  are  tl 
experimental;  (2)  A description  of  any  m 
attendant  discomforts  and  risks  reason- 
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ably  to  be  expected;  (3)  A description  of 
any  benefits  reasonably  to  be  expected; 
(4)  A disclosure  of  any  appropriate  alter- 
native procedures  that  might  be  advanta- 
geous for  the  subject;  (5)  An  offer  to 
answer  any  inquiries  concerning  the  pro- 
cedures; and  (6)  An  instruction  that  the 
person  is  free  to  withdraw  his  consent  and 
discontinue  participation  in  the  project 
or  activity  at  any  time  without  prejudice 
to  the  subject.24 

Alexander  M.  Capron  said:  “There  are 
three  reasons  for  informed  consent:  to 
promote  individual  autonomy,  to  protect 
the  patient’s  status  as  a human  being,  and 
to  avoid  fraud  and  duress.” 

He  said  the  requirement  of  informed 
consent  has  two  parts  that  must  be  met 
before  any  treatment  can  really  be  permis- 
sible: 

• Sufficient  information  is  given  to  the 
patient  for  intelligent  decision  making  on 
his  part. 

• That  the  patient  agrees  to  the  proce- 
dure. 

These  reasons  for  and  requirements  of 
informed  consent  are  expressed  in  an  Illi- 
nois Appellate  Court  decision  in  Pratt  and 
David: 

“The  free  citizen’s  first  and  greatest 
right,  which  underlies  all  others — the 
right  to  the  inviolability  of  his  person,  in 
other  words,  his  right  to  himself — is  the 
subject  of  universal  acquiescence,  and  this 
right  necessarily  forbids  a physician  or 
surgeon,  however  skillful  or  eminent,  who 
has  been  asked  to  examine,  diagnose,  ad- 
vise and  prescribe  ...  to  violate  without 
permission  the  bodily  integrity  of  his  pa- 
tient by  a major  or  capital  operation, 
placing  him  under  anesthetics  for  that 
purpose,  and  operating  on  him  without 
his  consent  or  knowledge. 

“By  promoting  trust  and  confidence 
between  patient  and  physician,  informed 
consent  requirements  may  thus  advance 
rational  decision  making.  Furthermore, 
autonomy  is  centrally  associated  with  the 
notion  of  individual  responsibility.  The 
freedom  to  make  decisions  for  oneself 
carries  with  it  the  obligation  to  answer 
for  the  consequences  of  those  decisions. 
The  requirement  of  consent  for  medical 
interventions  thus  serves  to  remind  all  the 


participants  of  their  agreement  concern- 
ing the  procedure  and  their  acceptance  of 
those  things  which  arise  from  its  proper 
execution.”25 

There  is  another  dimension  to  the  ethics 
of  medical  experimentation  and  that  is  the 
dilemma  caused  by  randomized  selection 
of  those  to  receive  the  real  thing  and  those 
to  receive  the  placebo. 

In  a sense  medical  experimentation  has 
been  going  on  forever.  Every  treatment, 
every  diagnostic  procedure,  every  instru- 
ment, every  medicine  had  to  be  used  a 
first  time.  Patients  with  a different  or 
more  rare  or  unusual  symptoms  or  pa- 
tients who  did  not  respond  to  the  usual 
or  routine  methods  were  understandably 
subjected  to  the  new.  Observation  of  their 
reactions  to  the  new  made  many  of  the 
procedures  the  standard  and  the  accept- 
able and  thus  new  knowledge  originated. 
The  deliberate  division  of  a whole  group 
of  people  with  the  same  illness  into  two 
groups  with  one  group  getting  the  new 
treatment  and  the  other  group  purposely 
getting  nothing  creates  the  potential  con- 
flict. Does  the  doctor  under  these  circum- 
stances have  his  patient’s  welfare  at 
heart?  One  can  argue  that  he  may  have 
the  welfare  of  thousands  of  future  pa- 
tients at  heart  but  it  is  doubtful  he  has 
the  welfare  of  those  in  both  divisions  of 
the  experimental  group  at  heart.  But 
perhaps  that’s  the  difference  that  must 
be  allowed  between  the  physician  with  his 
private  patient  and  the  scientist  with  the 
future  in  mind. 

Again,  the  old  argument  of  informed 
consent  creeps  in.  “Without  the  patient’s 
consent,  such  a practice  would  constitute 
an  unethical  violation  of  the  patient’s 
rights  and  would  risk  undermining  the 
trust  on  which  the  doctor/patient  rela- 
tionship rests.”26 

Informed  consent  at  its  best  was  exhi- 
bited at  the  University  of  Utah  in  Salt 
Lake  City  in  preparation  for  the  implant- 
ation of  the  Jarvik  artificial  heart.  On  the 
other  hand,  obtaining  consent  in  such  a 
situation  might  be  a little  easier  than  or- 
dinary. The  indications  for  use  were  that 
the  patient  have  no  chance  of  survival 
with  death  expected  momentarily  and 
being  the  only  alternative  due  to  non- 


improvable  and  irreversibly  damaged 
heart  muscle.  This  category  includes 
10,000  to  15,000  patients  a year  in  the 
United  States. 

Richard  Saltus,  science  writer  for  the 
San  Francisco  Chronicle , said:  “DeVries 
the  surgeon  took  one  patient  down  to  the 
cow  barn  to  see  for  himself. 

“The  ailing  man  strolled  among  the 
calves  tethered  in  narrow  stalls  and 
fingered  the  plastic  tubes  sprouting  from 
their  chests. 

“He  listened  to  the  soft,  incessant  pulse 
of  the  air  compressor  . . . keeping  each 
animal  alive.  He  imagined  himself  like 
that. 

“Then  he  went  back  to  the  hospital  and 
signed  the  form. 

“ T recognize  that  the  ventricles  . . . 
from  my  own  natural  heart  will  be  re- 
moved and  a mechanical  heart  device  will 
be  placed  within  my  chest  in  the  space 
formerly  occupied  by  my  own  heart,’  ” 
read  the  crucial  part. 

“ ‘And  that  this  mechanical  device  will 
require  my  body  to  be  attached  to  an  air- 
driving system  by  two  plastic  six-foot- 
long  air  tubes  to  pump  my  blood  through 
my  mechanical  heart  and  circulate  it 
through  my  body.’  ” 

“In  its  11  stark  pages  the  University 
of  Utah’s  consent  form  reflects  the  cau- 
tion and  risks  surrounding  one  of  the 
most  dramatic  human  experiments  in 
medicine.  Four  patients,  including  this 
man,  signed  the  form  after  Utah  last  year 
received  the  first  federal  approval  to  im- 
plant an  artificial  heart. 

“If  the  recipient  lived  for  any  length 
of  time  with  the  mechanical  heart,  he 
would  face  an  existence  so  radically  dif- 
ferent from  what  anyone  has  known  that 
its  benefits  and  ordeals  can  only  be 
guessed  at. 

“Every  heartbeat,  night  and  day, 
would  depend  on  a fallible  machine.  The 
pneumatic  heart  itself  would  be  on  a short 
leash — six  feet  of  air  hose  attached  to  a 
375-pound  wheeled  cart  of  equipment  the 
patient  would  have  to  pull  around  every- 
where and  plug  into  a wall. 

“Despite  FDA  approval  there  are  those 
who  argued  that  the  artificial  heart  should 
not  be  tested  in  humans  because:  it  could 
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not  be  completely  contained  in  the  body; 
and  even  with  the  best  efforts  to  obtain 
informed  consent,  such  critically  ill  pa- 
tients could  not  fully  understand  the 
nature  of  their  existence  after  the  proce- 
dure; there  are  dangers  of  machine  break- 
down or  someone  inadvertently  turning 
it  off  with  death  being  sure. 

“As  a point  of  interest  the  University 
of  Utah  also  has  the  most  sophisticated 
artificial  arm  and  their  bioengineers  are 
working  on  artificial  hearing,  sight,  blood 
vessels  and  a wearable  artificial  kidney. 

“Even  though  the  Jarvik  artificial  heart 
held  the  animal  survival  record  of  nine 
months,  the  question  still  arose  as  to  when 
was  it  ready  for  human  trial?  Had  it  been 
adequately  perfected?  Had  it  been  ade- 
quately tested  in  animals? 

“The  surgeon  who  performed  the 
surgery  was  Dr.  DeVries,  and  as  Saltus 
wrote,  is  ‘A  gaunt  unassuming  man  with 
a down-home  manner  who  heads  the  uni- 
versity’s Department  of  Cardiovascular 
Surgery.  He  has  worked  on  the  artificial 
heart  since  medical  school,  and  is  con- 
vinced the  heart  has  a bright  future. 

“ T know  all  the  physiological  reasons 
why  the  heart  will  work,’  De  Vries  said 
recently.  ‘But  I know  very  little  about  the 
inner  self.  Will  the  patient  be  able  to  in- 
corporate it  into  his  body  image?  Will  he 
be  afraid  to  go  to  sleep?’ 

“After  nearly  25  difficult  years  of 
development,  the  artificial  heart  has  final- 
ly reached  a stage  where  such  questions 
are  relevant  . . . future  hearts  may  be 
powered  by  electricity.  Nuclear  driven 
hearts  have  been  placed  on  the  back 
burner  because  of  cost,  size  and  safety 
questions.  The  Utah  heart  poses  a huge 
logistical  challenge. 

“It  means  that  the  patient’s  house  will 
have  to  be  modified,  with  all  rooms  on 
one  level  and  an  air  compressor  the  size 
of  a refrigerator  installed  in  the  basement. 
From  the  compressor,  pipes  will  carry  the 
air  to  several  rooms  equipped  with  outlets 
into  which  the  rolling  cart  will  be  plugged. 

“The  cart,  roughly  the  size  of  an  airline 
flight  attendant’s  beverage  wagon,  con- 
tains two  heart  drive  units  from  which 
the  air  lines,  as  thick  as  a little  finger,  run 
to  the  patient’s  heart. 


“The  cart  also  has  monitoring  equip- 
ment and  batteries  and  compressed  air 
tanks  to  cover  power  failures. 

“The  first  recipient  must  live  within  45 
minutes’  drive  of  Salt  Lake  City  so  that 
doctors  can  visit  him. 

“The  cart  can  be  carried  in  an  ambu- 
lance or  van,  but  until  a miniature  port- 
able compressor  is  perfected,  the  patient 
won’t  be  able  to  stroll  outdoors. 

“Getting  an  artificial  heart  is  an  expen- 
sive proposition.  The  heart  itself  costs 
$10,000 — mainly  because  of  the  four 
precision  valves  it  contains — the  drive 
system  another  $10,000  and  modifications 
to  the  house  several  thousand  dollars. 

“While  many  cardiologists  and  heart 
surgeons  admire  Utah  for  deciding  to 
‘bite  the  bullet’  as  one  put  it,  and  test  the 
heart  in  a human,  they  are  hesitant  to 
wish  it  on  their  patients — or  themselves. 

“While  agreeing  that  heart  failure  pa- 
tients ‘Don’t  have  much  of  a life’  Dr. 
William  Parmley,  chief  of  cardiology  at 
the  University  of  California  at  San  Fran- 
cisco, said  he  would  not  recommend  the 
mechanical  implant  at  this  stage. 

“ ‘If  it  were  me,  I don’t  think  I'd  be 
too  excited  about  it,  if  it  meant  being 
tethered  to  an  external  air  source.’ 

“And,  he  added,  because  many  pa- 
tients die  suddenly,  without  pain,  ‘I’m 
just  not  sure  if  it’s  a worthwhile  thing  of- 
fering them  some  kind  of  false  hope.’ 

“.  . . Despite  its  cost,  the  device  should 
be  cheaper  than  a heart  transplant,  said 
the  surgeon,  and  when  mass  produced 
will  have  the  great  advantage  of  being 
always  available.  At  Stanford,  a trans- 
plant can  cost  from  $80,000  for  an  ‘aver- 
age’ case  to  as  much  as  $200,000  for  a 
complicated  case  . . . 

“The  chance  of  death  within  weeks  or 
months  is  so  great,  the  University’s  Ethics 
Committee  said,  that  the  potential  bene- 
fits of  the  artificial  heart  outweigh  the 
risks  of  trying  it. 

“ ‘People  like  this  are  in  effect  tethered 
to  a bed,’  said  DeVries.  ‘They  are  in  pain 
if  they  even  get  up  to  brush  their  teeth. 

“ ‘They’re  going  to  feel  a whole  lot  bet- 
ter with  the  artificial  heart,’  he  said. 

“DeVries  believes  the  heart  may  enable 
a recipient  to  walk  about  the  house,  work 


at  a desk,  perhaps  even  ride  an  exercise 
bicycle.  Sex  is  something  ‘We’re  not  rul- 
ing out,’  he  said.  If  such  an  existence 
would  hold  little  appeal  for  someone  who 
is  healthy,  DeVries  emphasizes  how  one’s 
perspective  changes  when  death  is 
imminent. 

“He  cited  the  case  of  a symphony  con- 
ductor in  his  70’s  who  appealed  to  him 
before  the  experiment  was  approved.  He 
said  he  had  less  than  a month  to  live, 
DeVries  recalled.  ‘He  said  if  you  can  put 
it  in  me,  you  can  give  me  life  ...  if  1 
can  listen  to  music  and  write  music,  that 
will  be  enough.’  He  subsequently  died  . . . 

“Dr.  Claudia  Berenson,  a psychiatrist 
on  the  committee,  listed  some  of  the 
qualities  the  panel  will  look  for. 

“ ‘The  ability  to  handle  anxiety  and 
stress,  to  live  with  some  hope  and  some 
denial  (refusal  to  acknowledge  the  odds),’ 
she  said. 

“ ‘How  well  have  they  tolerated  being 
bedridden?  And  are  they  people  who  can 
be  comfortable  in  a dependent  position?’  * 

“Berenson  and  the  others  also  worry 
about  the  effects  of  the  instant  fame  and 
prying  reporters  that  are  sure  to  accom-  | 
pany  such  procedures  . . . 

“Dr.  F.  Ross  Woolley,  chairman  of  the 
University’s  Ethics  Panel  subcommittee  j 
that  considered  the  experimental  pro- 
tocol, said  the  most  difficult  ethical  issue 
was  determining  at  what  point  to  consider 
giving  the  heart,  with  its  unproven  dura- 
bility, to  a failing  patient. 

“Arguing  against  intervening  too  early, 
he  said,  is  the  fact  that  ‘They  have  a heart 
that’s  still  working  and  they’re  still  alive. 
You’re  going  to  remove  it  and  replace  it 
with  a device  of  unknown  benefit.’  ” 

If  the  surgeons  waited  until  death  was 
imminent,  on  the  other  hand,  other 
organs  would  be  damaged  and  the  arti- 
ficial heart  might  succeed  only  in  prolong- 
ing the  end. 

“One  of  our  greatest  fears  is  that  you 
set  the  patient  up  to  fail  and  put  him 
through  anxiety  and  pain  for  no  benefit,” 
Woolley  said. 

“The  ethics  panel  resolved  the  ques- 
tion,” he  said,  “by  requiring  that  a reci- 
pient have  been  at  the  Class  IV  stage  of 
illness  for  eight  weeks.  This  would  rule 
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out  any  chance  of  his  own  heart  recover- 
ing, but  at  the  same  time  could  leave  the 
patient  strong  enough  to  survive  the  im- 
plant operation  and  give  the  Utah  heart 
a fair  test  . . .”27 

Dr.  Phillip  Oyer  of  Stanford,  who 
favors  use  of  an  artificial  auxilary  heart, 
said,  “Once  you  cut  the  heart  out,  the 
guy’s  pretty  well  committed.” 

In  the  Feb.  21,  1983  issue  of  Medical 
Economics,  well  known  attorney  Melvin 
Belli  throws  some  cold  water  even  on  in- 
formed consent  when  he  says  it  may  not 
always  hold  up  in  court.  Fie  recounts 
some  of  the  ways  doctors  can  get  into 
trouble  by  creating  loopholes  in  informed 
consent.  He  said: 

“When  the  patient  is  rushed,  distraught 
or  sedated,  a signed  consent  form  may 
be  invalidated.  Hurrying  a patient  into 
signing  a form  puts  pressure  on  the  pa- 
tient and  does  not  give  him  adequate  time 
to  weigh  the  risks.  Jurors  often  identify 
with  patients  who’ve  been  adversely  influ- 
enced by  the  hurrying  atmosphere  of 
many  medical  offices  and  hospitals. 
They’ve  been  there  themselves.  Intimidat- 
ing a patient  by  frightening  him/her  into 
signing  a form  may  also  invalidate  the 
form.  Patients  who  are  sedated  and/or 
semi-conscious  are  not  themselves  and 
forms  they  sign  may  be  invalid. 

“Use  simple  English  in  explaining  pro- 


cedures, risks  and  so  on.  Always  ask  if 
the  patient  understands  what  you’ve  told 
him.  Record  the  gist  of  the  discussion. 

“If  alternative  treatment  is  available, 
be  certain  to  let  the  patient  know.  The 
operative  phrase  is  ‘informed’  consent. 

“Don’t  make  promises  of  reward  or 
immunity  from  risk. 

“Oral  consent  may  be  as  valid  as  writ- 
ten consent,  but  make  certain  you  have 
at  least  one  witness  present  and  document 
in  writing  what  the  patient  says.” 

Texas  has  tried  by  law  to  define  in- 
formed consent  and  has  established  an 
approved  list  of  potential  risks  for  cer- 
tain treatments  and  procedures.  The  law 
states  that  informed  consent  for  these 
procedures  known  as  “List  A”  must  in- 
clude specific  warning  of  almost  every 
possible  complication  and  names  the 
complications.  The  law  also  names 
another  group  of  illnesses  called  “List  B” 
for  which  no  risk  disclosure  is  required. 
As  one  might  expect,  there  is  great  con- 
troversy among  physicians  about  which 
procedures  should  be  on  “List  A”  or 
“List  B”  and  what  potential  complica- 
tions should  be  described  to  the  patient. 

Lawyers  also  disagree  regarding  “List 
B”  procedures  and  many  think  that  every 
procedure  should  be  on  “List  A.”  They 
also  warn  that  with  patients  who  speak 
a language  other  than  English,  that  the 


doctor  will  need  evidence  that  he  has 
disclosed  the  risks  in  that  language  either 
by  means  of  a written  translation  of  the 
consent  form  or  by  way  of  an  oral 
interpreter.28 

The  conclusion  I’ve  reached  from 
reading  and  preparation  of  this  long 
paper,  is  that  human  experimentation  re- 
mains absolutely  necessary,  but  that  it 
cannot  be  done  without  risk  to  the  experi- 
menter unless  he  or  she  obtains  full  and 
true  informed  consent. 

REFERENCES  (PART  4) 

22.  Trials  of  war  criminals  before  the  Nurem- 
berg Military  Tribunals.  U.S.  Govern- 
ment Printing  Office,  Washington,  1948. 

23.  McCormick  RA:  Proxy  consent  in  the  ex- 
perimentation situation.  Ethical  Issues  in 
Human  Experimentation,  Chap.  4. 

24.  Childress  JF:  Human  subjects  in  re- 
search. In  Priorities  in  Biomedical  Ethics, 
Chap.  3.  The  Westminster  Press. 

25.  Capron  AM:  A functional  approach  to 
informed  consent.  University  of  Pennsyl- 
vania Law  Review,  pp  364-371,  Decem- 
ber 1974. 

26.  Schafer  A:  The  ethics  of  the  randomized 
clinical  trial.  N Engl  J Med,  307:12, 
719-722,  1982. 

27.  Saltus  R:  San  Francisco  Chronicle,  Aug. 
15,  1982. 

28.  Rosenberg  C:  Will  this  law  resolve  the 
informed  consent  dilemma?  Medical 
Economics  for  Surgeons,  January  1983. 


INDIANA  MEDICAL  BUREAU 

1010  East  86tli  St.  — 72  Winterton 
Indianapolis  46240 
844-7933 

A Licensed  Employment  Agency 

Specializing  in  Medical  Personnel  Since  1952 


September  1 984 


Indiana  Medicine 


685 


Maternal  Mortality  in  Indiana: 

A Report  of  Maternal  Deaths  in  1982 


WILLIAM  D.  RAGAN,  M.D. 
Indianapolis 


The  following  is  the  annual  report 
of  the  Indiana  Maternal  Mortality 
Study  Committee.  A total  of  five 
maternal  deaths  occurred  in  1982.  In  that 
year  Indiana  recorded  83,890  live  births. 
This  gives  the  state  an  official  maternal 
mortality  rate  of  5.9  deaths  per  100,000 
births  for  1982. 


Dr.  Ragan  is  chairman  of  the  Indiana  Maternal 
Mortality  Study  Committee.  An  earlier  report 
by  the  committee,  “Maternal  Mortality  in  In- 
diana: A Report  of  Maternal  Deaths  in  1981 ,” 
appeared  on  page  579  of  the  September  1983 
issue  of  the  Journal  of  the  Indiana  State 
Medical  Association. 


Members  of  the  Indiana  Maternal  Mortality 
Study  Committee  are  Rick  Cross,  M.D.,  Ted 
Danielson,  M.D.,  Clarence  Ehrlich,  M.D., 
Charles  Gillespie,  M.D.,  Jesse  D.  Hubbard, 
M.D.,  Charles  Kelley,  M.D.,  Elfred  Lampe, 
M.D.,  Robert  H.  Oswald,  M.D.,  George 
Porter,  M.D.,  William  D.  Ragan,  M.D.,  Sam 
Ravindran,  M.D.,  Craig  Spence,  M.D.,  and 
Kathy  Visovatti  Weaver,  R.N. 


Publication  supported  in  part  by  a grant  from 
the  Indiana  State  Medical  Association. 


The  committee  met  in  open  session  at 
Grand  Rounds  at  the  Wishard  Memorial 
Hospital  June  1,  1983.  Several  cases  were 
presented  and  discussed  as  a teaching  ex- 
perience. Closed  session  was  then  held  at 
the  Indiana  University  Medical  Center 
Student  Union  Building  for  a review  of 
the  remaining  cases.  Each  case  was 
presented  for  discussion,  establishment  of 
final  diagnosis,  and  assignment  with 
regard  to  preventability  and  responsibil- 
ity. 

Case  #751  was  a 31-year-old,  Gl,  PO, 
at  38  weeks  gestation.  Cause  of  death  was 
dissecting  aneurysm  of  the  ascending  arch 
of  the  aorta.  This  was  considered  an  in- 
direct obstetric  death  and  considered  not 
preventable. 

Case  # 752  was  a 28-year-old  at  term 
who  delivered  at  home  for  religious 
reasons.  Cause  of  death  was  postpartum 
infection.  The  case  was  considered 
obstetric  and  preventable. 

Case  # 753  was  a 23-year-old  at  term 
who  died  of  postpartum  hemorrhage 
secondary  to  retained  fragments  of 
placenta.  She  was  delivered  at  home  for 
religious  reasons.  The  case  was  compli- 
cated by  the  fact  that  she  also  had  osteo- 
genic sarcoma. 

Case  #754  was  a 29-year-old  at  term 
who  delivered  at  home  for  religious 
reasons.  Cause  of  death  was  postpartum 
hemorrhage  secondary  to  retained  pro- 
ducts of  conception.  This  was  considered 
an  obstetric  death  that  was  preventable. 


Case  #755  was  a 32-year-old  patient  at 
10  weeks  gestation.  Cause  of  death  was 
herpes  simplex  encephalitis.  This  was  con- 
sidered a non-obstetric  death. 

Maternal  mortality  is  still  with  us. 
While  the  numbers  are  small,  the  com- 
mittee feels  it  is  important  to  investigate 
and  report  these  deaths  for  statistical  and 
educational  purposes.  Undoubtedly,  there 
are  many  more  “near  misses.”  According 
to  our  records  50%  to  75%  of  these 
deaths  are  preventable  or  have  prevent- 
able factors. 

In  recent  years  with  the  liberal  use  of 
cesarean  section  we  are  seeing  an  increase 
in  maternal  morbidity  and  on  occasion 
mortality.  As  reflected  in  this  report  and 
last  year’s  report1  we  are  seeing  maternal 
mortality  occurring  where  home  births  are 
being  carried  out  without  prenatal  care 
or  physician  involvement.  Readers  are 
referred  to  a recent  article  on  this  sub- 
ject published  in  Indiana  Medicine.2 

Please  report  any  Indiana  cases  of 
maternal  mortality  to  Dr.  William  D. 
Ragan,  Dept,  of  Ob-Gyn,  Indiana  Uni- 
versity Medical  Center,  926  W.  Michigan 
St.,  Indianapolis,  Ind.  46223. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

Suite  506  / 3737  North  Meridian  Street  / Indianapolis,  IN  46208  / (317)  926-5836 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 
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RADIOLOGICAL  PHYSICS  SERVICES, 
INCORPORATED 


☆ ☆ ☆ 

Let  us  assist  you  with: 

INSPECTION  OF  X-RAY  MACHINES 

For  compliance  with 

State  of  Indiana  Rule  for  Radiation  Control 
4 10  IAC  5 Effective  January  1985 

☆ ☆ ☆ 

We  can  provide  you  with  State  Approved  Physicists 
to  perform  the  required  inspection  of  your  X-Ray  machine(s). 

May  we  hear  from  you  so  that  we  can  schedule  your  office 
or  clinic  for  this  important  inspection  starting  in  January,  1985? 


Write  or  Call:  JAMES  E.  DURLACHER,  PRESIDENT 

(Board  Certified  Radiological  Physicist) 

7333  North  Grand  Avenue 
Indianapolis,  Indiana  46250 

Tel:  (317)  842-6182 
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THE  INDIANA  MEDICAL  FOUNDATION,  INC 
3935  North  Meridian  Street 
Indianapolis  46208 


A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Assoca- 
tion  and  INDIANA  MEDICINE. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 

The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  members  of  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  family  of  the  deceased. 


‘/or  religious,  charitable,  scientific, 
literary  or  educational  purposes ” 
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PRACTICE 
MADE  PERFECT 
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The  C/T/S  Medical  Management  System 
is  a proven,  easy-to-use,  fully-supported  way  to  a 
healthier  bottom  line  for  you  ana  your  patients. 


C/T/S  is  a company  dedicated  to  improving  the  efficiency  and 
profitability  of  medical  practices  through  state-of-the-art  computer- 
ization. Medical  management  systems  are  C/T/S’s  only  business. 

PROVEN  PERFORMANCE. 

The  C/T/S  Medical  Management  System  was  developed  by  a 
doctor ...  with  an  understanding  of  the  unique  problems  of  medical 
practice  that  only  a doctor  could  have. 

For  over  six  years,  C/T/S  systems  have  been  in  use  by  practic- 
ing physicians,  performing  myriad  tasks  that  have  enabled  them  to 
reduce  overtime  and  paperwork  costs  and  increase  productivity. 

SPECIALIZED. 

The  C/T/S  Medical  Management  System  is  configured  individ- 
ually for  each  practice,  hospital  department  or  HMO. . .and  can 
accommodate  single  or  multiple  practices  and/or  multiple  office 
networks.  Systems  are  available  to  accommodate  all  sizes  and 
specialties,  with  needs  from  one  to  39  terminals,  42  printers,  and 
512  megabytes  of  disk  storage. 

Every  capability  is  built  right  into  the  C/T/S  system:  insurance 
claims  processing  and  monitoring  (paperless  claims),  appointments, 
surgery  schedules,  medical  records,  data-base  access,  billing, 
receivables  management,  mailings/recalls,  general  ledger,  payroll, 
front  desk  management  and  more. 


C/T/S  provides  a complete,  turn-key  system . . . with  expansion 
capability  to  handle  all  of  your  future  growth. 

EASY-TO-USE. 

The  C/T/S  system  is  designed  to  go  right  to  work  as  soon  as 
it’s  installed.  Our  comprehensive  on-site  training  program  makes 
your  staff  feel  right  at  home . . . and  on-screen  “Help”  menus  are 
always  available. 

FULLY-SUPPORTED. 

The  C/T/S  system  uses  Wang  hardware,  with  service  provided 
by  Wang’s  nationwide  service  network. 

All  software  is  serviced  directly  by  C/T/S. 

The  C/T/S  staff  of  specialized  program  developers  is  always 
enhancing  and  refining  our  software  product. . .annual  updates 
are  provided  to  our  clients  at  no  additional  charge.  C/T/S  also 
provides  custom  programming  for  those  few,  one-of-a-kind 
requirements  that  are  not  already  met  by  the  system. 

CALL  1-800-638-2667 

for  more  information  and  to  arrange  a no-charge  feasibility 
analysis.  In  Maryland  call  (301)  532-2870. 
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THE  SYSTEM  IS  THE  SOLUTION. 


National  Sales  Office: 

Village  of  Cross  Keys  • Suite  212 
Baltimore,  Maryland  21210 


Regional  Office: 

10475  Montgomery  Road 
Cincinnati,  Ohio  45242 


The  Big  Brother  Act  of  1984 

Commentary 


A trojan  horse  is  poised  at  the 
gates  of  Congress.  And  it  looks 
as  though  members  of  Congress 
are  ready  to  open  the  gates  without  tak- 
ing a good  look  at  the  contents  of  the 
horse.  The  unfortunate  history  of  Troy 
suggests  they  ought  to  slow  down. 

The  bill  is  called  the  “Civil  Rights  Act 
| of  1984,”  but,  like  the  original  Trojan 
, Horse,  it  is  not  what  it  appears  to  be  at 
first  glance.  Everyone,  of  course,  is  for 
civil  rights.  This  is  a lot  more. 

Hidden  behind  the  rhetoric  of  civil 
rights  is  a radical  expansion  of  federal 
i control  over  state  and  local  governments 
and  private  institutions. 

Indeed,  those  who  now  refer  to  the 
Civil  Rights  Act  of  1984  as  the  Big 
Brother  Act  of  1984  are  not  engaging  in 
hyperbole.  Michael  Horowitz  of  the  Of- 
fice of  Management  and  Budget  outlined 
in  a recent  memo  how  the  bill  “if  passed 
would  largely  eliminate  the  remaining 
distinctions  between  federal  and  state, 
and  federal  and  private,  concerns.” 
The  bill  would  do  this  by  changing  the 
definition  of  a recipient  of  “federal  aid.” 
Today,  if  a department  of  a state  govern- 
ment receives  federal  tax  dollars,  it  falls 
under  certain  federal  regulations.  The 
same  applies  for  companies  that  contract 
work  with  the  federal  government.  It  is 
understood  that  there  are  strings  attached 
to  federal  dollars.  The  proposed  legisla- 
tion, however,  would  expand  federal  con- 
trol from  the  present  wording  of  “any 
program  or  activity  receiving  federal 
financial  assistance”  to  “any  recipient.” 
And  such  recipients  may  be  covered  even 
if  they  are  “indirect”  recipients. 

Some  examples:  If  one  department  or 
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agency  of  a state  received  federal  funds, 
every  agency  of  the  state  would  fall  under 
federal  control,  as  would  every  political 
subdivision  of  the  state,  i.e.,  every  city 
and  town.  One  dollar  flowing  into  one 
department  of  a university  would  bring 
the  entire  university  under  federal  con- 
trol. If  this  legislation  is  passed,  the  con- 
cept of  federalism— the  division  of  power 
and  authority  between  the  federal,  state 
and  local  levels  of  government — would  be 
finished  forever. 

Not  content  with  bringing  your  local 
police  station  and  public  school  under 


Uncle  Sam’s  stern  discipline,  the  legisla- 
tion also  tracks  federal  dollars  from  their 
direct  recipients  to  where  they  are  spent 
in  the  private  sector. 

Does  your  local  grocery  store  accept 
food  stamps?  Does  your  neighborhood 
funeral  parlor  accept  veterans  who  receive 
military  burial  benefits?  Does  your  local 
private  hospital  accept  Medicaid  patients? 
Does  your  church  receive  tax-deductible 
donations? 

All  these  private  activities  are  receiv- 
ing federal  aid  “indirectly”  and,  given  the 
recent  record  of  the  courts,  would  likely 
fall  under  federal  control  as  “recipients” 
of  federal  aid. 

The  radical  nature  of  this  legislation 
was  largely  unnoticed  as  it  garnered  63 
cosponsors  in  the  Senate  and  passed  the 
House  of  Representatives’  Judiciary 
Committee  by  voice  vote  on  May  23  after 
only  10  minutes  of  discussion.  Some 
members  of  the  Senate,  however,  have 
recognized  the  dangers  posed  by  this  bill. 
Those  who  take  the  Constitution  seriously 
can  only  hope  that  Sen.  Orrin  Hatch  (R- 
Utah)  holds  firm  in  his  commitment  to 
stopping  or  amending  this  flawed  legis- 
lation. 

And  for  anyone  who  feels  my  depic- 
tion of  the  wide-ranging  nature  of  the 
Civil  Rights  Act  of  1984  is  alarmist,  I 
would  point  out  that  even  The  Washing- 
ton Post  worries  that  the  bill  is  too  far- 
reaching  and  recommends  that  Congress 
“at  least  understand  fully  what  the  con- 
sequences of  passage  may  be.”  And  when 
The  Washington  Post  is  worried  that  the 
federal  government  is  making  too  large 
a power  grab,  it’s  time  for  the  rest  of  us 
to  take  a hard  look  at  what’s  going  on. 
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I 


f you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 


Lincoln.  It’s  a name 
you’ll  remember. 


B 


enefits  available  to 
members  of  the  Indiana 
State  Medical  Association 
and  their  employees 
through  expanded  ISMA 
group  sponsored 
Lincoln  National  Life 
health  insurance  coverage: 


The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Programs  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage  and 
service  at  the  lowest  possible  cost.  A special  claim 
paying  unit  has  been  established  in  our  Indianapolis 
Group  Benefits  and  Service  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  317-846-6211/800-692-6014.  We  look  forward  to  serv- 
ing your  association  and  encourage  your  review  of  the 
programs  and  services  being  provided. 


MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

® Unlimited  Major  Medical  Benefits 


Tor  more  information 
call  or  write: 


James  D.  Townsend  or  Earl  W.  Williams 
Professional  Account  Representatives 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  846-7502  or  (317)  844-3119 


MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense 
protection  — $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense 
protection  — $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 


Tom  Martens 

Director,  Health  Insurance  Administration 

Indiana  State  Medical  Association 

3935  North  Meridian  Street 

Indianapolis,  Indiana  46208 

(317)  926-4424 

1-800-382-1721 


MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 


NEW  DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 


LINCOLN 

NATIONAL 

LIFE 


The  Lincoln  National  Life  Insurance  Company. 
Fori  Wayne.  Indiana 


A member  of  Lincoln  National  Corporation. 


Economic  Development 

The  Voice  of  Business 


NOW  THAT  A STRATEGIC  PLAN  for 
Indiana’s  economic  development 
has  been  put  in  place,  it’s  time  for 
everybody  to  put  up  or  shut  up  about  job 
creation  and  future  prosperity,  because 
everybody  is  needed. 

Business  people  have  to  become  inter- 
ested and  take  part.  Without  them  such 
a plan  won’t  be  effective.  Labor  must  be 
involved;  its  contribution  is  vital.  Univer- 
sity input  is  a necessity.  And  government 
and  political  leaders  have  a special  obliga- 
tion: not  to  let  election  tactics  and  per- 
sonal aspirations  undermine  this  nonpar- 
tisan campaign. 

The  severe  recession  inspired  some  ex- 
traordinary efforts  to  remedy  our  worst 
problems.  The  public  sector,  led  by  Gov. 
Orr  and  Lt.  Gov.  Mutz,  joined  with  the 
private  sector  in  acting  to  retain  existing 
industries  and  attract  new  companies.  The 
General  Assembly  voted  massive  amounts 
for  programs  that  promise  eventual 
payoff. 

But  plans  and  programs  and  dollars 
aren’t  guarantees.  We  must  make  them 
work  to  insure  future  prosperity.  Serious 
concerns  need  to  be  addressed. 

One  concern  is  what  we  do  compared 
to  what  we  say.  Several  recent  events  are 
causing  the  nation’s  business  community 
to  question  Indiana’s  sincerity  about 
creating  a top-notch  business  climate. 

Wall  Street  was  astounded  last  year  by 
the  state’s  intervention  in  the  Marble  Hill 
nuclear  project,  with  its  resulting  adverse 
impact  on  the  financial  condition  of 
Public  Service  Indiana.  What  had  been 
a highly  rated  utility  was  placed  in  jeop- 
ardy. Also,  changes  made  in  the  Public 
Service  Commission  have  clouded  the 
future  stability  of  utility  rates  in  Indiana. 

Election-year  rhetoric  about  which  can- 
didate can  kick  the  utilities  hardest  cer- 
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tainly  doesn’t  help  the  state’s  national 
image. 

Additionally,  some  of  the  results  of 
legislative  action  this  year  were  the  worst 
for  business  of  any  session  in  recent 
memory. 

Local  government  was  given  authority 
to  impose  large  property  tax  increases  on 
business  and  industry  in  the  guise  of  a 
new  local  income  tax  law.  Needed  reform 
in  banking  laws,  although  supported  by 
Gov.  Orr  and  strongly  urged  by  the  In- 
diana Chamber  and  other  business  sup- 
port groups,  was  defeated  in  the  House 
after  the  speaker  personally  intervened 
against  the  bill. 

Equally  dismaying,  Indiana’s  reputa- 
tion as  a low-tax,  low-spend  state  is 
changing. 

Nearly  all  of  the  additional  revenue 
brought  in  by  the  enormous  tax  increases 
enacted  late  in  1982  is  being  used  up  in 
a spending  splurge.  This  change  of  policy 
has  many  business  analysts  wondering: 
Will  the  benefits  of  the  huge  expenditures 
offset  the  damage  done  by  the  higher 
taxes? 

At  a time  when  most  state  governments 
are  bending  over  backward  to  create  more 
favorable  business  climates,  Indiana  is 
sending  confusing  signals.  Some  of  our 
actions  invite  comparison  with  states  that 
have  poor  business  climates.  We  can’t  af- 


ford to  have  business  leaders  nationwide 
perceive  Indiana  as  becoming  anti- 
business. 

Organized  labor  is  not  visibly  trying  as 
hard  to  help  Indiana  companies  survive 
and  remain  competitive  as  in  some  other 
states.  Fewer  wage  reductions  and 
changes  in  work  rules  have  been  negoti- 
ated here. 

Selling  industry  on  a state  that  does  not 
have  a right-to-work  law  but  does  have 
above-average  wage  levels  and  the  na- 
tion’s highest  rate  of  time  lost  to  strikes 
is  very  difficult. 

Top  businessmen  nationally  see  our 
work  force  as  being  unresponsive  to 
employer  needs,  even  when  faced  with 
plant  closings.  While  organized  labor  has 
done  too  little  to  change  the  negative 
perception  of  Indiana’s  work  force,  labor 
leaders  in  other  states  have  contributed 
to  substantial  progress. 

Business  itself  does  not  escape  blame. 
Business  people  have  not  given  adequate 
support  to  economic  development  efforts, 
even  though  business  is  a beneficiary. 
With  only  a few  exceptions,  they  have  ab- 
dicated responsibility  to  state  and  local 
governments  to  make  all  the  effort. 

Additionally,  they  are  in  part  to  blame 
for  the  poor  results  of  the  1984  legislative 
session.  Many  business  people  neglected 
to  speak  directly  with  their  lawmakers 
when  doing  so  might  have  affected  the 
outcome  of  certain  critical  bill  actions. 

As  our  new  strategic  plan  for  economic 
development  makes  clear,  we  can’t  afford 
to  work  at  cross  purposes  any  longer. 
Lack  of  a strong  and  ongoing  commit- 
ment to  cooperation  by  every  element  in 
the  state  is  a prescription  for  failure. 

If  we  keep  on  doing  business  as  usual 
we  will  lose  industries,  jobs  and  people 
to  the  states  that  do  it  right. 
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Turning  Back  the  High 
Cost  of  Medical  Care 

One  thing  about  the  high  cost  of 
medical  care  (HCoMC)  is  that  everyone 
who  talks  about  it  blames  it  on  someone 
else.  Someone  else  or  some  distant 
agency. 

The  HCoMC  gets  a lot  of  attention 
because  it  is  inflating  faster  than  many 
other  essentials.  There  are  a few  activities 
of  the  federal  government  which  are 
going  up  faster  than  the  cost  of  medical 
care.  However,  nobody  in  government 
recognizes  that  fact  and  the  custom  is  to 
remain  mum  about  such  items  as  the  high 
cost  of  mailing  letters  and  to  criticize 
sharply  HCoMC. 

Many  years  ago  medical  care  rose  in 
price  at  about  the  same  rate  as  other  items 
of  the  cost  of  living.  What  we  have  now 
is  another  animal.  The  HCoMC  is  rated 
by  measuring  the  percentage  increase  year 
to  year,  in  addition  to  calculating  the 
percentage  of  the  gross  national  product 
which  is  spent  for  medical  services.  Both 
measurements  increase  steadily.  It  is  evi- 
dent that  more  and  more  citizens  are 
receiving  more  and  more  care. 

Comparing  current  medical  care  with 
that  of  50  years  ago  is  similar  to  com- 
parisons involving  a new  modern  auto 
and  a horse-drawn  wagon.  We  are  in  the 
midst  of  the  greatest  development  of 
diagnosis  and  treatment  in  the  history  of 
medicine.  Part  of  the  HCoMC  is  due  to 


“The  $75  for  repairing  it  was  just  a rough 
estimate.  Now  that  I’ve  smoothed  it  out, 
it  comes  to  $955.25.” 


this  expansion  of  knowledge  and  accom- 
plishments. 

All  the  easy  diagnoses  and  economical 
treatments  were  discovered  a long  time 
ago.  When  a new  diagnostic  system  is 
added  the  total  price  goes  up.  When  a new 
treatment  system  is  added,  more  of  the 
same.  Some,  but  not  many,  of  the  new 
gadgets  actually  lower  the  price  of  treat- 
ment and  cure.  Later  on,  more  and  more 
discoveries  will  simplify  diagnosis  and 
therapy  and  lower  the  total  cost.  In  the 
meantime,  the  new  discoveries  will  elevate 
the  cost. 

If  we  could  eliminate  all  price  inflation, 
prohibit  all  medical  research,  discourage 
all  improvements  in  therapy  and  go  back 
to  hospital  accommodations  of  1910,  the 
cost  of  care  would  settle  down.  This 
method  of  control,  however,  will  never 
be  popular.  When  the  patient  is  seriously 
sick  the  thought  is  “Spare  no  expense,” 
or  words  to  that  effect. 

Another  good  plan  by  then  AMA 
President  Dr.  Daniel  Cloud  was  outlined 
several  years  ago.  It  doesn’t  seem  to  be 
taking  hold  very  fast.  It  is  not  a nickle- 
and-dime  proposition.  It  will  save  some- 
thing like  half  of  the  nation’s  health  care 
bill  if  it  is  adopted  and  followed  carefully. 
Half  of  the  U.S.  annual  medical  care  ex- 
pense is  a large  fortune — well  worth  put- 
ting on  the  savings  side  of  the  ledger. 

The  following  rule  is  based  on  book- 
keeping statistics  from  federal  govern- 
ment commissions  and  bureaus — should 
be  reliable.  The  rule  for  law  and  order 
in  the  HCoMC  is:  If  nobody  used 
tobacco,  if  nobody  drank  alcohol  or  did 
so  moderately,  if  everyone  ate  correctly, 
maintained  normal  weight,  exercised 
regularly  and  drove  the  auto  carefully  the 
medical  bill  of  the  United  States  would 
be  half  what  it  is  now. 

Big  order  but  very  helpful  with  the 
finances. 

Another  part  of  the  HCoMC  is  called 
Medicare  and  Medicaid.  Both  are 
varieties  of  socialized  medicine.  Accord- 
ingly, they  obey  the  universal  rule  that 
the  cost  of  socialized  medicine  is  uncon- 
trollable. It  goes  up  each  year  despite 
valiant  efforts  of  control. 

An  analogy  will  explain  the  process.  If 
socialists  decided  to  pay  everyone’s 
grocery  bill,  the  total  food  price  would 
increase  astronomically.  Even  with  deduc- 
tions and  co-payments  the  waste  and 


overuse  would  bankrupt  the  country  in 
short  order.  It’s  no  way  to  provide  food 
and  it’s  no  way  to  provide  medical  ser- 
vice. 

Attempts  to  moderate  the  cost  of 
medical  care  have  consisted  of  eliminating 
medical  procedures  and  of  lowering  the 
pay  scale  for  what  items  of  medical  care 
are  left.  Both  procedures  are  likely  to 
lower  quality  of  care,  the  most  important 
characteristics  of  modern  medicine.  We 
are  well  on  the  way  to  a two-tiered  system 
of  medical  care. 

Labor-management  negotiations  have 
a tendency  to  raise  the  HCoMC  even 
higher.  Fringe  benefits  have  a habit  of 
being  insinuated  into  a labor  contract,  ap- 
parently on  the  theory  that  money  spent 
on  fringes  does  not  add  up  as  fast  as 
money  spent  on  the  hourly  wage.  First- 
dollar  coverage  and  other  additions  are 
added  to  ease  the  method  of  getting  back 
to  work.  It  all  adds  up. 

It  is  said  that  the  price  of  most  Ameri- 
can-built autos  contains  a medical  care 
factor  as  high  as  several  hundred  dollars. 
At  one  time,  not  too  many  years  ago,  a 
good  American  auto  could  be  bought 
outright  for  the  same  number  of  dollars 
that  are  now  called  the  fringe  benefit  for 
medical  service. 

So,  if  anyone  tells  you  that  the 
HCoMC  is  due  to  physician  activities  and 
that  physicians  are  responsible  for  con- 
trolling the  mess,  inform  them  that  the 
problem  is  complex,  that  it  might  be 
worse  except  for  the  remedial  measures 
taken  by  the  medical  profession,  and  that 
there  is  very  little  for  doctors  to  do  ex- 
cept to  encourage  the  public  in  general 
and  the  government  agencies  to  convert 
the  system  back  to  the  private  practice 
of  medicine  as  quickly  as  possible. 


The  Roche  CME  Network 

Hoffmann-LaRoche  was  a pioneer  in 
the  use  of  television  for  continuing 
medical  education.  In  the  early  1960s 
many  hospitals  did  not  have  television 
equipment  suitable  for  CME  programs 
for  the  medical  staffs.  Roche  originally 
organized  a program  to  aid  hospitals  in 
acquiring  the  equipment.  Videotape  was 
found  to  cost  much  less  than  educational 
films.  Roche  also  formed  the  Network  for 
Continuing  Medical  Education  (NCME) 
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and  produced  or  acquired  educational 
programs  which  could  be  duplicated  and 
distributed  to  hospitals  for  viewing  by 
medical  staffs. 

Today,  the  network  produces  two  in- 
structional programs  a month,  totaling 
at  least  23  hours  of  programming  a year. 
Program  cassettes  are  distributed  in  all 
50  states  and  Canada  to  some  700  hospi- 
tals. These  range  from  small  community 
health  centers,  through  teaching  hospitals 
such  as  those  at  Johns  Hopkins,  UCLA 
and  the  University  of  Texas.  NCME  also 
reaches  research  centers  such  as  the  Mayo 
Clinic,  Walter  Reed  Army  Hospital  and 
New  York’s  Mt.  Sinai  Hospital  and 
Medical  Center. 

The  videocassettes,  each  accompanied 
with  a supply  of  instructional,  biblio- 
graphic and  self-test  literature,  may  be 
rented  or  purchased.  Physicians  use  the 
cassettes  in  the  hospital  or  borrow  them, 
like  library  books,  to  view  at  home  on 
their  own  video  equipment. 

Roche’s  continuing  sponsorship  of 
NCME  means  a substantial  saving  to  the 
subscribing  hospitals.  Without  that  sup- 
port, the  subscription  cost  would  triple 
or  quadruple. 


Deficit  Economics 

Guest  Editorial 

History  tells  us  that  from  time  im- 
memorial many  political  leaders  have 
tried  massive  spending  of  money  they  did 
not  have:  deficit  spending.  Often  this  was 
simply  the  spending-of-other-people’s- 
money  syndrome  on  perceived  public 
welfare  projects;  sometimes  it  was  for  the 
luxurious  support  of  the  ruler  in  the  style 
to  which  he  wished  to  become  accus- 
tomed; often  it  was  to  engage  in  warfare 
for  the  perceived  good  of  the  public  or 
its  leaders.  Almost  invariably  it  became 
an  addictive  habit  that  led  to  the  downfall 
and  ruin  of  the  rulers  and  the  populace, 
t Our  American  government  is  now  strong- 
)i  ly  addicted. 

Treating  addiction  is  painful  and  dis- 
tressing to  the  addict;  it  threatens  to  be 
painful  and  distressing  to  our  national 
' leaders.  Few  addicts  desire  to  subject 
as  themselves  to  painful  withdrawal  symp- 
itl  toms;  our  “Pirates  of  the  Potomac”  are 
o!  likewise  lacking  in  desire  to  end  their  ad- 
E)  diction  because  of  the  perceived  result  of 


their  being  forced  from  their  well 
feathered  powerful  nests  if  they  take  the 
addiction  cure. 

Let  me  now  point  out  a few  basic 
economic  ideas.  First  of  all,  there  is  no 
“free  lunch”  or  “free”  government 
dollars;  the  Pirates  do  not  have  a wealth- 
making money  machine;  the  dollars 
squandered  have  to  come  from 
somewhere  before  they  can  be  squan- 
dered. The  Pirates  use  the  pretext  of  bor- 
rowing. I call  it  a pretext.  Is  anyone  so 
naive  as  to  believe  that  we,  our  children, 
or  our  grandchildren  will  ever  repay  the 
national  debt?  The  new  generations  will 
have  their  own  problems  to  pay  for  in 
their  futures;  they  can’t  possibly  pay  these 
“borrowed”  dollars  back.  Furthermore, 
these  deficit  dollars  representing  wealth 
have  already  been  squandered. 

Now,  in  the  absence  of  a wealth- 
making machine  in  the  Pirates’  lair,  let 
us  look  to  the  source  of  the  wasted  dollars 
and  the  wealth  they  represented.  The  only 
money  that  the  Pirates  can  spend  must 
first  be  extracted  from  somewhere.  Taxa- 
tion is  the  only  honest  way  of  extraction. 
The  “deficit”  wealth  has  had  to  come  via 
the  confiscation-by-inflation  route.  Make 
no  bones  about  it;  it  has  been  taken  by 
inflation  in  the  past;  it  will  be  taken  by 
inflation  in  the  future — for  as  long  as  the 
voters  permit  the  present  crop  of  irrespon- 
sible Pirates  to  continue  their  horrendous 
waste  of  our  national  wealth. 

Where,  on  the  national  horizon,  is 
there  any  hope  for  fiscal  sanity?  I see  so 
little  of  it.  Until  the  American  voters  can 
elect  some  genuine  Statesmen  to  the  Con- 
gress, I see  no  hope.  The  present  crop  of 
Pirates,  as  well  as  their  predecessors  of 
the  last  40  years,  are  mainly  weak,  petty 
ward  healers  who  are  more  concerned 
with  self  than  they  are  with  national 
welfare.  They  have  proven  themselves  too 
weak  to  take  the  actions  necessary  to  cut 
down  the  bureaucracy  to  an  affordable 
size,  and  to  eliminate  the  many  govern- 
ment activities  that  benefit  only  small 
vocal  minorities  rather  than  the  country 
as  a whole. 

So  a few  billions  may  be  cut  from  tax- 
paid  medical  and  health  care  expendi- 
tures, but  that  is  only  a cup  full  from  the 
ocean  of  government  red  ink.  If  the 
Medicare-Medicaid  budgets  were  cut  to 
zero,  the  savings  would  not  be  enough 
to  reach  a balanced  budget.  The  real 


mega-bucks  will  have  to  be  cut  from  the 
real  mega-buck  appropriations  for  the 
pork  barrel  expenditures  and  other 
governmental  programs  and  boondog- 
gles. Since  our  present  crop  of  Pirates  are 
and  have  been  unwilling  to  do  what  has 
to  be  done,  let  us  hope  that  we  can  elect 
some  new  congressmen  who  will  act  more 
like  Statesmen  and  less  like  Pirates. — L. 
A.  Arata,  M.D.,  Shelbyville,  Ind. 


Fat  Consumption,  Cancer 

The  American  Institute  for  Cancer 
Research  reports  there  exist  increasing 
research  results  to  indicate  that  there  is 
a link  between  fat  consumption  and 
cancer.  The  risk  of  malignancy  and  the 
established  fact  that  high  fat  intake  results 
in  arterial  and  heart  disease  emphasizes 
the  recommendations  of  the  National 
Academy  of  Sciences  Committee  on  Diet, 
Nutrition  and  Cancer: 

• Reduce  the  intake  of  dietary  fat — 
both  saturated  and  unsaturated — from 
the  current  average  of  approximately 
40%  to  a level  of  30%  of  total  calories. 

• Increase  the  consumption  of  fruits, 
vegetables  and  whole  grain  cereals. 

• Consume  salt-cured,  smoked  and 
charcoal-broiled  foods  only  in 
moderation. 

• Drink  alcoholic  beverages  only  in 
moderation. 


“All  in  all,  I had  a good  day — performed 
four  operations,  saw  20  patients  and  turned 
down  five  Financial  Planning  salesmen.” 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


OISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


INTERESTED  IN 
AUTO  LEASING? 


Get  the  facts,  leasing  will  save  $1000s  over  buying. 
All  Makes  Auto  Leasing,  Inc.  has  the  equipment 
and  know-how  to  show  you  EXACTLY  where  you 
save.  So  call  today  for  a quote  on  the  car  of  your 
choice.  Besides,  we  lease  for  less,  always  have, 
always  will. 


Approved  Credit  Required 


Medical  Society  and  Hospital  References  Available  On  Request 


18  South  Rangeline  Road,  Carmel,  Indiana  46032 


Telephone  317/844-2171 


We  want  to  show  and  share  with  you 
some  of  the  sights  and  happenings  in  In- 
dianapolis during  the  1984  ISMA  Con- 
vention. Dynamic  scientific  and  legislative 
sessions  are  being  planned  plus  special 
joint  events  for  the  physician  and  spouse 
or  guest.  The  Radisson  Hotel  is  situated 
in  the  Keystone-at-the-Crossing  complex 
where  shopping  and  dining  establishments 
are  in  abundance.  In  addition,  special  ac- 
tivities are  being  planned  for  spouses  of 
physicians.  A Saturday  morning  bus  tour 
will  include  visits  to  the  Ronald 
McDonald  House,  a favorite  project  of 
many  auxilians;  the  Indiana  University 
Track  and  Field  Stadium  and  Natatorium 
Building  and  the  newly  renovated  Circle 
Theatre,  new  home  for  the  Indianapolis 
Symphony  Orchestra.  The  Circle  Theatre 
is  a locally  designated  landmark  and  is 
listed  on  the  National  Register  of  Historic 
Places.  The  afternoon  will  be  free  to  at- 
tend the  IMPAC  luncheon  or  lunch  on 
their  own  and  browse  and  shop  in  the 
area. 

Sunday  morning  will  be  free  to  attend 
the  church  of  your  choice.  A list  of  all 
denominations  within  a short  distance  of 
the  Radisson  will  be  available  at  the 
Registration  Desk. 

Courtesy  transportation  will  be  pro- 
vided to  the  Woodstock  Country  Club  for 


Judy  Koontz  (Mrs.  James  A.) 
President,  ISMA  Auxiliary 


the  Auxiliary  Day  Luncheon.  A social 
hour  with  cash  bar  will  precede  the  1 :00 
p.m.  luncheon.  An  open  board  meeting 
of  the  ISMA  Auxiliary  will  follow  lunch. 

At  2:30  p.m.  buses  will  depart  for  the 
Indianapolis  Museum  of  Art  where  there 
will  be  a tour  of  the  1 1th  National  Bien- 
nial Embroiderer’s  Guild  Needlework 
Exhibit. 


We  hope  to  see  many  of  you  in  Indian- 
apolis this  October.  Please  show  this  ar- 
ticle to  your  spouse  and  encourage  atten- 
dance at  the  convention  in  October.  For 
further  information,  please  contact 
Rosanna  Her  at  ISMA  headquarters. 
— Jackie  Kalsbeck  and  Barbara  Luke- 
meyer,  chairman  and  co-chairman  of 
Auxiliary  Activities. 


Friday,  October  19,  1984 

Auxiliary  information/registration 
Saturday,  October  20,  1984 
Auxiliary  information/registration 

9:00  A.M.  Tour  buses  depart  from  Hotel  for  tour  of  Ronald  McDonald 
House,  Natatorium  at  IUPUI  and  Circle  Theatre,  Downtown 
Noon  Buses  return  to  Hotel 

Noon  IMPAC  luncheon  or  on  your  own  to  shop  at  Keystone  at  the 

Crossing/next  to  HOTEL 


Sunday,  October  21,  1984 

9:30  A.M. 


11:30  A.M. 
Noon 

12:30  P.M. 
1:00  P.M. 

2:30  P.M. 

4:00  P.M. 


Executive  Board  Meeting/at  HOTEL 

Buses  leave  Hotel  for  Woodstock  Country  Club 

Social  Hour/cash  bar 

Luncheon 

Open  Board  meeting  to  follow 

Buses  depart  for  Indianapolis  Museum  of  Art  Tour  of  the  11th 
Biennial  Embroiderer’s  Guild  Needlework  Exhibit 
Buses  depart  for  HOTEL 


President 

President-Elect 

1st  Vice  President.  . . 

Area  Vice  Presidents 
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Central 

Southern 


INDIANA  STATE  MEDICAL  ASSOCIATION  AUXILIARY 
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EXTRA!  EXTRA! 

READ  ALL  ABOUT  HOW 

DOCTORS  CAN  HELP  INFLUENCE 

THE  DECISIONS  OF  CONGRESS  AND  THE 
STATE  LEGISLATURE  REGARDING  MEDICAL  ISSUES! 


TH  EN  . . . Please  complete  the  form  which  appears  in  this  publication  and  return  the  form  promptly.  Don't  pass 
up  the  chance  to  help  determine  the  direction  of  medical  practice  in  The  United  States. 


The  American  Medical  Association  and  The  Ameri- 
can Medical  Association  Auxiliary  want  to  ensure 
that  medicine  continues  to  have  a positive  effect  on 
the  political  process.  They  are  combining  efforts  to 
conduct  a national  voter  registration  called  PRO- 
JECT MEDVOTE.  This  is  a bi-partisan  effort 
designed  to  ascertain  what  physicians,  spouses  and 
voteable  age  children  are  registered  to  vote  and  to 
make  being  registered  easier  for  them.  MAKING 
YOUR  VOTE  COUNT  IS  PART  OF  RESPONSI- 
BLE MEDICAL  CITIZENSHIP.  You  cannot  vote 
however,  if  you  do  not  have  an  up  to  date  registration. 

In  Indiana,  we  are  doing  our  best  to  have  a deputy 
registrar  representing  each  of  the  two  major  political 
parties  from  each  county  medical  society  and/or 
auxiliary,  and  through  them,  to  help  all  members  of 
the  medical  families  to  be  registered  to  vote. 

We  are  fortunate  that  in  Indiana,  we  can  have  deputy 
registration  in  the  home  and  at  medical  functions. 
WE  NEED  YOUR  HELP  IN  ORDER  TO  DE- 
TERMINE WHAT  MEMBERS  OF  THE  MED- 
ICAL FAMILIES  ARE  REGISTERED  OR  NEED 


TO  BE  REGISTERED.  REMEMBER:  Registra- 
tion in  the  home  or  at  a location  other  than  the 
County  Court  House  can  be  done  until  September 
27.  You  can  still  register  after  that  at  your  County 
Court  House  or  designated  voters  registration  loca- 
tion until  October  6th.  If  a child  will  have  become 
eighteen  (18)  by  Election  Day  (November  6,  1984) 
he/ she  may  register  to  vote  and  vote.  If  you  will  have 
moved  between  the  last  election  and  November  6, 
you  must  transfer  your  registration.  If  you  have  not 
voted  within  the  last  two  years,  your  name  has 
probably  been  purged  from  the  records  and  you  must 
reregister. 

STAND  UP  AND  BE  COUNTED!  Please  complete 
the  information  form  appearing  in  this  publication. 
Indiana  is  known  for  interest  in  politics  and  good 
government.  With  the  information  which  you  supply 
us,  we  will  do  our  best  to  get  you  registered.  Remem- 
ber, however,  the  final  effort  is  your  responsibility. 
350,000  A.M.A.  members  and  Auxiliary  plus 
spouses,  family  and  employees  = 1,000,000  eligible 
voters.  THAT’S  VOTING  POWER. 


PLEASE  COMPLETE  THIS  FORM  AND  RETURN 
PROMPTLY  TO:  MRS.  DWIGHT  W.  SCHUSTER 
6510  N.  CHESTER  AVE.,  INDIANAPOLIS,  IN  46220 

PHYSICIAN’S  NAME  


HOME  ADDRESS  

COUNTY  Registered?  □ yes  □ no 

SPOUSE  Registered?  □ yes  □ no 

VOTEABLE  AGE  CHILDREN: 


Registered?  □ yes  □ no 
Registered?  □ yes  □ no 


Brand  name 
druaor 
generic  drug? 


Your  better  judgement  is  the  best  prescription. 


It's  up  to  you,  the  doctor,  to 
decide  whether  to  prescribe 
brand  name  or  generic  drugs. 
When  you  think  generics  are  in 
the  best  interest  of  your  patients, 
Peoples  Drug  Stores  can  save 
them  up  to  50%  on  the  cost  of 
their  prescriptions. 

Peoples  is  a leader  in 
offering  generic  drugs  equivalent 


in  quality  to  brand  name  drugs. 
We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehen- 
sive generic  drug  program. 

Today  we  believe  we  stock  the 
largest  supply  of  both  brand 
name  and  generic  drugs. 

If  you  have  a question  about 
a generic  drug  or  need  any  other 
assistance  from  a Peoples 


pharmacist,  use  our  special 
unlisted  phone  number.  Each 
Peoples  Drug  Store  has  one.  It’s 
given  only  to  doctors  and 
answered  only  by  our  pharma- 
cists. If  you  don't  have  this 
number  yet,  just  call  your  nearest 
Peoples  Drug  Store  and  ask  the 
pharmacist  for  the  special 
"doctors  only”  number. 


'TFT) 

PEOPLES  DRUG 
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HEALTH  PROFESSIONALS! 

The  Army  Medical  Department 
represents  the  largest  comprehensive 
system  of  health  care  in  the  United 
States  and  offers  unique  advantages 
to  the  student,  resident,  and  practi 
tioner  in  the  following  professions: 

• Neurosurgery 

• General  Surgery 

• Orthopedic  Surgery 
•Obstetrics  & Gynecology 

• Otolaryngology 

• Anesthesiology 

• Psychiatry 

• Child  Psychiatry 

• Family  Practice 

• Emergency  Medicine 

• General  Medicine 

• Pediatrics 

As  an  Army  Officer,  you  will  receive 
substantial  compensation,  an  annual 
paid  vacation,  and  participate  in  a 
remarkable  non  contributory  retire 
ment  plan. 

For  more  information  just  fill  out 
the  attached  form  and  mail.  Or 
call:  (313)  668-2190/2191.  (Collect 
calls  accepted.) 


Medical  School  Scholarships  are  Available 


PLEASE  SEND  MORE  INFORMATION  ABOUT  OPPORTUNITIES 
IN  THE  ARMY  MEDICAL  DEPARTMENT 
MAIL  OR  CALL: 

ARMY  MEDICAL  DEPT,  PERSONNEL  OFFICE,  200  E LIBERTY  ST 
ANN  ARBOR,  Ml  48107  (313)  668-2190/2191 


NAME  AGE 

ADDRESS 

ZIP  PHONE  (AC) 

SCHOOL  ATTENDED/ATTENDING 

GRADUATION  DATE  DEGREE 

SPECIALTY  AREA  OF  INTEREST 


IM-9 
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Hospital  Pharmacy  Cost 
Containment  Protocol 

A cost  containment  protocol  for 
hospital  pharmacies  soon  will  be  available 
as  a result  of  a symposium  held  recently 
in  Williamsburg,  Va.  by  a 10-member 
hospital  pharmacy  consulting  board 
formed  by  Abbott  Laboratories  Hospital 
Products  Division. 

The  cost  containment  protocol  will  be 
published  in  two  monographs  and  will 
provide  guidelines  for  minimizing  drug 
waste  and  reducing  costs  related  to 
admixture  preparations.  The  Abbott  con- 
sulting board  is  composed  of  leading  ex- 
perts in  hospital  pharmacy,  including 
both  academicians  and  practitioners.  The 
first  monograph  was  distributed  in  late 
August. 

In  addition  to  the  cost  containment 
protocol,  Abbott’s  integrated  approach 
to  reducing  hospital  pharmacy  costs  also 
includes  a newly  developed  admixture 
system  that  will  be  available  in  1985. 

On  June  14,  Abbott  announced  devel- 
opment of  a new  wet/dry  admixture 
system  called  ADD-Vantage.  The  new 
system  is  designed  for  the  intermittent  in- 
travenous administration  of  potent  drugs 
that  do  not  have  long-term  stability  in 
solution. 

With  the  ADD-  Vantage  system,  antibi- 
otics and  other  drugs  do  not  have  to  be 
mixed  until  just  before  they  are  adminis- 
tered to  a patient.  The  new  system  will 
help  reduce  pharmacy  costs  by  conserv- 
ing labor,  reducing  material  cost  and 
minimizing  drug  waste  often  caused  by 
changed  or  cancelled  prescriptions. 

Abbott  also  announced  that  in  early 
1985  Eli  Lilly  and  Company  will  begin 
to  supply  its  line  of  injectable  antibiotics 
as  part  of  the  ADD-  Vantage  system.  The 
company  also  is  negotiating  with  other 
pharmaceutical  manufacturers  to  expand 
the  number  and  types  of  drugs  that  will 
be  available  in  the  new  system.  Abbott 
expects  to  conclude  a number  of  addi- 
tional agreements  before  the  end  of  the 
year. 

ADD-Vantage  consists  of  two  com- 
ponents, a flexible  plastic  I.V.  container 
partially  filled  with  diluent  and  a glass 
vial  of  powdered  or  liquid  drug.  The  vial 
locks  into  a chamber  within  the  plastic 
container,  and  the  drug  is  released  by 


removing  the  stopper  on  the  vial,  allow- 
ing the  two  components  to  mix.  This  sim- 
ple process  is  performed  by  external 
manipulation  of  the  container,  thereby 
preserving  a closed,  sterile  system. 

Abbott  will  supply  the  specially 
designed  I.V.  containers  containing  a 
diluent.  Lilly  and  other  manufacturers 
that  sign  agreements  to  participate  in  the 
ADD-Vantage  program  will  provide  the 
filled  drug  vials  separately. 

Five  Years  of  Life  Line 

The  Methodist  Hospital  in  Indianapolis 
is  celebrating  the  fifth  anniversary  of  its 
Life  Line  helicopter  service. 

Since  July  1979  more  than  2,700  runs 
have  been  completed.  Sixty  per  cent  of 
the  patients  have  been  trauma  victims 
with  multiple  injuries.  Others  include 
those  with  cardiac,  acute  neurological, 
pediatric  and  obstetrical  conditions,  and 
patients  suffering  from  exposure  or 
poisoning. 

Most  of  the  Life  Line  runs  involve 
transportation  from  an  emergency 
department  or  intensive  care  unit  to  an 
Indianapolis  tertiary  care  facility.  How- 
ever, about  10%  of  calls  received  take 
Life  Line  to  the  scene  of  an  accident.  Life 
Line  is  available  24  hours  each  day  to 
areas  within  a 150-mile  radius  of  Indian- 
apolis. 

Miles’  Laser  Disc  Wins 

A laser  disc  program  produced  by 
Miles  Pharmaceuticals  for  the  Miles 
Learning  Center  has  won  top  award  in 
the  Infection  Control  category  of  the 
John  Muir  Medical  Film  Festival.  The 
videodisc  is  one  of  10  teaching  programs 
developed  for  the  Miles  Learning  Center, 
a unique  interactive  videodisc  system 
donated  by  Miles  Pharmaceuticals  to  255 
large  teaching  hospitals  in  the  U.S. 

IMF  Memorial  Bequest 

The  Indiana  Medical  Foundation  has 
received  notice  that  it  is  named  as  a 
beneficiary  in  the  will  of  Lester  D.  Bibler, 
M.D.,  in  the  amount  of  $1,000.  The  be- 
quest, when  received,  will  be  added  to  the 
investment  funds  of  the  Foundation  and 
will  be  accounted  for  as  a special  fund 
for  the  benefit  of  Indiana  Medicine. 


Drug  Sales  Up  in  1983 

The  U.S.  drug  industry  enjoyed  sales 
increases  in  1983,  according  to  informa- 
tion gathered  by  Pharmaceutical  Data 
Services.  The  following  statistics  were 
reported  in  a recent  issue  of  “Action  in 
Pharmacy”  newletter: 

• Retail  sales  grew  by  21%,  achieving 
a new  high  of  $12.6  billion  in  this  sector 
of  the  market. 

• The  average  prescription  price  rose 
by  19%  in  1983,  primarily  due  to 
premium-priced  new  drugs. 

• The  cardiovascular  market  registered 
a gain  of  22%,  to  $2.2  billion. 

• Sales  of  beta  blockers  jumped  by 
27%,  to  $687  million.  Inderal  continued 
its  market  dominance  in  this  category, 
registering  sales  of  $313  million.  Tenor- 
min, another  beta  blocker,  also  sold  well. 
Squibb’s  Corgard  increased  by  32%  to  1 
$86  million  in  sales. 

• As  a category,  calcium  channel 
blockers  turned  in  the  best  performance, 
increasing  by  125%  over  1982,  to  nearly 
$200  million. 

• The  anti-ulcer  market  enhanced  its  i 
sales  figures  to  $428  million.  Tagamet, 
the  leader,  reached  $371  million  in  sales.  ; 

® Sales  of  analgesics  rose  by  11%  to 
$524  million.  Eli  Lilly  and  Company  has 
recaptured  the  lead  in  this  category. 

It  was  reported  that  although  most  of 
the  sales  increases  reflected  inflationary  . 
price  adjustments  total  unit  sales  showed 
an  increase  of  2%  in  1983. 


Consensus  Statements 

The  National  Heart,  Lung,  and  Blood 
Institute  of  the  National  Institutes  of 
Health  will  conduct  a consensus  develop-  ; 
ment  conference  on  the  subject  of  Fresh 
Frozen  Plasma  Sept.  24  to  26. 

The  consensus  statement  of  this  con-  C 
ference  and/or  the  statement  of  the  con- 
ference on  hypertriglyceridemia  may  be 
obtained  on  request  to  Mr.  Peter  Mur- 
phy, Prospect  Associates,  21 15  E.  Jeffer- 
son St.,  Suite  401 , Rockville,  Md.  20852. 

The  NIH  has  also  announced  it  will  ( 
conduct  a consensus  development  con-  ■ 
ference  on  Travelers’  Diarrhea  Jan.  28-30  1 
at  the  Masur  Auditorium,  9000  Rockville  ( 
Pike,  Bethesda,  Md. 
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New  ISMA  Members 

The  following  physicians  were  wel- 
comed in  June  as  new  members  of  the 
Indiana  State  Medical  Association. 

Ronald  M.  Ahlbrand,  M.D.,  LaPorte, 
orthopedic  surgery. 

Steven  K.  Ahlfeld,  M.D.,  Indianapolis, 
orthopedic  surgery. 

Rex  A.  Allman,  M.D.,  Winamac, 
family  practice. 

Robert  J.  Alonso,  M.D.,  Indianapolis, 
neurology. 

Thomas  R.  Anderson,  M.D.,  Muncie, 

1 family  practice. 

Edward  Barczak,  M.D.,  Louisville, 
Ky.,  diagnostic  radiology. 

Luis  S.  Bengero,  M.D.,  Gary,  family 
practice. 

William  A.  Blume,  M.D.,  Evansville, 
family  practice. 

Timothy  R.  Chamberlain,  M.D.,  Col- 
umbia City,  general  surgery. 

Larry  J.  Fineman,  M.D.,  New  Albany, 
internal  medicine. 

Kathleen  A.  Galbraith,  M.D.,  Indiana- 
polis, family  practice. 

David  C.  Hall,  M.D.,  Indianapolis, 
neurological  surgery. 

Katharine  L.  Krol,  M.D.,  South  Bend, 
diagnostic  radiology. 

ASTRA  Tech  Bulletins 

Beckman  Instruments  offers  a package 
of  technical  data  bulletins  for  the 
( ASTRA™  Systems’  general  chemistry 
tests.  Bulletins  for  13  tests  are  included — 
calcium,  direct  bilirubin,  carbon  dioxide, 
total  bilirubin,  glucose,  sodium/potas- 
sium, total  protein,  chloride,  albumin, 
creatinine,  amylase  and  BUN.  The  pack- 
j age  is  free  of  charge.  Write  Beckman  at 
; 2500  Harbor  Blvd.,  Fullerton,  Calif. 

I 92634. 

Cochlear  Implant 

The  Wright  Institute  of  Otology,  Indi- 
anapolis, has  been  chosen  by  the  Univer- 
sity of  California  at  San  Francisco  as  one 
of  five  investigative  organizations  to  be 
part  of  the  first  U.S.  group  using  a multi- 
electrode cochlear  implant. 

The  cochlear  implant  is  the  only  U.S. 
implant  known  to  improve  the  ability  of 
the  deaf  to  understand  speech.  Clinical 
trials  will  begin  this  fall. 
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James  G.  Leatherman,  M.D.,  Indian- 
apolis, family  practice. 

Gregory  B.  Millis,  M.D.,  Indianapolis, 
general  surgery. 

Michael  R.  Niemeier,  M.D.,  Indiana- 
polis, pulmonary  diseases. 

John  S.  Norlund,  M.D.,  South  Bend, 
therapeutic  radiology. 
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Robert  B.  Palmer-Ball,  M.D.,  New 
Albany,  internal  medicine. 

Rhonda  M.  Pridgeon,  M.D.,  Colum- 
bus, neurology. 

Frank  E.  Rabe,  M.D.,  South  Bend, 
radiology. 

Zaka-Ur  Rahman,  M.D.,  Jefferson- 
ville, cardiovascular  diseases. 


Chang  B.  Rhee,  M.D.,  Warsaw,  diag- 
nostic radiology. 

John  F.  Schaefer,  M.D.,  Indianapolis, 
internal  medicine. 

Lance  R.  Seagren,  M.D.,  Lafayette, 
emergency  medicine. 

Kenneth  D.  Shively,  M.D.,  LaPorte, 
family  practice. 

Gregory  W.  Smith,  M.D.,  Indiana- 
polis, internal  medicine. 

Bruce  K.  Sowers,  M.D.,  Fort  Wayne, 
emergency  medicine. 

Madalyn  K.  Squires,  M.D.,  Indiana- 
polis, obstetrics  and  gynecology. 

Phillip  L.  Stiver,  M.D.,  Indianapolis, 
orthopedic  surgery. 

Mohammad  A.  Tabib,  M.D.,  Valpar- 
aiso, urological  surgery. 

James  B.  Tandy,  M.D.,  Indianapolis, 
psychiatry. 

Samuel  E.  Toney,  M.D.,  Carmel, 
obstetrics  and  gynecology. 

Andrew  J.  Vicar,  M.D.,  Indianapolis, 
orthopedic  surgery. 

Josue  J.  Villalta,  M.D.,  Indianapolis, 
obstetrics  and  gynecology. 

August  M.  Watanabe,  M.D.,  Indian- 
apolis, cardiovascular  diseases. 

Kevin  P.  Weber,  M.D.,  Santa  Claus, 
general  practice. 


An  Ounce  of  Prevention 

Suggestion:  Be  cognizant  of  the  need  to  establish 
a good  relationship  with  your  patients,  taking  time 
to  listen  to  their  complaints  and  empathizing  with 
them. 

Discussion:  In  a recent  malpractice  case,  the 
plaintiff’s  summons  named  several  doctors — except 
one.  When  asked  why  this  one  particular  physician 
had  been  excluded  from  the  list  of  defendants,  the 
plaintiff  stated  quite  simply  that  Dr.  X had  been 
kind  to  her  and  seemed  to  truly  care  about  her 
condition. 

Personal  rapport  with  your  patients  is  not  only 
essential  to  good  care,  but  it  also  discourages  poten- 
tial claims  against  you.  It  does  make  a difference. 


Defense  recommendation  prepared  by  the  Medical  Lia- 
bility Mutual  Insurance  Company,  New  York,  N.Y. 
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Here  and  There  . . . 

. . . I)r.  Stephen  M.  Peskoe,  director 
of  cardiology  at  Community  Hospital,  In- 
dianapolis, received  the  hospital’s  Physi- 
cian of  the  Year  award  during  the  annual 
George  and  Margaret  Kuhn  awards  din- 
ner in  July;  Dr.  Kenneth  G.  Handy,  a 
graduating  family  practice  resident, 
received  the  Jane  R.  Richter  award. 

. . . Dr.  Richard  T.  Miyamoto  and 
Amy  J.  McConkey,  M.S.,  Dept,  of 
Otolaryngology-Head  & Neck  Surgery, 
I.U.  School  of  Medicine,  represented  the 
national  clinical  trials  program  on 
cochlear  implants  at  the  FDA  Ear,  Nose 
& Throat  Devices  Panel,  which  met  in 
Washington  in  June. 

. . . Dr.  Joseph  M.  Black  of  Seymour 
has  been  re-elected  to  the  Indiana  Univer- 
sity board  of  trustees. 

. . . Dr.  Mark  L.  Dyken,  chairman  and 
professor,  Dept,  of  Neurology,  I.U. 
School  of  Medicine,  has  been  chosen 
president-elect  of  the  Assn,  of  University 
Professors  of  Neurology. 


. . . Dr.  Jerry  L.  Stueky,  director  of 
the  Fort  Wayne  family  practice  residency 
program,  has  received  the  A.  Alan 
Fischer  Award  from  the  Indiana 
Academy  of  Family  Physicians  for  his 
“outstanding  contribution  to  family  prac- 
tice education.” 

. . . Dr.  David  J.  Powner  is  the  new 
medical  director  of  the  Dept,  of  Adult 
Critical  Care,  Methodist  Hospital,  In- 
dianapolis. He  is  coordinating  a series  of 
articles  concerning  critical  care  for 
publication  in  Indiana  Medicine. 

. . . Dr.  Patricia  A.  Keener,  an  Indian- 
apolis pediatrician,  conducted  a Safe  Sit- 
ter training  program  for  youngsters  at 
Lawrence  North  High  School  in  July. 

. . . Dr.  Larry  D.  Lovall  of  Danville 
discussed  preventive  health  care  at  the 
June  meeting  in  Plainfield  of  the  Alpha 
Sigma  Alpha  sorority. 

. . . Dr.  James  P.  Stephens,  a Craw- 
fordsville  family  physician,  retired  from 
active  practice  in  July. 

. . . Dr.  Paul  F.  Muller,  retiring 
medical  director  of  St.  Vincent  Hospital, 
Indianapolis,  has  been  named  to  member- 


ship in  the  American  College  of  Physi- 
cian Executives. 

. . . Dr.  George  N.  Lewis  of  Bloom- 
ington has  been  named  a fellow  of  the 
American  Occupational  Medical  Assn. 

. . . Dr.  Clarence  E.  Ehrlich  of  Indi- 
anapolis served  as  a guest  professor  at 
a recent  seminar  in  Ireland;  it  was  entitled 
“Update  in  Gynecologic  Oncology  with 
Emphasis  on  Cervical  Cancer.” 

. . . Dr.  Dean  Maglinte  of  Indianapolis 
was  guest  speaker  at  the  Central  Florida 
Radiological  Society’s  June  meeting  in 
Orlando;  he  discussed  “Current  Perspec- 
tives in  Small  Bowel  Radiography.” 

. . . Dr.  Ronald  L.  Myers,  formerly 
medical  director  of  Lawrenceburg’s  Com- 
munity Mental  Health  Center,  has  joined 
the  medical  staff  of  St.  Alban’s  Psychi- 
atric Hospital  in  Radford,  Va. 

. . . Dr.  Jerry  E.  Neff  of  Bloomington 
discussed  Alzheimer’s  Disease  at  a July 
meeting  sponsored  by  the  South  Central 
Community  Mental  Health  Centers. 

. . . Dr.  Terry  L.  Alley  of  South  Bend 
is  the  new  medical  director  of  Renaissance 
Center,  the  addictions  treatment  unit  at 
Elkhart  General  Hospital. 

. . . Dr.  Gregory  N.  Larkin  of  Green- 
castle  has  been  re-elected  president  of  the 
Indiana  Affiliate,  American  Heart  Assn. 

. . . Dr.  Luke  B.  Mosemann  of  Paoli 
is  the  new  chief  of  the  medical  staff, 
Orange  County  Hospital. 

. . . Dr.  Theodore  A.  Waflart  has  been 
named  medical  director  of  the  Medco 
Center,  Huntingburg. 

. . . Dr.  Bernard  E.  Edwards  of  South 
Bend  has  successfully  completed  the  ac- 
creditation program  of  the  American 
Academy  of  Termology. 

. . . Drs.  Hans  Geisler  and  Floyd 
Romberger  of  the  I.U.  School  of 
Medicine  have  been  promoted  to  clinical 
associate  professors  of  obstetrics  and 
gynecology;  Dr.  Edwin  McClain  has  been 
promoted  to  clinical  professor. 

. . . Dr.  Mason  R.  Goodman  has  been 
appointed  the  first  medical  director  of 
Winona  Memorial  Hospital,  Indiana- 
polis; he  was  formerly  director  of  research 
at  Methodist  Hospital  of  Indiana. 

. . . Dr.  Glenn  J.  Bingle  of  In- 
dianapolis presented  an  in-service  discus- 
sion of  “Porphyria”  for  the  residents  and 
staff  physicians  at  Memorial  Hospital  in 
South  Bend  in  July. 


Practice  Made  Perfect 

In  Navy  Medicine  the  emphasis  is  on  patients,  not  paperwork. 
Highly  trained  physician's  assistants.  a \J  \ 
hospital  corpsmen,  nurses  and  ^ 

hospital  administrators  not  only  ^ 

provide  medical  support,  they  ‘ H£; 

attend  to  almost  all  the  paper-  ‘ 

work.  As  a result,  you're  free  to 
make  medical  decisions  based  solely 
on  the  needs  of  your  patients. 

As  a Navy  doctor  you  step  into  an 
active  and  challenging  group  practice. . 

You  work  with  state-of-the-art  equip- 
ment and  the  best  facilities  available. 

Along  with  your  professional  development,  you'll  enjoy 
the  lifestyle  and  fringe  benefits  of  a Navy  officer.  Beginning 
salaries  are  competitive  with  civilian  practice  for  most 
specialists.  Call  Kathy  Scanlon  1-800-382-94C4  ext. 6199 
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Chiropractic  Injunction 

A rule  requiring  prior  review  and  ap- 
proval of  all  medical  services  performed 
by  chiropractors  was  properly  enjoined 
by  a trial  court,  an  Indiana  appellate 
court  has  ruled. 

The  state  department  of  public  welfare 
proposed  rules  prohibiting  Medicaid 
reimbursement  for  diagnostic  x-rays  per- 
formed by  chiropractors  and  limited 
reimbursement  for  independent  labora- 
tories to  services  performed  by  a medical 
doctor  or  a doctor  of  osteopathy  only. 
A trial  court  issued  a temporary  injunc- 
tion barring  adoption  of  the  proposed 
rules  and  the  department  of  public 
welfare  appealed. 

Affirming  the  decision,  the  appellate 
court  said  that  the  lower  court  had 
jurisdiction  to  grant  the  injunction  even 
though  the  rules  had  not  yet  been 
adopted.  The  department  had  no  author- 
ity to  adopt  rules  requiring  prior  review 
and  approval  of  all  chiropractic  services 
and  not  those  provided  by  medical  doc- 
tors and  osteopaths.  The  court  also  said 
that  chiropractors  were  authorized  to 
receive  payment  for  diagnostic  x-rays. 
— State  Board  of  Public  Welfare  v.  Wat- 
kins, 459  N.E.2d  394  (Ind.  Ct.  of  App., 
Feb.  2,  1984) 


Alcohol  and  ER  Patients 

An  article  in  the  Annals  of  Emergency 
Medicine,  published  by  the  American 
College  of  Emergency  Physicians,  reports 
that  42%  of  patients  in  an  emergency 
department  in  the  evening  have  been 
drinking  and  30%  of  the  patients  have 
consumed  a significant  amount  of 
alcohol.  In  a series  of  patients  suffering 
from  concussions,  40%  were  reported  as 
drunk  and  36%  had  greater  than  0.10. 
The  study  also  showed  that  there  was  a 
high  correlation  between  levels  determined 
by  hand-held  breath  alcohol  analyzers 
and  levels  determined  by  chemical  mea- 
surement of  blood  samples. 

Fellowships  Announced 

Twenty-six  medical  and  osteopathic 
students  have  been  chosen  for  Medical 
Perspectives  Fellowships,  sponsored  by 
SmithKline  Beckman  Corp.  and  admin- 
istered by  the  National  Fund  for  Medical 
Education. 

Fellowship  projects  vary  in  scope,  with 
some  students  studying  national  health 
care  policy  and  others  focusing  on  the 
health  needs  of  special  populations.  Indi- 
vidual fellowships  this  year  range  up  to 
$6,400. 


Healthcare  Product  Catalog 

Medline  Industries  has  published  an 
812-page  catalog  of  products  and  services 
for  hospitals  and  nursing  homes.  It  was 
produced  “post  DRG”  and  is  directed  at 
presenting  cost-saving  products  and  ser- 
vices. 

The  Medline  catalog  is  available  free 
to  healthcare  institutions  and  can  be  ob- 
tained from  local  Medline  salesmen  or  by 
calling  800/323-1368. 


AIDS  Research 

The  Du  Pont  Company  and  Biotech 
Research  Faboratories  have  been  granted 
a license  by  the  Federal  Government  to 
produce  a virus  for  an  assay  system  used 
in  the  detection  of  antibodies  associated 
with  Acquired  Immune  Deficiency  Syn- 
drome (AIDS). 

The  assay  consists  of  human  T-Cell 
Feukemia  Virus  Type  III  (HTFV-III) 
which  will  be  used  to  prepare  a diagnostic 
blood  test  for  AIDS.  HTFV-III  was 
isolated  at  the  National  Cancer  Institute 
under  a research  program  designed  to 
help  detect  AIDS,  a disorder  which  im- 
pairs the  ability  of  the  human  body’s  im- 
mune system  to  fight  diseases. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  recipients 
of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Educa- 
tion hours  earned,  and  is  acceptable  proof  in  most  states 
requiring  CME  in  re-registration  that  the  mandatory 
hours  of  CME  have  been  accomplished. 


Aeschliman,  Dale  H.,  Fort  Wayne 
en  Andrews,  Hugh  K.,  Franklin 
Ball,  George  M.,  Marion 
W Behrend,  Frank  L.,  Valparaiso 
of  Boen,  Bradley  N.,  Indianapolis 
Boothe,  Michael  L.,  Indianapolis 
Doss,  Jerome  F.,  Kokomo 
Dulay,  Dion  J.,  Evansville 
lit-!  Estes,  Norman  C.,  Indianapolis 
us-  ! Feeney,  Martin  T.,  Indianapolis 
Fiacable,  Joseph  P.,  Fort  Wayne 
in  ! Gillespie,  Charles  F.,  Indianapolis 
Goldschmidt,  Max  W.,  Munster 

m 

* 


Harris,  Garnet  R.,  Danville 
Jardenil,  Romulo  S.,  Fafayette 
Kennedy,  David  B.,  Kokomo 
Knight,  Fewis  W.,  Fort  Wayne 
Kobak,  Alfred  J.,  Valparaiso 
Krueger,  Thomas  P.,  Evansville 
Feman,  Eugene,  Crown  Point 
Fovall,  Tarry  D.,  Danville 
Marshall,  Wilbur  J.,  Munster 
Mason,  Earl  J.,  Gary 
Mendelson,  Stanley  M.,  Kokomo 
Mentzer,  William  G.,  Fafayette 
Minter,  Donald  L.,  Goshen 


Poracky,  Bernard  F.,  Portage 
Ramker,  Daniel  T.,  Hammond 
Rogers,  Robert  E.,  Indianapolis 
Ryan,  C.  David,  Columbus 
Saalwaechter,  John  J.,  Lebanon 
Schloss,  Robert  P.,  Fort  Wayne 
Snyder,  Parker  W.,  Peru 
Sturdevant,  Frank  M.,  Valparaiso 
Taube,  Robert  R.,  Terre  Haute 
Taylor,  James  A.,  Anderson 
Terpstra,  William  G.,  Noblesville 
Villa,  Florencio  C.,  Union  City 
Zollman,  Charles  W.,  Indianapolis 
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ACEP  Says  ‘Buckle  Up’ 

The  American  College  of  Emergency 
Physicians  has  announced  it  favors  the 
universal  use  of  seat  belts  in  automobiles. 
Concern  was  expressed,  however,  about 
the  government’s  statement  that  manda- 
tory passive  restraints  may  not  be  re- 
quired if  states  pass  mandatory  seat  belt 
laws. 

“While  we  agree  with  the  need  for 
mandatory  seat  belt  laws,  we  do  not  see 
the  use  of  seat  belts  as  an  alternative  to 
passive  passenger  restraints  in  automo- 
biles,” said  Dr.  Bruce  D.  Janiak, 
president-elect  of  ACEP.  “Seat  belts 
should  be  used  in  conjunction  with 
passive  restraints  to  help  save  thousands 
of  lives  each  year.”  Airbags  and 
automatic  seat  belts  should  be  installed 
in  all  autos,  he  said.  “The  use  of  active 
and  passive  passenger  restraints  in  auto- 
mobiles could  save  up  to  16,000  lives  each 
year.” 


Nutrition  Newsletter 


General  Mills  has  implemented  a series 
of  “nutrition  update”  newsletters  for 
health  professionals.  The  newsletter, 
“Contemporary  Nutrition,”  is  distributed 
monthly,  free  of  charge,  to  dietitians, 
dentists,  physicians,  food  technologists, 
educators,  nurses  and  students. 

To  receive  the  newsletter,  which 
features  “balanced”  literature  reviews 
prepared  by  national  experts,  write 
Editor,  “Contemporary  Nutrition,” 
General  Mills,  Inc.,  P.O.  Box  1112,  Dept. 
65,  Minneapolis,  Minn.  55440. 


Training  Grant 

The  Pediatric  Medical  Education  pro- 
gram of  the  Methodist  Hospital  in  In- 
dianapolis has  been  awarded  a Public 
Health  Service  training  grant  of  $476,224 
to  implement  an  extensive  residency  cur- 
riculum plan  in  pediatric  education. 


Midwifery  Ruling 

A trial  court  properly  enjoined  a 
woman  from  practicing  medicine  or  mid- 
wifery without  a license,  an  Indiana  ap- 
pellate court  has  ruled. 

The  Medical  Licensing  Board  of  Indi- 
ana filed  an  action  against  the  woman  to 
stop  her  from  practicing  medicine  and 
midwifery  without  the  proper  licenses. 
Affirming  the  trial  court’s  grant  of  the 
permanent  injunction,  the  appellate  court 
said  that  the  extensive  prenatal  care  and 
actual  deliveries  performed  by  the  woman 
constituted  the  practice  of  medicine. 

The  court  also  noted  that  the  practice 
of  midwifery  without  a license  constituted 
the  unauthorized  practice  of  medicine. 
The  court  said  that  the  injunction  was 
proper. — Smith  v.  State  of  Indiana  ex  rel. 
Medical  Licensing  Board  of  Indiana , 459 
N.E.2d  401  (Ind.  Ct.  of  App.,  Feb.  7, 
1984) 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 
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IT’S  MADE  US  THE  LEADER 
ACROSS  NORTH  AMERICA 

AND  INDIANA 


n-house  data  processing  is  available  from  many  sources. 
3ut  when  you  invest  in  CyCare  100,  you'll  get 
something  you  can't  get  anywhere  else... our 
» commitment  to  you. 

It  means  concentrating  our  efforts  on  a single 
ndustry  since  1 968.  Your  industry. 

It  means  giving  you  the  benefit  of  the  millions  of 
■ dollars  we're  spending  on  research  & development 
annually. 

And,  it  means  providing  ongoing  training  and 
irompt  service  through  our  regional  office  near  you. 

Our  commitment  has  paid  off  for  621  group 
Dractices  across  the  United  States  and  Canada.  But  the 
nost  important  place  we  can  put  it  to  work  is  where 
/ou  work. 

Get  the  full  story  about  CyCare  100,  a system 
designed  for  practices  with  2 or  more  physicians.  Phone 
312-296-1950  or  write  today.  You'll  learn  it  now  costs 
no  more  to  go  with  the  leader. 


Vlail  to:  CyCare  Suite  500 

1011  East  Touhy  Avenue 
Oes  Plaines,  Illinois  60018 


Authorized 
National  ISO 


D?nnh^eedetailstom!  aboutJy5are  Worth  America's  leading  provider  of 

1 00.  My  business  card  is  attached.  . . . 3 r _ 

mt,  data  processing  services,  software  and 

□ Have  a representative  contact  me.  r ... 

systems  for  medical  group  practices. 
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Look-Alike  and  Sound-Alike 
Drug  Names 


BENJAMIN  TEPLITSKY,  R.  PH. 

Brooklyn,  N.Y. 

Look-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors’  orders 
or  by  a pharmacist  compounding 
physicians’  prescriptions.  Such 
misunderstandings  can  result  in 
the  administration  of  a drug  not 
intended  by  the  prescriber. 
Awareness  of  such  look-alike  and 
sound-alike  drug  names  can 
reduce  potential  errors. 


Category: 
Brand  Name: 
Generic  Name 
Dosage  Forms: 

Category: 
Brand  Name: 
Generic  Name: 
Dosage  Forms: 


DALMANE 

Hypnotic  & Sedative 
Dalmane,  Roche 
Flurazepam  HC1 
Capsules 

LIDEX 

Glucocorticoid 
Lidex,  Syntex 
Fluocinonide 
Cream,  Ointment 


DEMULEN 

Oral  contraceptive 
Demulen,  Searle 
(combination  drug) 

Tablets 

LASIX 

Diuretic 

Lasix,  Hoechst-Roussel 
Furosemide 

Tablets,  Injection,  Solution 


Dx:  recurrent  herpes  labialis 


lASt  - 


HeRPecin- 


"Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes."  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecm-L  is  a conservative  approach 
with  low  risk  / high  benefit.  Derm.,  Miami 

"Staff  and  patients  find  Herpecin-L 
remarkably  effective."  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Indiana,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available  at  all  Hook, 
Peoples,  Revco,  Ribordy  and  SupeRx  Drug  Stores  and  other  select  pharmacies. 


Everything  you  need  to  manage 
your  one-to-four doctor  office! 


Medical  Office. 


. Address. 


.State 


Managing  your  office  shouldn’t  be  hard.  It 
shouldn’t  be  a worry.  It  shouldn’t  drain  away 
precious  time  that  you  need  to  spend  with  your 
patients.  Last,  but  not  least,  it  shouldn’t  be  costly. 

That’s  why  Management  Systems  of  Wausau 
is  making  it  possible  for  you  to  own  a complete 
low-cost  computerized  PCMED  package.  Designed 
for  offices  with  one  to  four  physicians,  it  handles 
all  your  billing,  insurance  form  processing, 
charge  tickets,  and  a whole  lot  more. 

A ROSE.  For  starters,  you  need  a fresh  flower 
to  remind  both  patients  and  staff  that 
your  office  is  a warm  and  friendly  place. 

AN  IBM  PERSONAL 
COMPUTER  XT  WITH  PRINTER 
AND  SOFTWARE.  Next,  you  need  a 
self  contained  system  that  takes  up  very 
little  space  and,  with  a little  help  from  us, 
is  very  easy  to  use.  You  can  even  use  it  for 
your  personal  finances.  Yet,  it  handles  all 
the  following  and  more: 

Family  or  individual 
billing. 

Cycle  billing. 

Bill  on  demand. 

Insurance  forms. 

Patient  recall. 

Finance  charge 
calculations. 


Medical  reports. 
Patients’  name  search. 
Charge  tickets. 
Collection  letters. 
Aging  account 
balances. 

Patients’  mailing 
labels. 

Before  long,  you’ll  wonder  how  you  ever 
managed  without  it! 


(please  print) 


A DEPOT.  Finally,  you  need  the  reassurance 
of  this  Wausau  symbol.  It  represents  the  spirit 
of  small-town  helpfulness  that  backs  your  state- 
of-the-art  equipment.  We  train  your  people 
and  are  never  further  than  a “Hot  Line”  phone 
call  away.  We’re  already  helping  more  than  400 
medical  offices  in  30  states.  We’ll  be  happy  to 
help  you,  too. 

1 

A FREE  FACT  BOOK.  Yes,  I’m  interested  in  the  latest  ideas  for  managing  | 
my  medical  office.  Please  send  me  a colorful  IBM  PC  XT  Fact  Book. 

Be  sure  to  include  full  details  on  your  low-cost  PCMED  package  built  around 
an  IBM  Personal  Computer.  I understand  there’s  no  obligation  at  all. 

Name Title I 


Phone 


No.  of  Physicians 


Management  Systems  of  Wausau 
P.O.  Box  1000  • Wausau,  WI  54401  • 1 800  826-0028 
In  Wisconsin:  1 800  472-0023 
We  work  hard  to  support  you.  1M_9 


Specialty 


MANAGEMENT 
SYSTEMS 
of  WAUSAU 


fg>i'  .rt^^rt.x, 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Indianapolis  Office 

VERNON  E.  HOOVER,  JOHN  J.  LINDENSCHMIDT, 
and  PHILIP  R.  YOUNG 

Suite  237,  6100  North  Keystone  Avenue 
Mailing  Address:  P.O.  Box  20576,  Indianapolis  46220 
(317)255-6525 


Fort  Wayne  Office 
ROBERT  B.  NEWELL 
Suite  265,  2260  Lake  Avenue 
Fort  Wayne  46805 
(219)  422-4783 
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fBH&Mgfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 


PDR 


Android  5 10  25 

Methyltestosterone  U.S.R  Tablets 


Androidvf 

Fluoxymesterone  U.S.R  Tablets,  10mg 


TAKE  TIME  OUT 
FOR  THE 


annual 

meeting 

INDIANA  STATE 
MEDICAL  ASSOCIATION 


come  to  where  the  action  will  be!  talk  about: 

1?cueMeit  in  faMt  Cm" 

get  involved,  be  heard!  air  your  ideas,  renew  old  friend- 
ships, help  keep  organized  medicine  on  the  move! 


ON  TAP 

• House  of  Delegates  Sessions  • 

• Reference  Committees  • 

• Ethical  Implications  of  Clinical  • 

Judgment  — National  Speakers 

• Medical  Section  Meetings 


RADISSON  PLAZA  HOTEL 

Indiana’s  Newest  and  Most  Luxurious 

Indianapolis  • October  19-22,  1984 


PLUS 

Surprise  — An  extra  evening  of  entertainment  is  planned 

Exhibits 

Receptions 

Presidents  Dinner  — Music  by  a nationally  known  Big  Band! 
Special  Entertainment  for  Members! 

Watch  for  Promotional  Literature  . . . 


The  Convention  at  a Glance 


Indiana  physicians  will  examine  the 
ethical  implications  of  clinical  judgment 
during  a Saturday  afternoon  General 
Meeting  at  this  year’s  annual  convention, 
to  be  held  in  Indianapolis  at  the  Radisson 
Plaza  Hotel. 

In  keeping  with  the  convention  theme, 
“The  Revolution  in  Patient  Care,”  two 
Indiana  University  professors  and  two 
out-of-state  guest  speakers  will  address 
medicine’s  various  ethical  issues  and 
dilemmas. 

The  General  Meeting  speakers  will  in- 
clude Dr.  J.  Lee  Dockery,  associate  dean, 
University  of  Florida;  Dr.  Nancy  W. 
Dickey  of  Richmond,  Tex.,  vice  chairman 
of  the  AMA’s  Judicial  Council;  Dr.  Mor- 
ris Green,  Lesh  Professor  and  chairman 
of  the  Dept,  of  Pediatrics,  Indiana 
University  School  of  Medicine;  and  David 
H.  Smith,  Ph.D.,  chairman  and  professor 
of  religious  studies,  Indiana  University. 

The  convention,  which  begins  on  Fri- 
day, Oct.  19,  will  get  off  to  a fast  start 
this  year  as  the  first  session  of  the  House 
of  Delegates  will  begin  at  1 p.m.  rather 
than  in  the  evening.  The  first  session  will 
be  preceded  by  a half-hour,  first-time- 


ever  new  delegates  welcome  meeting, 
beginning  at  11:15  and  hosted  by  the 
House  speaker  and  vice-speaker. 

(The  traditional  formal  reception  and 
dinner  for  the  Board  of  Trustees  will  be 
held  on  Thursday  evening,  Oct.  18.) 

On  Friday  night  four  reference  com- 
mittees will  meet  at  staggered  intervals, 


Resolutions  to  be  introduced  this  year 
will  be  published  as  an  insert  in  the 

October  issue  of  Indiana  Medicine. 


beginning  at  7 p.m.  Two  reference  com- 
mittees will  meet  Saturday  morning. 

Saturday’s  schedule  also  includes  the 
Fifty  Year  Club  luncheon  and  the  annual 
IMPAC  luncheon,  which  will  begin  at 
noon.  Mr.  Michael  Dunn  of  Michael 
Dunn  and  Associates,  Washington,  D.C., 
will  be  the  guest  speaker. 

Relaxation  is  the  order  of  business  for 
Saturday  evening,  with  the  President’s 
Reception  at  6:30  and  the  President’s 
Dinner  at  7:30.  Tickets  will  cost  $28.50 


per  person.  The  dinner,  featuring  beef 
tenderloin  with  Bernaise  sauce  and  gulf 
shrimp  cocktail,  will  be  highlighted  by  the 
Big  Band  dance  music  of  Bo  Thorpe  and 
his  Orchestra;  the  Rocky  Mount,  N.C. 
group  was  a hit  at  the  AMA’s  annual 
leadership  conference  last  spring. 

Sunday’s  fare  will  include  a variety  of 
medical  section  meetings,  the  past 
presidents’  luncheon,  a student/resident 
reception,  the  small  county  delegates’ 
meeting,  and  a special  reception  by  Dr. 
Paul  Siebenmorgen,  chairman  of  the 
Board  of  Trustees. 

Cocktails,  dinner  and  entertainment 
will  end  the  day,  beginning  at  7 p.m.  The 
evening  promises  a fine  dinner  of  breast 
of  chicken  served  with  a cream  sauce, 
Morrels  mushrooms  and  white  wine. 
Special  entertainment  will  be  provided  by 
“Life,”  a veteran  musical  show  group 
that  combines  choreography  and 
costumes  with  vocal  harmonies  and 
talented  brass  and  rhythm  players.  Cost 
is  $22  per  person. 

The  convention  will  end  on  Monday, 
following  the  second  session  of  the  House 
of  Delegates,  which  will  meet  at  9 a.m. 
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Abridged  Schedule  of  Events 


GARRY  L.  BOUNCER,  M.I). 
INDIANAPOLIS 

Chairman 

Convention  Arrangements 

135th  Annual  Convention 
Radisson  Plaza  Hotel 
Indianapolis,  Indiana 


stone 


Kgy: 

55L  C 


rossing 


Keystones 

Crossin9 

Where  Keystone  Crosses  86th  ot  1-465 


THURSDAY,  October  18 
EST 

7 p.m Board  of  Trustees  Formal  Reception/Dinner 

FRIDAY,  October  19 


EST 

9 a.m Board  of  Trustees  Breakfast/Meeting 

10  a.m Committee  on  Rules  and  Order  of  Business 

11:15  a.m. . . . New  Delegates  Welcome  Meeting 

1 1:30  a.m. . . . Board  of  Trustees  Luncheon 

1  p.m First  Session,  House  of  Delegates 

5 p.m House  of  Delegates  Buffet 

7 p.m Reference  Committee  Meetings 


SATURDAY,  October  20 


EST 

9 a.m Reference  Committee  Meeting 

9:30  a.m Special  Reference  Committee  (AMA  Affairs) 

Noon IMPAC  Luncheon  ($20/person) 

Noon Fifty  Year  Club  Luncheon 

2-5  p.m General  Meeting 

6:30  p.m President’s  Reception 

7:30  p.m President’s  Dinner  ($28. 50/person) 


SUNDAY,  October  21 


EST 

7:30  a.m Board  of  Trustees  Breakfast/Meeting 

9-5  p.m Medical  Section  Meetings 

Noon Past  Presidents’  Luncheon 

Noon Editorial  Board  Luncheon/Meeting 

2 p.m Student/Resident  Reception 

3 p.m Small  County  Delegates  Meeting 

5-7  p.m Dr.  Siebenmorgen’s  Reception 

7 p.m Cocktails/Dinner  (General  Membership — 

$22/person) 


MONDAY,  October  22 
EST 

7:30  a.m Board  of  Trustees  Breakfast/Meeting 

9 a.m Final  Session,  House  of  Delegates 

2 p.m Board  of  Trustees  Organizational  Meeting  and 

Executive  Committee  Meeting 


life 
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Officers  and  Others 


Lawrence  E.  Allen,  M.D. 
President-Elect 
Anderson 


John  A.  Knote,  M.D. 
Immed.  Past  President 
Lafayette 


George  H.  Rawls,  M.D. 
Treasurer 
Indianapolis 


Max  Wesemann,  M.D. 
Asst.  Treasurer 
Franklin 


Paul  Siebenmorgen,  M.D. 
Ch,  Board  of  Trustees 
Terre  Haute 


Herbert  C.  Khalouf,  M.D. 
Ch,  Exec.  Committee 
Marion 


Shirley  T.  Khalouf,  M.D. 
Speaker  of  the  House 
Marion 


Michael  O.  Mellinger,  M.D. 
Executive  Committee 
LaGrange 
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Mrs.  Judy  Koontz 
President,  Auxiliary 
Vincennes 


Frank  B.  Ramsey,  M.D. 
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Indianapolis 


Donald  F.  Foy 
Executive  Director 
Indianapolis 
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Board  of  Trustees 


E D.  Gourieux,  M.D. 
Evansville 
First  District 


Mark  M.  Bevers,  M.D. 
Seymour 
Fourth  District 


Ralph  W.  Stewart,  M.D. 
Vincennes 
Second  District 


Richard  G.  Huber,  M.D. 
Bedford 
Third  District 


Paul  Siebenmorgen,  M.D. 
Terre  Haute 
Fifth  District 


Davis  W.  Ellis,  M.D. 
Rushville 
Sixth  District 


John  D.  MacDougall,  M.D. 
Beech  Grove 
Seventh  District 


H.  Marshall  Trusler,  M.D. 
Indianapolis 
Seventh  District 


Richard  L.  Reedy,  M.D. 
Yorktown 
Eighth  District 


Max  N.  Hoffman,  M.D. 
Covington 
Ninth  District 


Charles  D.  Egnatz,  M.D. 
Shererville 
Tenth  District 


Herbert  C.  Khalouf,  M.D. 
Marion 

Eleventh  District 


M.  O.  Mellinger,  M.D 
LaGrange 
Twelfth  District 


John  W.  Luce,  M.D. 
Michigan  City 
Thirteenth  District 
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Reference  Committees 


REFERENCE  COMMITTEE  NO.  I: 

REFERENCE  COMMITTEE  NO.  4: 

Reports  of  Officers 

Med.  Ed.  and  Ins. 

Robert  D.  Dodd,  M.D.,  South  Bend 

A.  Alan  Fischer,  M.D.,  Indianapolis 

(St.  Joseph  County — District  13) 

FP 

(Marion  County — District  7) 

FP 

Paul  T.  Maier,  M.D.,  Lafayette 

Mary  E.  Carroll,  M.D.,  Crown  Point 

(Tippecanoe  County — District  9) 

CD 

(Lake  County — District  10) 

FP 

Frederick  H.  Buehl,  M.D.,  Vincennes 

Ray  H.  Burnikel,  M.D.,  Evansville 

(Knox  County — District  2) 

P 

(Vanderburgh  County — District  1) 

CRS 

Donald  W.  Hunsberger,  M.D.,  Montpelier 

Wymond  B.  Wilson,  M.D.,  Mentone 

(Delaware  County — District  8) 

FP 

(Kosciusko  County — District  13) 
Stephen  D.  Tharp,  M.D.,  Frankfort 

FP 

(Clinton  County — District  9) 

IM 

REFERENCE  COMMITTEE  NO.  2: 

Constitution  and  Bylaws 

William  L.  Strecker,  M.D.,  Terre  Haute 

REFERENCE  COMMITTEE  NO.  5: 

(Vigo  County — District  5) 

AN 

Miscellaneous 

James  E.  Swonder,  M.D.,  Richmond 

William  E.  Weber,  Jr.,  M.D.,  Bloomington 

(Fort  Wayne-Alien  County — District  12) 

GE 

(Owen-Monroe  County — District  2) 
Richard  Pitman,  M.D.,  Columbus 

PS 

(Bartholomew  County — District  4) 

DR 

REFERENCE  COMMITTEE  NO.  3: 

Thomas  A.  Neathamer,  M.D.  Jeffersonville 

Legislative 

(Clark  County — District  3) 

FP 

Willard  S.  Krabill,  M.D.,  Goshen 

Harry  D.  Tunnell,  M.D.,  Fort  Wayne 

(Elkhart  County — District  7) 

PH 

(Allen  County — District  12) 

GS 

James  M.  Rausch,  M.D.,  Fort  Wayne 

Freeman  Martin,  M.D.,  Indianapolis 

(Allen  County — District  12) 

R 

(Marion  County — District  7) 

FP 

Walter  R.  Vaughn,  M.D.,  Vincennes 

Dean  Beckman,  M.S.,  Indianapolis 

(Knox  County — District  2) 

U 

(Student  Council,  I.U.  Medical  School) 
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REFERENCE  COMMITTEE  NO.  6: 
AM  A Matters 

Marvin  E.  Priddy,  M.D.,  Fort  Wayne 
(Allen  County — District  12) 

Daniel  T.  Ramker,  M.D.,  Hammond 
(Lake  County — District  10) 

Michael  O.  Monar,  M.D.,  Rockport 
(Spencer  County — District  1) 


A 


Report  of  Chairman,  Board  of  Trustees 


Referred  to:  Ref.  Comm.  1 
ACTION: 


The  Board  of  Trustees  held  its  first 
meeting  following  the  annual  convention 
in  Evansville  on  Nov.  20  at  the  head- 
quarters, launching  itself  into  another 
year  of  activity  concerning  the  many 
issues  confronting  organized  medicine. 
In  my  report  to  you  I will  cover  the  ac- 
1 tions  of  the  Board  which,  in  my  estima- 

Ition,  were  somewhat  more  significant 
than  others.  It  was  an  extremely  busy  year 
for  the  Board,  and  all  of  the  trustees  and 
alternate  trustees  contributed  wisely  and 

(conscientiously  to  the  multitude  of  issues 
brought  before  them. 

Upon  the  recommendation  of  the  presi- 
dent, the  Board  approved  the  establish- 
ment of  an  ad  hoc  Peer  Review  Commit- 
tee, which  was  charged  with  studying  and 
developing  recommendations  for  the 
Board  regarding  a PRO  proposal  and  ap- 
plication which  would  be  submitted  to  the 
Department  of  HHS.  In  a later  action  the 
Board  authorized  a loan  of  $59,860  to  the 
Indiana  Peer  Review  Organization  for  the 
development  of  a PRO  application  for 
Indiana. 

The  chairman  of  the  Health  Facilities 
Council  was  invited  to  speak  to  the  Board 
concerning  Resolutions  83-31,  35  and  36, 
all  of  which  related  to  nursing  home 
issues.  Areas  of  concern  included  1)  ex- 
cessive rules,  2)  legal  penalties,  and  3) 
fiscal  impact.  All  the  resolutions  were 
referred  to  the  ad  hoc  Geriatrics  Com- 
mittee. 

Much  discussion  was  held  during  the 
year  regarding  the  Medical  Licensing 
Board’s  system  of  suspending  privileges; 
as  a result,  the  Board  suggested  a joint 
meeting  between  the  MLB  and  the  ISMA 
leadership  to  discuss  procedures  in  license 
^ suspensions. 

Depletion  of  the  Patients’  Compensa- 
tion Fund  was  monitored  by  the  Board. 
Such  a depletion  would  result  in  a 
substantial  increase  in  the  surcharge  for 
the  fund.  The  Board  was  also  informed 
* that  in  the  case  of  Wamich  vs.  Cha,  et 
al.,  the  opinion  of  the  Jasper  Superior 
Court  held  that  the  Indiana  Malpractice 
Act  is  unconstitutional,  which  was  indeed 
a serious  development.  The  Board 
authorized  legal  counsel  to  file  an  amicus 
curiae,  and/or  participate  where  appro- 
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priate  in  an  appeal. 

In  later  actions  the  Board  went  on 
record  to  oppose  provisions  in  any  bill 
that  would  allow  a malpractice  claim  to 
be  settled  outside  the  parameters  of  P.L. 
146  to  support  1)  whatever  action  is 
necessary  to  maintain  the  integrity  of  the 
PCF,  and  2)  a Governor- controlled 
Medical  Malpractice  Study  Commission. 
Because  of  the  Board’s  concern,  the 
ISMA  Reports,  Siebenmorgen’s  Notes 
and  Indiana  Medicine  were  used  to  re- 
mind the  membership  that  they  have  an 
obligation  to  serve  on  medical  review 
panels  when  requested  in  order  to 
preserve  the  integrity  of  the  medical 
malpractice  law  (P.L.  146);  and  to  notify 
the  membership  of  the  possibility  of  an 
increase  in  the  surcharge  for  the  PCF.  At 
this  writing  ISMA  is  in  dialogue  with  the 
State  Insurance  Commissioner  and  the  ad 
hoc  Legislative  Committee  on  Malprac- 
tice. 

The  Board  supported  the  activities  of 
the  Students  Against  Driving  Drunk 
(SADD)  conference,  which  was  jointly 
sponsored  by  Eli  Lilly  and  Co.,  the 
Governor’s  Task  Force  and  ISMA. 

The  Board  modified  the  criteria  for 
membership  in  the  Fifty  Year  Club. 

Recognizing  Dr.  Peter  R.  Petrich  for 
his  “outstanding  leadership”  as  floor 
leader  of  the  Indiana  delegation  to  the 
AMA,  the  Board  presented  him  with  a 
plaque  expressing  thanks  and  gratitude. 
Dr.  Malcom  Scamahorn  succeeds  Dr. 
Petrich  as  floor  leader. 

Senate  Bill  430  was  strongly  opposed 
by  the  Board.  The  bill  would  have 
eliminated  the  requirement  that  a person 
with  an  “unlimited  license  to  practice 
medicine  in  Indiana  fill  the  position  of 
secretary  of  the  State  Board  of  Health.” 
The  bill,  as  passed,  did  retain  that  word- 
ing but  made  the  commissioner  of  ISBH 
a direct  appointee  of  the  governor  as  are 
the  members  of  the  board  of  the  ISBH 
already. 

The  Board  also  reviewed  and  approved 
the  ISMA  Group-sponsored  Health  and 
Dental  Plans  as  submitted  by  the  Sub- 
commission on  Insurance. 

The  Board  also  approved  as  Class  A 
directors  of  the  PICI  Board,  Doctors 
O’Neill,  Knote,  Khalouf,  Haley,  Sieben- 
morgen  and  Mr.  Foy;  and  as  Class  B 
directors,  Doctors  Lukemeyer  and  Allen. 

Concerning  convention  planning,  the 
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Board  recommended  that  the  opening  ses- 
sion of  the  House  of  Delegates  be  stream- 
lined, that  the  ISMA  president  and 
president-elect  have  a place  on  the  agenda 
before  other  speakers,  and  that  the  House 
be  convened  earlier,  i.e.,  noon  or  1 p.m. 

Frank  Holden,  president  of  Holden 
and  Company,  presented  to  the  Board  a 
comprehensive  one-year  communications 
program,  which  would  emphasize  the 
physician  as  an  advocate  for  patients’ 
rights.  The  Board  accepted  the  $200,000 
proposal  with  fiscal  responsibility  ex- 
tended over  a two-year  period.  The  basic 
idea  of  the  PR  program  originated  with 
the  Public  Relations  Commission’s  con- 
cern about  the  impact  of  the  federal  DRG 
program  on  quality  and  availability  of 
medical  care  and  treatment. 

The  Board  asked  the  Executive  Com- 
mittee to  submit  a resolution  to  the  1984 
House  of  Delegates  proposing  a dues  in- 
crease along  with  specific  reasons  for  the 
increase.  The  Executive  Committee’s 
recommendation,  supported  by  the 
Board,  is  that  dues  be  raised  to  $235 
annually. 

The  board  recommended  that  IMPAC 
contribute  funds  to  Doctors  Huber  and 
Knote,  who  are  candidates  for  seats  in 
the  Indiana  House  of  Representatives. 

An  Executive  Committee  recommenda- 
tion to  the  Board  that  all  Indiana  phy- 
sicians continue  to  be  sensitive  to  the 
financial  circumstances  of  each  patient 
and  exercise  voluntary  restraint  with 
respect  to  increases  in  fees  and  services, 
was  adopted  by  the  Board.  This  came  in 
response  to  the  AMA’s  request  for  a 
voluntary  fee  freeze  for  one  year. 

As  usual,  the  Board  heard  detailed 
reports  from  our  AMA  delegation  as  they 
prepared  to  attend  and  participate  in  the 
AMA  House  of  Delegates’  meetings  in 
Los  Angeles  and  Chicago.  Over  200 
resolutions  and  many  AMA  Board  coun- 
cil and  committee  reports  were  consi- 
dered. 

The  Board  reviewed  mechanisms  of 
direct  and  indirect  advertising  of  medical 
services  and  endorsed  the  AMA  policy 
pertaining  to  such  advertising. 

The  Board  was  advised  that  Dr.  Luke- 
meyer, as  president  of  ISMA,  had  been 
presented  with  an  award  from  the  Inter- 
national Association  of  Business  Com- 
municators for  the  ISMA-sponsored 
television  series  “Heartbeat,”  currently 
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being  aired  by  27  stations. 

Creating  a fee  review  council  at  the 
state  level  to  assist  constituent  county 
medical  societies  in  effective  fee  review 
matters  was  referred  to  the  Commission 
on  Medical  Services. 

Making  credit  card  services  available 
to  the  ISMA  membership  via  the  Indiana 
National  Bank  VISA  card  system  was 
approved. 

The  editor  of  Indiana  Medicine, 
formerly  The  Journal,  made  periodic 
reports  to  the  Board  regarding  the 
editorial  and  business  affairs  of  the 
publication. 

Reports  from  both  the  Physicians  In- 
surance Company  of  Indiana  (PICI)  and 
American  Physicians  Life  Insurance 
Company  (APL)  were  also  reviewed 
periodically  during  the  year.  The  growth 
of  both  companies  is  exceeding  projected 
targets;  they  are  deserving  of  the  con- 
tinued support  of  ISMA  members. 


The  ISMA  officers,  trustees  and  alter- 
nates elected  by  you  and  the  ISMA 
districts  have  worked  long  and  hard  hours 
again  this  year  on  behalf  of  our  Associa- 
tion. Our  loyal,  dedicated  and  effective 
ISMA  staff  has  done  likewise  and  all  have 
gone  the  second  and  third  extra  mile. 

It  has  been  a pleasure  to  have  been 
associated  and  worked  with  these  people 
these  past  three  years  as  chairman  of  the 
Board  of  Trustees.  I trust  the  Associa- 
tion will  join  with  me  in  expressing  to 
each  of  them  a hearty,  well-deserved 
“Thank  you”  for  their  efforts. 

The  chairman’s  report  would  not  be 
complete  without  mentioning  his  personal 
activities  associated  with  that  office.  I 
have  not  only  presided  over  the  Board 
agenda  and  meetings  for  three  years,  but 
I have  attended  the  annual  AMA  Leader- 
ship Conferences,  all  AMA  House  of 
Delegates  meetings,  all  but  three  ISMA 
district  meetings  these  three  years,  many 


ISMA  committee  and  commission  activi- 
ties, including  special  workshops  and 
legislative  efforts  with  several  trips  to 
Washington,  D.C.,  and  participated  in 
multiple  negotiating  sessions,  i.e.,  third- 
party  payors,  and  Medical  Licensing 
Board.  It  was  a pleasure  to  present  on 
your  behalf  the  Charter  to  the  residents 
for  ISMA’s  first  Component  Medical 
Society. 

Lastly,  I have  attempted  to  keep  the 
ISMA  membership  informed  of  the 
Board  of  Trustees  actions  and  hope  that 
all  have  enjoyed  the  opportunity  to  “Sie- 
benmorgens  Notes”  concerning  Board 
decisions  these  last  three  years. 

I thank  you  all  for  the  courtesies  af- 
forded me  during  my  tenure  in  this  of- 
fice and  I look  forward  to  tackling  the 
challenges  before  us  as  we  work  in  other 
capacities  for  the  benefit  of  quality 
medical  care  for  our  patients. — Paul  Sie- 
benmorgen,  M.D.,  Chairman 
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Referred  to:  Ref.  Comm.  1 
ACTION: 

At  the  end  of  the  third  quarter  of  the 
fiscal  year  1983-84,  the  actual  income  was 
about  $10,000  better  than  was  expected 
and  the  expenditures  were  about  $12,000 
below  the  budget  figures.  This  financial 
cushion  should  persist  throughout  the 
fourth  quarter. 

Increases  in  income  were  due  to  sub- 
stantial hikes  in  subscriptions  for  individ- 
uals not  paying  dues,  local  advertising, 
classified  advertising,  sale  of  reprints, 
subsidies  for  articles,  CME  subsidies,  and 
a large  increase  in  the  size  of  the  Physi- 
cians’ Directory. 

We  have  received  an  adequate  supply 
of  a wide  ranging  variety  of  articles  on 
clinical  and  socio-economic  subjects. 


Specialization  in  short  articles  and  the 
subsidies  received  for  articles  which  were 
necessarily  longer  than  the  customary 
two-page  limit  has  made  it  possible  to 
reduce  the  backlog  of  articles  to  less  than 
six  months.  This,  in  turn,  will  allow  plan- 
ning for  several  new  and  unusual  types 
of  scientific  writing  in  the  future. 

A readership  study  was  performed  on 
the  February  issue  by  David  Labson,  who 
is  skillful  and  well  respected  in  the  assess- 
ment of  medical  publications. 

Questionnaires  were  mailed  to  500 
chosen-at-random  members  of  the  Asso- 
ciation. Those  responding  numbered  293, 
a very  satisfactory  58.6%. 

The  responders  who  read  each  issue 
thoroughly  added  up  to  65%.  Those  who 
read  at  least  one  issue  in  four  were 
counted  at  85%. 


On  a qualitative  vote,  92%  of  the  par- 
ticipants stated  they  wanted  to  continue 
receiving  the  magazine.  On  a scale  of  one 
to  five,  quality  was  rated  at  3.5  and  the 
need  for  publication  at  3.3. 

Why  read  Indiana  Medicine?  For 
clinical  articles  said  72%,  for  news — 
50%,  for  CME  articles — 48%,  for  edit- 
orial and  commentary — 75%. 

“What’s  New?”  was  read  by  88%  and 
the  medical  history  features  received  an 
okay  from  80%. 

Suggestions  for  improvement — many 
sincere  and  thoughtful  suggestions  were 
received.  These  will  be  considered  by  the 
Editorial  Board  and  the  Consulting 
Editors  and  will  be  adopted  whenever 
possible. — Frank  B.  Ramsey,  M.D., 
Editor 
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Referred  to:  Ref.  Comm.  2 
ACTION: 

During  its  first  year  of  existence,  the 
Resident  Medical  Society  has  represented 
the  ideals  and  opinions  of  Indiana’s  resi- 
dent physicians  at  the  local,  state  and  na- 
tional level.  In  December,  the  RMS  sent 
its  first  delegates  to  the  AMA  Resident 
Physician  Section’s  interim  meeting.  In 
Los  Angeles  the  delegation  introduced  a 
resolution  on  behalf  of  the  Indiana  RMS 
which  pledged  a commitment  to  reduce 
deaths  and  injuries  due  to  drunk  driving. 
This  resolution  was  eventually  passed  by 
the  AMA  House  of  Delegates,  after 
passage  by  the  Resident  Physician  Sec- 
tion. Meanwhile,  at  the  state  level 
residents  have  been  given  the  opportunity 
to  discuss  their  concerns  for  the  Indiana 
Peer  Review  Organization  and  proposed 
Indiana  legislation  in  1985  with  speakers 
at  monthly  RMS  Governing  Council 
meetings.  Issues  of  local  concern  within 
a training  program  or  institution  have 
also  been  addressed  by  the  group. 

In  June,  an  experienced  delegation  at- 
tended the  AMA-RPS  annual  meeting 
and  successfully  guided  a controversial 
resolution  calling  for  increased  taxes  on 
alcohol  and  tobacco  designated  for  the 
Medicare  fund  through  the  Resident 
Physicians  Section.  This  resolution  was 
forwarded  to  the  AMA  for  study.  Again, 
the  concerns  of  Indiana’s  residents  were 
effectively  represented  in  the  national 
arena. 


In  addition  to  increasing  the  represent- 
ation of  Indiana  residents,  the  Resident 
Medical  Society  has  embarked  on  a major 
recruitment  campaign  for  ISMA  and 
RMS  members,  and  has  established  com- 
munication links  for  organized  medicine 
at  every  hospital  in  Indiana  with  a 
residency  program.  These  communication 
links,  known  as  key  contact  residents, 
have  helped  the  RMS  stay  in  close  con- 
tact with  the  residents  scattered  among 
seven  Indiana  cities  and  meet  the  needs 
of  residents  at  individual  hospitals.  In 
March,  the  RMS  also  started  publishing 
a quarterly  newsletter  entitled  RMS  Vital 
Signs. 

The  Resident  Medical  Society  has  made 
an  effort  to  provide  educational  programs 
for  residents.  Recent  meetings  have  in- 
cluded discussion  on  borrowing  money, 
stress,  and  organizing  and  financing  the 
professional  practice.  These  programs 
gave  residents  the  opportunity  to  prepare 
themselves  for  their  future  in  medicine 
and  discover  the  action  they  can  take  dur- 
ing their  residency  to  ease  the  transition 
into  private  practice. 

Since  members  of  the  RMS  vividly 
recalled  the  anxiety  they  experienced 
when  they  left  medical  school  to  begin 
their  residency  in  Indiana,  they  decided 
their  first  large-scale  service  to  residents 
would  be  to  conduct  an  educational  pro- 
gram and  reception  to  welcome  residents 
to  the  practice  of  medicine  in  Indiana. 
On  June  27  a standing  room  only  crowd 
demonstrated  the  need  and  desire  of 


residents  and  their  spouses/significant 
others  for  more  programs  of  this  kind. 
Resource  people  and  sponsors  for  the 
“Welcome”  program  have  also  indicated 
their  enthusiasm  for  making  it  an  annual 
event.  Members  of  the  “Welcome”  com- 
mittee are  to  be  commended  for  their 
hard  work  and  dedication  which  made  the 
evening  an  overwhelming  success. 

The  highlight  of  my  year  as  RMS  presi- 
dent was  during  the  first  interim  meeting 
of  the  RMS  on  April  14.  At  the  conclu- 
sion of  the  day’s  educational  program 
and  business  sessions,  Dr.  Paul  Sieben- 
morgen,  chairman  of  the  ISMA  Board  of 
Trustees,  presented  the  RMS  with  the  first 
component  society  charter  issued  by  the 
Indiana  State  Medical  Association.  After 
striving  for  months  to  establish  a firm 
foundation  for  residents  today  and  in  the 
future,  our  efforts  as  initial  members  of 
the  Resident  Medical  Society  were 
rewarded.  The  historic  presentation 
denoted  the  vital  role  residents  will  play 
in  the  future  of  organized  medicine  and 
the  importance  of  their  involvement  in  the 
ISMA. 

I believe  the  Resident  Medical  Society 
has  made  some  remarkable  accomplish- 
ments for  an  organization  in  its  infancy 
and  I am  sure  it  will  continue  to  make 
great  strides  in  the  future. — F.  Steven 
Land,  M.D.,  President 
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Trustee  reports  not  received  at  press 
time  will  be  published  in  the  December 
1984  issue  of  Indiana  Medicine. 

All  Trustee  Reports  referred  to 
Reference  Committee  No.  1 

First  District 

ACTION: 

Members  of  the  First  District  Medical 
Society  spent  a considerable  amount  of 
time  and  effort  to  host  the  ISMA  annual 
convention  in  October  1983  in  Evansville. 
Delegates  secured  passage  of  two  resolu- 
tions, but  were  unsuccessful  in  campaign- 
ing for  Dr.  Forrest  Radcliff,  candidate 
for  vice-speaker. 

The  First  District  annual  meeting  was 
held  May  10,  1984,  at  the  Evansville 
Country  Club.  Presiding  at  the  meeting 
was  Dr.  Kent  McKinney,  First  District 
president.  He  welcomed  ISMA  officials 
and  staff  in  attendance.  Reports  were 
given  by  Dr.  George  Lukemeyer,  ISMA 
president;  Dr.  E.  DeVerre  Gourieux,  First 
District  trustee;  and  Dr.  Gilbert  M. 
Wilhelmus,  AMA  delegate  from  Vander- 
burgh County. 

Dr.  McKinney  thanked  Dr.  Donald  R. 
Elder,  vice-president,  and  Dr.  Jeffrey  C. 
Rendel,  secretary-treasurer,  for  their 
cooperation  during  the  year.  New  officers 
elected  at  the  meeting  were  Dr.  Elder, 
president,  Dr.  Rendel,  vice-president,  and 
Dr.  Gary  L.  Beck,  secretary-treasurer. 
The  minutes  and  financial  statement  were 
approved  as  mailed. 

Dr.  McKinney  presented  an  art  print 
to  Dr.  and  Mrs.  Bruce  Romick  for  co- 
chairing the  committee  hosting  the  state 
convention  and  commended  them  for 
their  excellent  organization.  Dr.  McKin- 
ney also  announced  the  winners  of  the 
golf  tournament,  in  which  40  members 
participated. 

Following  an  excellent  dinner,  the  au- 
dience enjoyed  entertainment  provided  by 
the  Evansville  Musicians’  Club  Chorus, 
several  of  whom  are  First  District 
members. 

A special  area  of  concern  for  First 
District  members  this  past  year  was 
passage  of  regulations  by  the  Medical 
Licensing  Board  of  Indiana.  Many  of  our 
physicians  had  input  into  drafting  the 
regulations,  which  ensure  the  protection 
of  Indiana  citizens  without  endangering 


the  practice  of  medicine. 

We  would  like  to  thank  ISMA  staff  for 
their  efforts  in  lobbying  on  behalf  of  all 
members  of  First  District.  Many  bills  were 
introduced  during  the  short  session  of  the 
103rd  General  Assembly.  We  anticipate 
an  even  greater  number  next  year  and  will 
be  encouraging  members  to  contact  their 
state  legislators  on  issues  affecting  the 
medical  community.  We  also  suggest  that 
members  support  the  Indiana  Medical 
Political  Action  Committee  with  their 
financial  contributions. 

We  appreciate  the  efforts  of  those 
physicians  who  served  on  ISMA  commis- 
sions. We  would  also  like  to  thank  Dr. 
Wallace  Adye,  Jr.,  alternate  trustee,  who 
is  serving  on  the  Indiana  Peer  Review 
Organization  board. 

Membership  in  First  District  decreased 
4%  to  a total  of  450  members  as  of  Dec. 
31,  1983;  54%  of  First  District  members 
belong  to  the  AMA. — E.  DeVerre 
Gourieux,  M.D.,  Trustee 


Second  District 

ACTION: 

Another  year  has  passed  with  the  in- 
creasing challenge  of  addressing  the 
massive  increase  in  government  “involve- 
ment” in  medical  care.  Most  of  us  con- 
sider this  an  erosion  and  invasion  of  the 
doctor-patient  relationship  we  have  en- 
joyed in  the  past.  Physicians  have  been 
“mandated”  to  become  involved  in 
government  programs,  and  all  the  private 
sectors  seem  to  be  holding  us  responsible 
for  properly  initiating  these  programs. 
Your  ISMA  hopes  to  present  the  united 
front  needed  to  “temper”  and  cope  with 
these  programs. 

The  years’  issues  confronted  by  your 
trustees,  ISMA  officers,  and  ISMA  staff 
have  always  been  complex  and  controver- 
sial but  this  has  at  least  doubled  now  with 
the  increase  in  government  “involve- 
ment.” During  the  year,  we  have  been 
called  a “do-nothing  group.”  I assure  you 
that  this  is  not  the  case.  The  decisions  are 
made  by  a group  of  physicians  represent- 
ing different  geographical  areas,  different 
specialties  and  different  personalities. 
This  produces  a wide  diversity  of  opinions 
but  hopefully  provides  a decision  around 
which  all  alternatives  have  been  intelli- 
gently considered. 


A few  of  the  year’s  issues  are  as 
follows: 

1.  Obviously,  the  most  significant  of 
these  issues  was  the  enacting  of  the  DRG 
program.  Space  does  not  permit  com- 
menting adequately  on  this  issue;  how- 
ever, the  data,  as  it  is  coming  in,  seems 
to  be  showing  that  DRGs  actually  in- 
crease medical  costs.  Again,  it  will  be 
questionable  as  to  whether  Congress  will 
listen  to  the  facts. 

2.  Also  mandated  in  this  temporal  law 
was  the  PRO.  Your  ISMA  has  decided 
to  shoulder  the  responsibility  as  the  PRO 
for  Indiana.  Again,  this  was  very  contro- 
versial and  some  members  are  opposed 
to  this.  With  this  “given”  bitter  pill,  I 
ask  you  to  consider  the  alternative  groups 
that  are  waiting  to  acquire  this  control 
should  it  not  be  assumed  by  the  ISMA. 

3.  Your  Board  decided  against  litiga- 
tion on  the  VIP  program  since  it  was 
thought  to  be  floundering  at  this  time. 
Also,  our  council  could  only  give  us  a 
50-50  chance  of  successfully  opposing 
this. 

4.  During  the  year,  the  legislature  saw 
fit  to  change  the  manner  of  selection  of 
the  director  of  the  State  Board  of  Health. 

5.  The  Physicians  Insurance  Company 

of  Indiana  has  thrived  (much  to  the  ■; 
dismay  of  some  members)  and  the 
malpractice  crisis  is  again  looming  on  the 
horizon.  Some  constituents  have  already 
reported  that  malpractice  insurance  is 
unavailable  from  some  companies  in  the 
state,  simply  because  of  the  risk  group 
to  which  the  physician  belongs. 

6.  Paramedical  personnel  and  limited  j §ej 

licensed  practitioners  continue  to  make  jtlto 
legislative  inroads  into  the  medical  care  i \|j 
system.  Optometrists,  chiropractors, 
nurse  midwives,  audiologists,  pharma- 
cists, clinical  psychologists,  physical  j ' Iliii 
therapists,  nurse  practitioners, 
podiatrists,  and  others  are  seeking  legis- 
lative action  to  obtain  admitting  and  ^ 
clinical  practice  privileges  inside  the  1 1 Boan 
hospitals.  Many  of  us  feel  this  is  inappro-  j iitm| 
priate  and  will  actually  raise  medical  to^ 
costs.  Also,  it  will  permit  inappropriate  [ 
hospitalizations  by  untrained,  limited  ^ 
practitioners.  I Our 

The  preceding  issues  (and  others)  are  2|.jj 
still  an  ongoing  controversy  among  your 1 ^ 
Board  members  and  the  membership 
itself.  These  can  be  best  dealt  with  on  a i |tlt 
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unified  front  (i.e.,  organized  medicine). 
The  lower  levels  of  organized  medicine 
are  becoming  more  important  and  their 
participation  as  members  of  the  ISMA 
must  increase  in  the  future.  The  commit- 
tees’ and  commissions’  representation 
also  must  continue  to  improve.  These  ef- 
forts must  be  extended  if  we  are  to  con- 
tinue to  provide  the  high  standard  of 
medical  care  that  we  presently  practice 
and  which  is  only  found  in  the  United 
States. 

Last  year,  the  Second  Medical  District 
meeting  was  held  on  June  29  at  the  Elks 
Club  in  Vincennes.  Dr.  Frederick  Buehl 
presided,  with  Dr.  Roscoe  Vaughn  serv- 
ing as  secretary-treasurer.  The  informa- 
tive presence  of  the  ISMA  officers  and 
ISMA  staff  was  greatly  appreciated  and 
enjoyed.  A program  of  “Physician  Burn- 
out” was  presented  to  the  membership 
and  their  spouses.  The  1984  meeting  will 
be  hosted  by  the  Daviess-Martin  County 
Medical  Society  in  Washington,  Ind.  Dr. 
James  Beck  will  serve  as  president  and 
Dr.  Robert  Heymann  as  secretary- 
treasurer. 

Dr.  Paul  Wenzler  and  I continue  to 
represent  your  interests  at  the  regular 
ISMA  Board  of  Trustees  meetings  as  well 
as  at  special  sessions  and  the  annual 
ISMA  convention.  We  would  like  to  ex- 
press our  thanks  to  the  membership  of 
the  Second  Medical  District  for  allowing 
us  to  represent  them  as  trustee  and  alter- 
nate trustee.  1 am  looking  forward  to 
representing  you  three  more  years  as 
trustee,  if  re-elected  this  summer.  Thanks 
also  go  to  the  excellent  ISMA  staff  for 
their  continuing  beneficial  assistance 
throughout  the  year. — Ralph  W.  Stewart, 
M.D.,  Trustee. 

Third  District 

ACTION: 

As  your  trustee,  I have  attended  all 
Board  meetings  and  would  encourage 
members  with  any  current  concerns  to 
contact  me  and  to  keep  abreast  by  reading 
ISMA  Reports,  Board  reports  and  Indi- 
ana Medicine. 

Our  district  meeting  was  held  April 
27-28,  1984  in  New  Albany.  A panel 
discussion  of  pertinent  ISMA  issues  was 
moderated  by  Dr.  Everett  Bickers,  presi- 
dent. The  panel  consisted  of  ISMA 


district  and  state  officers  and  ISMA  staff. 
Officers  elected  for  1984-85  were  Dr. 
Wallace  Johnson,  president,  and  Dr. 
Peter  Livingston,  vice-president. 
Lawrence  County  will  host  the  Spring 
1985  meeting. 

The  Board  is  constantly  reviewing 
reports  and  actions  taken  by  the  Executive 
Committee,  commissions  and  commit- 
tees, AMA  delegates,  Medical  Licensing 
Board  actions,  Physicians  Insurance 
Company  of  Indiana  and  American 
Physicians  Life,  as  well  as  others.  Some 
of  the  highlights  during  this  past  year  are 
listed  below. 

ISMA  Income — 54%  from  member- 
ship, 21%  from  interest,  and  25%  from 
ads,  airplane  usage,  annual  meeting,  etc. 

ISMA  Expenses — 43%  for  salaries  and 
benefits,  12%  for  travel,  5%  for  building, 
12%  for  printing  and  28%  for  phones, 
postage,  insurance,  etc. 

Dues  Increase — At  the  annual  meeting, 
a dues  increase  will  be  considered  for 
1985.  We  must  seriously  consider  a dues 
increase  if  we  are  going  to  continue  the 
kind  of  programs  we  have  been  provid- 
ing. 

Indiana  Physicians  Review  Organiza- 
tion (IPRO)  — Indiana  physicians  have 
formed  and  funded  the  initiation  of  IPRO 
and  by  the  time  of  our  annual  meeting, 
this  organization  may  possibly  be  existing 
and  functioning. 

Mandatory  Medicare  Assignments — 

This  bill  was  defeated  thanks  to  physi- 
cians throughout  Indiana  who  called  their 
congressmen,  and  ISMA  and  AMA  lob- 
bying efforts. 

Public  Relations — ISMA  funds 
available  from  our  last  two  years’  special 
dues  will  be  used  for  public  messages  that 
will  emphasize  the  physician  as  an  advo- 
cate of  patient  rights. 

Medical  Liability — We  have  learned 
that  claims  are  increasing.  The  surcharge 
has  been  increased  and  ISMA  will  need 
to  continue  monitoring  the  Patient  Com- 
pensation Fund. 

Legislative  Issues — ISMA  members 
and  staff  spent  a considerable  amount  of 
time  on  legislative  issues  this  year,  which 
is  an  important  function  of  our  organiza- 
tion. One  of  the  bills  that  is  now  affect- 
ing us  all  is  the  Generic  Substitution  Bill. 

I encourage  all  counties  in  our  district 
to  make  sure  that  their  delegates  are  ready 


for  our  annual  meeting  in  Indianapolis 
Oct.  19-22.  We  will  no  doubt  be  discuss- 
ing the  dues  increase,  emergency  and/or 
satellite  clinics,  plus  various  other  reports 
and  resolutions. 

At  our  1983  meeting,  we  did  have 
delegates  representing  Clark,  Floyd, 
Lawrence  and  Harrison-Crawford  coun- 
ties. There  was  no  representation  from 
Orange,  Scott  and  Washington  counties. 
We  look  forward  to  seeing  all  these  coun- 
ties represented  at  our  fall  meeting  this 
year. 

I really  enjoy  the  opportunity  to  serve 
as  your  district  director  and  if  you  should 
have  any  concerns  at  any  time,  please 
write  or  call.  I do  visit  some  of  the  county 
medical  society  meetings  and  will  be  at- 
tempting to  do  more  of  this. — R.  G. 
“Dick”  Huber,  M.D.,  Trustee 

Fourth  District 

ACTION: 

The  Fourth  District  Medical  Society 
held  its  annual  meeting  on  May  30,  1984 
at  the  Madison  Country  Club  in  Madison. 
I would  like  to  give  my  sincere  apprecia- 
tion to  Dr.  Howard  Jackson  and  Dr. 
George  Alcorn,  as  well  as  the  members 
of  the  local  medical  auxiliary  in  Madison 
for  providing  such  a wonderful  day  of 
entertainment  for  the  guests.  The  even- 
ing speaker  at  the  dinner  was  Dr.  Walter 
Daly,  dean  of  the  I.U.  School  of 
Medicine.  Golf  awards  and  tennis  awards 
were  given.  The  meeting  next  year  will 
be  held  in  Columbus.  Newly  elected  presi- 
dent of  the  Fourth  District  will  be  Dr. 
William  Cooper.  Other  officers  were  also 
elected  that  day. 

The  past  two  years,  the  Fourth  District 
Medical  Society  has  elected  a floor  leader 
to  guide  the  members  during  the  annual 
meeting  in  October.  Elected  again  this 
year  as  the  Fourth  District  floor  leader 
was  Dr.  Ed  Probst  of  Columbus. 

This  past  year  has  been  very  significant 
in  regard  to  many  issues  concerning 
organized  medicine.  The  ISMA  Board  of 
Trustees  has  taken  a very  progressive  ap- 
proach in  confronting  many  of  the  prob- 
lems facing  us  at  this  time.  I was  quite 
pleased  to  participate  and  vote  for  the 
new  public  relations  program  which  will 
be  carried  out  in  Indiana.  I feel  that  this 
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is  a very  wise  use  of  our  funds  and  if  the 
medical  profession  is  to  stay  in  the  fore- 
front as  a free  enterprise  organization, 
this  type  of  public  relations  is  quite 
necessary. 

Another  issue  confronting  us  during 
this  next  year  will  be  that  of  a dues  in- 
crease and  consideration  of  either  reno- 
vating or  obtaining  a new  building. 
Although  a dues  increase  is  never  fun,  1 
think  that  one  will  be  necessary  and  the 
Board  of  Trustees  is  recommending  this 
to  the  House  of  Delegates  during  our  an- 
nual meeting  in  October. 

Finally,  I feel  that  the  most  important 
concern  facing  us  this  year,  as  in  the  past 
several  years,  is  malpractice.  The  most 
progressive  step  taken  by  our  organiza- 
tion in  the  last  several  years  has  been  the 
formation  of  the  malpractice  insurance 
company.  This  is  a growing  company  and 
as  we  look  at  the  annual  increase  of 
members  making  use  of  this  malpractice 
insurance,  we  can  see  that  it  is  growing 
quite  readily.  I would  urge  everyone — 
every  member  of  the  Indiana  State 
Medical  Association — to  consider  pur- 
chasing this  malpractice  insurance  in  the 
future.  This  is  the  main  hope  that  we  have 
to  control  malpractice  costs  in  this  state, 
and  it  is  to  everyone’s  advantage  both 
financially  and  politically  to  carry  their 
malpractice  with  this  company.  Even  if 
you  had  another  carrier  in  the  past,  I 
would  urge  you  to  at  least  obtain  quota- 
tions on  prices  from  our  new  company. 
Their  prices  are  competitive  and  when 
you  obtain  a total  bid  from  any  other 
company,  the  State  Medical  Association’s 
will  be  as  low  as  any  fee  charged. 

I have  enjoyed  to  continue  being  trustee 
of  the  Fourth  District  and  hope  that  I can 
continue  serving  my  district  well  on  the 
Board  of  Trustees. — Mark  M.  Severs, 
M.D.,  Trustee 


Fifth  District 

ACTION: 

At  press  time,  the  Fifth  District  has 
scheduled  its  annual  Medical  Society 
meeting  for  Sept.  5,  1984  at  the  Windy 
Hills  Country  Club  in  Greencastle,  with 
James  Johnson,  M.D.,  president, 
presiding  and  Peggy  Sankey  Swaim, 
M.D.,  secretary-treasurer,  again  handl- 


ing the  financial  affairs.  With  the  incom- 
parable John  Talley,  M.D.,  as  the 
scheduled  feature  speaker,  a large  turnout 
is  expected  once  again. 

Last  fall’s  Fifth  District  meeting  in 
Terre  Haute  was  well  attended  and  district 
members  had  an  excellent  opportunity  to 
discuss  their  medical  concerns  with  a large 
group  of  ISMA  staff  and  officers  in- 
cluding John  Knote,  M.D.,  then  president 
of  ISMA. 

The  report  of  the  activities  of  the  Fifth 
District  trustee  can  best  be  reviewed  by 
reading  the  “Chairman  of  the  Board  of 
Trustees  Report,”  as  I have  functioned 
in  that  capacity  for  the  last  three  years. 
I have  completed  the  limit  of  two  con- 
secutive terms  and,  according  to  ISMA 
Bylaws,  am  not  eligible  for  re-election. 
Therefore,  there  will  be  a new  trustee 
elected  at  the  Fifth  District  meeting  on 
Sept.  5,  1984. 

It  has  been  a pleasure  and  a distinct 
honor  to  have  been  able  to  serve  as  your 
Fifth  District  trustee  these  last  six  years 
and  I have  tried  to  present  your  views  in 
all  pertinent  discussions.  1 thank  you  for 
that  opportunity.  I must  also  thank 
Howard  Grindstaff  and  Sara  Klein, 
ISMA  field  staff,  for  their  excellent  help 
through  the  years  and  must  give  a special 
thanks  to  Benny  Ko,  M.D.,  our  Fifth 
District  alternate  trustee,  who  has  done 
a yeoman’s  job  on  behalf  of  our  district 
on  numerous  occasions  and  particularly 
when  I have  been  occupied  with  other 
ISMA  responsibilities. — Paul  Sieben- 
morgen,  M.D.,  Trustee 


Ninth  District 

ACTION: 

During  the  past  year,  we  have  again 
been  made  keenly  aware  of  attempts  by 
the  federal  government  and  third-party 
insurance  carriers  to  standardize  and 
regulate  providers  of  medical  care.  As  a 
result  of  these  attempts  to  invade  and 
control,  I am  pleased  to  report  that  Ninth 
District  physicians  are  making  a positive 
response.  This  is  evident  by  an  increase 
in  support  of  IMPAC.  I strongly  urge 
those  who  are  not  yet  members  to  join 
and  participate  by  voicing  your  desires  to 
state  and  national  legislators.  This  is 
where  we  must  work  for  the  preservation 


of  free  enterprise  and  medicine. 

We  physicians  in  the  Ninth  District  are 
fortunate  to  have  many  interested  and 
willing  to  spend  time  and  assist  the  leader- 
ship of  ISMA  in  developing  policy  and 
speaking  on  our  behalf.  Our  commission 
and  committee  members  have  served  us 
well  and  we  are  grateful  for  their  efforts. 

A prime  example  was  the  excellent 
seminar  and  subsequent  development  of 
a program  now  available  to  assist  im- 
paired physicians  in  our  state.  Again,  this 
represents  a positive  approach  taken  in 
response  to  a problem  that  is  evident. 

Our  Ninth  District  meeting  was  held  in 
Rensselaer  on  June  12,  1984  and  hosted 
by  Dr.  Robert  Darnaby  and  other  Jasper 
County  physicians.  They  provided  an  ex- 
cellent setting  at  the  Curtis  Creek  Coun- 
try Club  and  those  in  attendance  were 
treated  with  an  updating  and  informative 
discussion  led  by  Dr.  Lukemeyer  and  the 
ISMA  staff.  The  after-dinner  speaker,  1 

former  governor  Otis  Bowen,  M.D., 
spoke  on  “Medicine  of  the  Future.”  He 
predicted  an  increasing  rise  in  medical 
care  costs  due  to  the  evident  increasing 
age  of  our  population  and  demands  for 
top  priority  care.  He  also  predicted  in- 
creasing efforts  by  the  government  to 
control  costs.  In  response,  he  recom-  i 
mended  that  physicians  continue  to 
upgrade  their  knowledge  in  medicine  with 
continuing  medical  education,  spend  part 
of  their  time  in  community  service  and 
actively  participate  in  the  political 
process. 

I am  grateful  for  the  opportunity  to 
serve  as  your  trustee  and  continue  to 
welcome  your  comments  as  we  attempt 
to  represent  each  of  you  on  the  ISMA 
Board.  — Max  N.  Hoffman,  M.D., 
Trustee 


Tenth  District 

ACTION: 

Dr.  Mary  Carroll  completed  1983  as 
president  of  the  Lake  County  Medical 
Society  and  is  followed  by  Dr.  Barron 
Palmer  for  1984.  In  Porter  County,  Dr. 
John  Swarner  was  1983  president, 
presently  followed  by  Dr.  James  Malayta. 

The  Medical  Care  Share  program  im- 
plemented by  the  county  society  for 
Residents  in  Temporary  Need  of  Medical 
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Services  has  been  highly  successful.  Some 
60  physicians  have  volunteered  services 
and  approximately  50  people  per  week 
have  participated  in  this  program  in  Lake 
County. 

With  the  changing  insurance  regulation 
legislation  in  1983  and  1984,  concerns 
regarding  HMOs,  IPAs,  PPO  systems 
and  other  reimbursement  arrangements 
are  surfacing.  As  a result,  the  Lake 
County  Medical  Society  sponsored  a pro- 
gram with  representatives  from  major 
local  industries  and  their  insurance  car- 
riers to  describe  their  changes  in  benefits 
and  eligibility  criteria.  This  was  a well 
received  liaison  with  all  parties  concerned 
and  some  100  physicians  attended. 

The  Tenth  District  Golf  Outing  was 
held  at  Briar  Ridge  Country  Club  in 
September  with  the  meeting,  followed  by 
dinner,  at  Woodmar  Country  Club.  Dr. 
Vincent  J.  Santare  was  elected  Tenth 
District  president,  Dr.  Charles  D.  Egnatz 
was  re-elected  trustee,  and  Dr.  Walfred 
A.  Nelson  was  re-elected  alternate  trustee. 
Mr.  Dan  Hill  has  accepted  a position  as 
executive  director  of  Lake  County 
Medical  Society.  Mr.  Hill  is  an  attorney, 
previously  on  the  staff  of  the  American 
Medical  Association  and  the  staff  of  the 
American  College  of  OB-GYN. 

The  1984  Tenth  District  meeting,  which 
will  have  been  held  by  this  printing,  is  ex- 
pecting Peter  Visclosky,  the  Democratic 
candidate  for  U.S.  Congress  from  the 
First  District,  as  the  guest  speaker.  This 
position  is  presently  held  by  Katie  Hall 
and  previously  held  by  the  late  Adam 
Benjamin. — Charles  D.  Egnatz,  M.D., 
Trustee 


Thirteenth  District 

ACTION: 

The  Thirteenth  District  Medical  Society 
had  their  successful  1983  annual  meeting 
at  the  Elcona  Country  Club  in  Elkhart. 
The  meeting  was  fairly  attended  and  the 
evening  session  was  very  well  attended, 
with  over  180  people  at  the  meeting.  It 
has  been  a problem  to  attract  members 
of  the  district  medical  societies  to  attend 
the  business  meetings  which  are  held  at 
5:30  in  the  afternoon. 

Twelve  years  ago,  Dr.  Frank  McGue, 
then  president  of  the  Thirteenth  District 


Medical  Society,  instituted  a golf  outing 
to  attract  the  doctors  early  in  the  after- 
noon and  entertainment  in  the  evening  to 
increase  the  attendance.  This  has  worked 
out  fairly  well,  but  the  attendance  at  the 
business  meetings  needs  to  be  improved. 
It  is  at  these  meetings  that  we  elect  our 
district  officers  who  represent  physicians 
in  the  eight  counties  of  the  Thirteenth 
District  at  the  state  level. 

Dr.  Richard  Green  of  South  Bend  was 
elected  president  for  1984  and  Dr.  B.V. 
Tiscay  of  Michigan  City  was  elected 
president-elect  for  1985.  Dr.  Don 
Chamberlain,  our  trustee  for  six  years, 
retired  and  Dr.  John  W.  Luce  of 
Michigan  City  was  elected  trustee  of  the 
Thirteenth  District  Medical  Society.  Dr. 
Steven  Yoder  of  Goshen  was  elected  alter- 
nate trustee  to  fill  the  unexpired  term  until 
1985. 

This  year’s  annual  meeting  will  be  held 
Sept.  12,  1984,  at  the  Knollwood  Country 
Club  in  South  Bend.  The  St.  Joseph 
County  Medical  Society  will  be  the  host 
society  and  activities  are  planned  for  the 
day  including  golf,  spouses’  programs, 
door  prizes,  dinner  and  a guest  speaker. 

1984  has  been  a busy  year  for  the  Board 
of  Trustees.  One  of  the  problems  facing 
us  was  the  deficit  budget  that  was  pro- 
posed by  the  Executive  Committee.  We 
have  not  had  a dues  increase  since  1975 
and  we  all  know  what  inflation  has  done 
to  the  value  of  the  dollar.  With  increased 
activities  and  operations,  the  State  Medi- 
cal Association  has  been  able  to  hold  the 
line  in  the  budget  with  outside  invest- 
ments. In  1984,  we  are  faced  with  a 
$30,000  deficit  budget  and  a dues  increase 
will  be  proposed  to  the  House  of  Dele- 
gates in  October  1984. 

Another  problem  that  was  resolved  by 
the  Indiana  State  Medical  Association 
was  the  establishment  of  an  Indiana 
PRO.  This  was  mandated  by  the  House 
of  Delegates  in  1983  and  Dr.  Muller’s 
committee  has  been  working  hard  on 
establishing  its  acceptance  by  the  HCFA. 
The  proposal,  introduced  by  Indiana’s 
PRO,  was  accepted  on  a basis  that  they 
amend  some  of  the  proposals  to  satisfy 
HCFA’s  regulations.  Fifteen  states  have 
been  denied  PRO  contracts  because  of 
their  proposals,  and  it  is  hoped  that  this 
will  be  finalized  by  the  Oct.  1,  1984 
deadline  for  PROs.  This  will  keep  the 


peer  review  of  the  DRGs  in  the  hands  of 
the  physicians  and  not  unqualified 
sources.  It  is  hoped  by  the  Board  of 
Trustees  that  the  physicians  in  the  districts 
will  cooperate  with  PRO  and  volunteer 
to  sit  on  these  panels  for  medical  reviews. 
The  funding  of  the  Indiana  PRO  was 
done  by  the  ISMA  and  it  is  hoped  that 
we  will  recoup  the  start-up  expenses  which 
are  in  excess  of  $60,000  this  year  from 
the  monies  that  will  be  obtained  by  the 
PRO  for  their  work. 

Dr.  George  Lukemeyer,  president  of 
ISMA  for  1984,  has  been  an  inspirational 
leader  and  has  put  many  proposals  on  the 
table  for  the  State  Medical  Association 
to  implement.  He  has  also  been  helped 
by  the  president-elect,  Dr.  Lawrence 
Allen  of  Anderson.  With  the  coming  of 
more  federal  regulations  and  DRGs  even 
from  the  private  insurance  carriers,  the 
physicians  of  the  State  Medical  Associa- 
tion voted  to  endorse  the  AMA’s  physi- 
cian fee  freeze  for  1984.  Whether  this  will 
be  effective  or  not  remains  to  be  seen. 
Placing  the  blame  of  inflation  upon 
physicians’  fees  when  the  federal  budget 
deficit  is  over  $200,000,000,000  is  incon- 
gruous. 

In  1984,  I have  instituted  a policy  of 
writing  letters  to  all  the  eight  county 
medical  societies  after  each  Board  of 
Trustees  meeting,  informing  the  constitu- 
ents as  to  what  business  took  place  at  the 
Sunday  meetings.  I have  also  visited 
several  of  the  county  medical  societies, 
giving  them  verbally  first-hand  informa- 
tion as  to  what  happened  in  Indianapolis. 
Dr.  Steven  Yoder  has  also  visited  several 
of  the  county  medical  societies  in  the 
eastern  part  of  the  district  doing  the  same 
thing.  1 intend  to  continue  this  policy  of 
writing  letters  after  each  Board  of 
Trustees  meeting,  as  I feel  the  members 
of  the  Thirteenth  District  Medical  Society 
should  be  up  to  date  on  what  is  happen- 
ing in  the  Board  of  Trustees  and  Execu- 
tive Committee  of  the  State  Medical 
Association. 

I have  enjoyed  my  first  year  as  a full 
trustee.  I am  looking  forward  to  cooper- 
ating with  Dr.  Larry  Allen  next  year  and 
the  other  members  of  the  Board  of 
Trustees.  1 hope  to  continue  to  have  ac- 
cess to  all  members  of  the  district. — John 
W.  Luce,  M.D.,  Trustee 
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Commission  members  are  listed  on  p.  738. 

Medical  Education 

Referred  to:  Ref.  Comm.  4 
ACTION: 


The  Commission  on  Medical  Educa- 
tion met  Nov.  20,  1983  and  April  8,  1984. 
Dr.  Shokri  Radpour  was  named  vice- 
chairman  of  the  commission. 

The  major  activity  of  the  commission 
was  that  of  the  accreditation/reaccredita- 
tion process  of  hospitals  and  organiza- 
tions for  CME.  During  the  year  there 
were  eight  hospitals  reaccredited  for  con- 
tinuing medical  education  and  10  organi- 
zations reaccredited.  One  organization 
was  granted  its  initial  accreditation.  One 
organization  was  denied  accreditation  and 
two  organizations  had  their  accreditation 
deferred  for  the  need  of  additional  infor- 
mation. In  total  there  were  22  accredita- 
tion actions  during  the  year. 

The  commission  conducted  its  second 
annual  Site  Surveyors  Workshop  Nov. 
19,  1983.  The  workshop  included  the 
study  of  the  new  ACCME  Essentials  for 
Continuing  Medical  Education  with 
Guidelines  and  the  suggested  Pre-survey/ 
Survey  document.  Recommendations  for 
changes  were  then  made  to  the  Commis- 
sion on  Medical  Education. 

The  commission  reviewed  the  Essen- 
tials, Guidelines,  and  the  Pre-survey 
forms  with  the  recommendations  from 
the  workshop  and  approved  a corrected 
Essentials  and  Pre-survey  form  for  ISMA 
use.  The  commission  also  reviewed  the 
Protocol  for  Review  and  Recognition  of 
State  Medical  Associations  for  use  by  the 
ACCME. 

The  commission  reviewed  recommend- 
ations to  be  made  to  the  ACCME  relative 
to  the  accreditation  for  intra-state  CME 
offerings  in  order  to  eliminate  the  con- 
fusion relative  to  intra/inter  state  CME 
program  accreditation.  The  recommenda- 
tions were  then  forwarded  to  the  ACCME 
for  their  consideration. 

The  commission  nominated  Dr. 
Eugene  Gillum,  chairman  of  the  Subcom- 
mission on  Accreditation,  and  Dr. 
Franklin  A.  Bryan,  chairman  of  the  Com- 
mission on  Medical  Education,  as 
ACCME  site  visitors.  The  commission 
also  nominated  Dr.  Franklin  A.  Bryan  to 
be  a member  of  the  Committee  on  Review 


and  Recognition  (CRR)  of  State  Medical 
Associations  of  the  ACCME. 

Dr.  Bryan  was  invited  to  attend  the 
ACCME  meeting  in  Chicago  on  June  7, 
1984  as  a guest.  Dr.  Bryan  spoke  regard- 
ing intra/inter  state  CME  problems  with 
recommended  solutions  to  be  presented 
at  its  next  (ACCME)  meeting.  At  the 
same  meeting  of  the  ACCME,  Dr.  Bryan 
was  appointed  as  a member  of  the  new 
Committee  for  Review  and  Recognition 
(CRR)  of  State  Medical  Associations.  At 
the  organizational  meeting  of  this  com- 
mittee, he  was  selected  for  a three-year 
appointment. 

The  Subcommission  on  Accreditation 
met  on  the  same  dates  as  the  commission 
just  prior  to  the  commission  meetings. 
The  chairman  of  this  commission  is  Dr. 
Eugene  Gillum,  the  vice-chairman,  Dr. 
Kelley  Chambers.  The  subcommission 
reviewed  all  of  the  accreditation/reac- 
creditation  documents  and  made  recom- 
mendations to  the  commission.  The 
subcommission  also  reviewed  the  recom- 
mendations from  the  workshop  relative 
to  the  new  Essentials  and  Guidelines  and 
the  Pre-survey/Survey  forms  making 
recommendations  to  the  commission  on 
these  documents  also. 

The  chairman  of  the  Commission  on 
Medical  Education  wishes  to  acknowl- 
edge and  express  his  appreciation  for  the 
activities  of  the  subcommission,  and 
thanks  Dr.  Gillum,  Dr.  Chambers,  vice- 
chairman,  and  members  for  their  input 
into  the  continuing  medical  education  ac- 
tivities of  the  ISMA.  The  chairman  also 
wishes  to  acknowledge  and  express  his  ap- 
preciation for  the  activities  of  Dr.  Rad- 
pour, the  vice-chairman,  and  the 
members  of  the  commission  for  their  ac- 
tivity in  CME  accreditation  for  the 
ISMA.  The  site  visitors  are  also  recog- 
nized for  their  outstanding  activity,  with- 
out which  the  accreditation  process  could 
not  be  carried  out. 

Finally,  the  outstanding  work  and 
dedication  of  the  ISMA  staff  member, 
Beckett  J.  Shady-King,  without  whom  the 
subcommission  and  commission  could 
not  have  functioned  effectively,  is 
recognized.  The  chairman  for  the  com- 
mission wishes  to  express  his  deep  ap- 
precation. — Franklin  A.  Bryan,  M.D., 
Chairman 


Legislation 

Referred  to:  Ref.  Comm.  3 

ACTION: 


Your  Commission  on  Legislation  has 
been  quite  active  throughout  the  past 
year.  The  activity  seems  to  always  pick 
up  pace  when  the  Legislature  is  in  ses- 
sion. All  the  bills  that  had  an  impact  upon 
the  medical  profession  were  discussed  at 
length  at  a number  of  commission  meet- 
ings during  the  winter  and  spring. 

As  your  chairman,  I spent  a great  deal 
of  time  at  the  Legislature.  I had  an  op- 
portunity to  testify  at  the  Generic  Sub- 
stitution Reference  Committee  on  the 
House  side.  Through  the  efforts  of  your 
legislative  lobby,  Rick  King  and  myself, 
a Generic  Substitution  Bill  did  evolve  that 
contained  all  of  the  major  provisions  that 
the  commission  members  felt  were  im- 
portant for  protection  of  the  patient,  the 
physician,  and  the  pharmaceutical 
industry. 

The  Commission  on  Legislation  was  in- 
volved with  the  leadership  of  ISMA  by 
impacting  upon  a bill  that  would  have 
eliminated  a physician  from  being  com- 
missioner of  the  State  Board  of  Health. 
Final  provisions  of  the  bill  did  provide 
for  the  governor  to  appoint  the  commis- 
sioner, but  the  commissioner  must  be  a 
licensed  physician. 

Numerous  other  bills  were  followed 
and  lobbied  throughout  the  legislative  ses- 
sion. Licensing  of  athletic  trainers, 
physical  therapists,  and  other  paramedi- 
cal personnel  were  followed  quite  closely.  | 
Testimony  was  presented  on  numerous 
occasions  representing  ISMA’s  position. 

Another  exciting  event  has  occurred 
and  is  continuing  to  evolve  this  year.  The 
Commission  on  Legislation  has  met 
jointly  with  the  IMPAC  board.  A very 
comprehensive  program  is  being  estab- 
lished for  the  fall  of  1984.  We  have 
established  the  goal  of  visiting  every 
county  medical  society  from  September 
through  December  in  carrying  the 
message  for  not  only  the  Commission  on 
Legislation,  but  the  IMPAC  board.  It  is 
our  goal  to  have  a commission  member 
and  an  IMPAC  board  member  at  every 
county  meeting.  We  recognize  that  this 
is  quite  ambitious,  and  we  may  fall  short  | 
of  our  goal,  but  felt  that  it  was  import- 
ant to  set  our  standards  high.  We  will 
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continue  to  maintain  liaison  with  the 
1MPAC  board. — Edward  L.  Langston, 
M.D.,  Chairman 

Sports  Medicine 

Referred  to:  Ref.  Comm.  4 
ACTION: 

I am  pleased  to  report  that  the  ISMA 
Commission  on  Sports  Medicine  con- 
tinues to  progress  and,  in  1984,  we  have 
made  a significant  impact  upon  the 
medical  care  of  Indiana’s  athletes. 

The  following  summarizes  the  major 
highlights,  listed  in  the  order  of  their 
significance: 

1.  Elevation  of  the  commission  from 
an  ad  hoc  organization  to  a standing 
commission. 

2.  A definitive  statement  defining  the 
purpose  of  our  commission,  to  be  in- 
cluded in  the  ISMA  bylaws. 

3.  During  the  fall  football  heat  crisis 
of  August  1983,  the  commission  held 
emergency  meetings  and  passed  a set  of 
guidelines  to  reduce  further  heat-related 
illnesses.  The  IHSAA  instituted  our 
recommendations  with  a reduction  in  in- 
cidents. Furthermore,  we  were  able  to 
help  by  recommending  moving  back  the 
start  of  fall  football  in  order  to  avoid  the 
heat/humidity  problems.  By  1987,  we 
hope  to  have  football  moved  back  to  after 
September  1st,  to  avoid  heat  stress. 

4.  A panel  of  head  and  neck  specialists 

I recommended  guidelines  for  the  preven- 
tion and  treatment  of  head  and  neck  in- 
juries. These  suggested  guidelines  were 
distributed  to  team  physicians,  trainers 
and  coaches. 

5.  Our  recommendations  to  the 
IHSAA  to  discontinue  the  two-a-day 
basketball  tournament  format  was 
presented  to  the  IHSAA  governing  board 
and  they  have  elected  to  change  the 
regionals  and  sectionals  to  a Friday- 
Saturday  format,  but  not  the  semi-finals 
or  the  state  finals. 

6.  Our  commission  has  strongly 
recommended  implementing  a plan  to 
place  a trainer  in  every  high  school  by 
1990.  We  propose  setting  up  a postgrad- 
uate summer  program  for  a designated 
teacher  in  each  high  school  to  educate  this 
individual  on  training  techniques.  These 
teacher-athletic  trainers  (TATs)  would  be 
eligible  after  three  summers’  education, 


to  be  certified  as  trainers  and  would  be 
most  beneficial  in  caring  for  Indiana’s 
athletes.  We  propose  that  this  be  done 
through  the  Department  of  Public  In- 
struction; however,  we  have  not  yet  per- 
suaded Dr.  Negley  of  the  impact  that  this 
would  have  in  improving  the  “working” 
conditions  of  our  athletes.  We  will  be 
focusing  our  direction  to  proposing  legis- 
lation to  set  up  this  teaching  program. 
This  is  the  most  important  advancement 
the  ISMA  Commission  on  Sports  Medi- 
cine could  undertake — that  of  providing 
each  and  every  athlete  the  opportunity  to 
work  with  such  an  individual  in  prevent- 
ing injuries  and  medical  complications. 

7.  The  commission,  under  Dr.  Phil 
Eskew’s  leadership,  has  revised  the 
IHSAA  Physical  Form  to  update  the  con- 
traindications to  exercise  and  also  to 
streamline  the  forms.  Furthermore,  the 
commission  reiterated  the  position  that 
IHSAA  Physical  Exams  be  performed  by 
physicians  practicing  in  Indiana  with  an 
unlimited  license  to  practice  medicine. 

In  summary,  the  ISMA  Commission 
on  Sports  Medicine  is  progressing  toward 
our  goal — that  of  improving  the  medical 
care  of  our  Indiana  athletes  and  related 
personnel. 

We  feel  a great  advancement  in  the 
future  of  sports  medicine  in  Indiana 
would  be  the  inclusion  of  trainers  in  each 
participating  high  school.  Then,  we  would 
feel  we  have  reached  the  goal  we  set  out 
to  accomplish  two  years  ago. 

It  has  been  a great  honor  to  have  served 
as  chairman  these  past  two  years.  I will 
look  forward  to  helping  the  next  chair- 
man advance  these  goals. — Gary  L.  Prah, 
M.I).,  Chairman 

Public  Relations 

Referred  to:  Ref.  Comm.  5 
ACTION: 

The  past  year  has  seen  some  excep- 
tional developments  in  ISMA’s  external 
public  relations. 

Heartbeat,  the  13-segment  series  of 
half-hour  television  programs  sponsored 
by  the  Association,  was  aired  on  27  sta- 
tions throughout  the  nation,  including 
Public  Broadcasting  System  affiliates 
from  Florida  to  Alaska  and  Puerto  Rico 
to  Pennsylvania.  Last  spring,  Heartbeat 
was  honored  by  the  International  Asso- 


ciation of  Business  Communicators  with 
a first-place  award  in  the  Bronze  Quill 
Awards  Contest.  The  award  is  given  for 
the  best  communications  series  and 
Heartbeat  received  top  honors  in  the 
largest  contest  with  the  most  entrants  in 
the  history  of  the  competition. 

Through  the  Commission  on  Public 
Relations,  ISMA  is  taking  an  assertive, 
innovative  step  in  shaping  public  attitudes 
toward  physicians.  While  surveys  demon- 
strate that  patients  admire  and  are  satis- 
fied with  their  personal  physicians,  the 
public  attitude  toward  physicians  in 
general  is  not  so  positive  and  there  is 
evidence  that  negative  attitudes  and  dis- 
satisfaction are  increasing.  Because 
negative  public  attitudes  create  a climate 
which  facilitates  the  development  of  such 
programs  as  prospective  pricing,  DRGs, 
mandatory  assignment,  and  so  on,  the 
Commission  on  Public  Relations  has 
taken  steps  to  change  those  attitudes. 
With  approval  and  funding  through  the 
Board  of  Trustees,  the  commission  has 
contracted  with  Holden  & Co.,  a public 
relations  and  marketing  firm  specializing 
in  the  health  care  field,  to  launch  a 
statewide  public  information  and  educa- 
tion campaign.  Radio  and  newspapers 
advertisements  and  billboards  are  being 
utilized  throughout  the  state  to  carry  out 
the  goal  of  the  program — positioning  the 
physician  as  the  patient’s  advocate.  All 
materials  produced  by  Holden  & Co.  for 
the  campaign  are  reviewed  by  a specially 
designated  subcommittee  of  commission 
members. 

Ongoing  public  relations  programs 
such  as  Your  Hoosier  Doctor  Says,  the 
ISMA  health  tips  column  used  by 
newspapers  throughout  Indiana,  continue 
to  be  successful  components  of  our  com- 
munity relations.  The  commission  and 
PR  staff  have  also  been  the  liaison  for 
involvement  with  organizations  such  as 
the  American  Lung  Association,  Ameri- 
can Cancer  Society  and  the  Indiana 
Academy  of  Family  Physicians. 

Internal  communications — ISMA 
Reports  and  Siebenmorgen ’s  Notes — con- 
tinue to  keep  the  membership  informed 
of  events  of  interest  both  within  and  out- 
side of  the  Association. 

Once  again,  ISMA,  through  the  recom- 
mendation of  the  Commission  on  Public 
Relations,  contributed  $100  to  the  Na- 
tional Journalism  Center  to  help  train 
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responsible  journalists. 

Finally,  the  commission  selected  award 
winners  among  print  and  broadcast  en- 
tries in  the  annual  Journalism  Awards 
competition  as  well  as  selecting  a physi- 
cian to  be  honored  with  the  Physician 
Community  Service  Award. 

I’d  like  to  express  my  deep  apprecia- 
tion for  the  outstanding  cooperation  and 
efforts  of  each  member  of  the  Commis- 
sion on  Public  Relations  and  the  1SMA 
PR  staff  during  the  past  year. — John  V. 
Osborne,  M.D.,  Chairman 


Subcommission  on  Insurance 

Referred  to:  Ref.  Comm.  4 
ACTION: 

Members  of  the  Subcommission  on  In- 
surance met  on  Jan.  11,  1984  to  negotiate 
the  new  health  and  dental  insurance  con- 
tract for  ISMA  members  and  their  em- 
ployees, to  review  the  in-depth  claim  data 
provided  by  The  Lincoln,  make  recom- 
mended changes  to  the  program  which 
could  have  a beneficial  impact  on 
premium  stabilization  and  increase 
benefits  to  the  participants,  and  to  handle 
other  insurance-related  matters. 

Although  it  is  still  too  early  to  be  op- 
timistic about  the  changes  approved  by 
the  Board  of  Trustees  and  incorporated 
in  the  1984-85  health  insurance  program 
— insofar  as  premium  stabilization  is 
concerned — the  monthly  claim  expense 
report  for  April,  May  and  June  show  that 
we  have  been  below  our  monthly  dollar 
cap  allotted  to  pay  claims;  and  that  is  a 
good  sign. 

After  careful  review  of  all  the  data  pro- 
vided by  The  Lincoln,  the  subcommission 
recommended,  and  the  Board  approved, 
a six-month  rate  renewal  which  included 
a 33%  increase  for  Plan  1,  14%  increase 
for  Plan  2,  and  a 25%  increase  for  Plan 
3.  A new  Plan  4 comprehensive  major 
medical  with  a $2,000  deductible  (three 
per  family),  and  80%  coinsurance  to 
$10,000  ($30,000  maximum  per  family) 
per  year  was  also  approved.  Plan  4 rates 
were  set  at  24%  less  than  Plan  2 rates. 

The  reason  for  the  six-month  renewal 
was  the  Board  approved  going  to  age- 
banded  rates  starting  Oct.  1,  1984.  The 
subcommission  was  to  review  all  the  data 
and  negotiate  the  new  age-banded  rates 
on  July  25,  1984.  It  is  anticipated,  because 


of  the  current  claim  experience,  that  the 
rates  will  be  the  same  as  those  approved 
in  January  1984. 

Other  actions  taken  by  the  subcommis- 
sion, and  approved  by  the  Board,  aimed 
at  stabilizing  future  premium  increases 
were:  change  the  pre-existing  limitation 
to  read  maximum  $1,000  benefit  until  90 
days  without  care  or  treatment  or  24 
months  continuously  insured  for  all  new 
participants  in  the  health  insurance  pro- 
gram; change  the  eligibility  requirement 
for  future  participants  to  read,  medical 
evidence  of  insurability  required  on  all  in- 
dividuals and  all  groups  with  less  than  six 
lives;  and  that  medical  evidence  of  insur- 
ability be  required  of  any  individual  or 
group  with  less  than  six  lives  who  shift 
to  a more  liberal  plan. 

In  addition,  the  Board  approved  modi- 
fying the  mental  and  nervous  benefit  to 
read  42  days  maximum  hospital  confine- 
ment per  year,  92  professional  visits  per 
year  (42  in-hospital  and  50  out-patient), 
$6,000  maximum  payment  per  year  for 
professional  fees,  include  day/night  care 
plus  residential  treatment  services,  and 
continue  $50,000  lifetime  maximum  for 
professional  fees  only;  and  change  Plan 
2 and  Plan  3 benefits  to  include  100% 
payment  for  preadmission  testing  with  no 
deductible,  and  100%  payment  for  out- 
patient surgery,  no  deductible,  on  a list 
of  procedures  approved  by  ISMA. 
health  and  dental  coverage  to  the  surviv- 
ing spouse  of  a non-covered  member  with 
evidence  of  insurability,  and  approved  ex- 
tending coverage  for  disabled  and  retired 
employees  of  ISMA  members.  The  exten- 
sion of  benefit  for  disabled  employees  is: 
less  than  one  year  employment,  two 
months  extension;  one  to  two  years 
employment,  one  year  extension;  and 
more  than  two  years  employment,  two 
years  extension.  The  extension  of  benefit 
for  retired  employees  is:  age  55  with  15 
years  of  service,  extended  benefits  to  in- 
clude Medicare  supplement. 

The  subcommission  reviewed  Resolu- 
tion 83-25,  Disability  Insurance  Form,  at 
the  Board’s  request,  and  agreed  that  a 
disability  form  regarding  total  and  per- 
manent disability  should  provide  more 
work-related  information  for  the  attend- 
ing physician  to  answer  the  question  ap- 
propriately. Therefore,  the  subcommis- 


sion recommended,  and  the  Board 
agreed,  that  the  resolution  should  be  sent 
to  the  Health  Insurance  Association  of 
America  (HIAA)  and  to  the  ISMA  Busi- 
ness/Medicine Coalition  asking  for  their 
recommendations  on  how  this  could  be 
accomplished.  HIAA  sent  back  a current 
copy  of  its  disability  form  requesting 
ISMA’s  opinion  as  to  whether  or  not  it 
contained  enough  work-related  informa- 
tion to  satisfy  ISMA’s  resolution.  After 
reviewing  the  form,  the  subcommission 
sent  HIAA  a copy  of  the  form  it  received 
from  the  Fort  Wayne/Allen  County 
Business/Medicine  Coalition  suggesting 
that  it  would  make  a good  companion 
piece  or  addition  to  the  HIAA  form. 
HIAA  has  put  the  issue  of  modifying  its 
standard  claim  form  to  reflect  an 
employer  evaluation  of  other  jobs  an  in- 
dividual might  be  eligible  for  in  the  com- 
pany on  the  agenda  for  its  next  commit- 
tee meeting. 

Resolution  83-33,  Medical  Protective 
Company  (Denial  of  renewal  of  liability 
insurance  coverage)  was  also  given  to  the 
subcommission  for  action  by  the  Board. 
After  reviewing  the  resolution  the  sub- 
commission recommended,  and  the 
Board  approved,  sending  a letter  to  the 
Indiana  Insurance  Commissioner  request- 
ing his  opinion  as  to  whether  or  not  denial 
of  renewal  of  liability  insurance  coverage 
without  giving  a reason  is  a violation  of 
any  law,  rule  or  regulation.  The  response 
from  the  Insurance  Commissioner’s  of- 
fice was  that  a non-admitted  or  admitted 
insurer  writing  professional  liability 
coverages  in  this  state  may  refuse  to  renew 
a policy  without  giving  prior  notice  or 
reason  unless  the  contractual  terms  of  the 
policy  that  they  have  previously  issued 
state  otherwise. 

In  addition  to  negotiating  the  new  age- 
banded  rates  on  July  25,  the  members  of 
the  Subcommission  on  Insurance  will 
respond  to  The  Lincoln’s  request  for 
clarification  of  the  new  mental  and  ner- 
vous lifetime  maximum;  review  Lincoln  ! 
language  on  organ  transplants  for  pos- 
sible inclusion  in  the  ISMA  master  con- 
tract; and  review  the  Ontario  Medical 
Association  long-term  disability  insurance 
plan  for  possible  recommendation  to,  and 
duplication  by  American  Physicians  Life 
for  ISMA  members. 

The  subcommission  will  always  be 
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responsive  to  the  members’  needs  and  will 
continue  to  search  the  marketplace  for  the 
best  programs  available  to  meet  those 
needs. 

I want  to  thank  the  subcommission 
members  who  gave  generously  of  their 
time  and  efforts  and  the  ISMA  staff  for 
their  excellent  assistance. — John  Mac- 
Dougall,  M.D.,  Chairman 

Subcommission  members: 

Garry  Bolinger,  M.D. 

William  Cutshall,  M.D. 

John  Lanman,  M.D. 

Francis  Price,  Jr.,  M.D. 

Dwight  Schuster,  M.D. 

John  Thomas,  M.D. 

Physician  Impairment 

Referred  to:  Ref.  Comm.  3 
ACTION: 

The  Commission  on  Physician  Impair- 
ment matured  in  1983/84,  primarily  in  the 
clarification  of  our  role  in  Indiana 
medicine  and  in  expansion  of  the  numbers 
of  Indiana  physicians  knowledgeable 
about  the  general  identification  and 
management  of  impaired  colleagues. 

The  commission  was  very  much  in- 
volved in  the  formulation  of  a second  ef- 
fort at  rewriting  Medical  Licensing  Board 
regulations.  Fortunately,  the  new  regula- 
tions which  were  signed  into  law  by  the 
Governor  in  April  1984  create  a “diver- 
sionary path.”  An  Indiana  physician  suf- 
fering impairment  from  drugs,  psychiatric 
difficulties,  senility,  etc.,  may  seek  out 
and  volunteer  to  cooperate  with  a duly 
authorized  impaired  physician  commit- 
tee at  the  local  hospital,  county  society, 
or  ISMA  level,  and  as  long  as  he  is 
cooperating  fully  with  the  directives  of 
the  impaired  physician  group,  he  is  im- 
mune from  reporting  to  the  Medical 
Licensing  Board.  This  major  change 
creates  the  positive  situation  wherein  an 
impaired  physician  and/or  hospital  or 
colleagues  find  involvement  with  the  im- 
paired physician  process  to  be  preferable 
to  other  alternatives  of  management  of 
such  impairment. 

In  March  1984,  the  first  Indiana  Im- 
paired Physician  Commission-sponsored 
training  seminar  was  conducted,  with 
hree  national  speakers  including  Dr. 
illiam  Rial,  immediate  past  president 


of  the  AMA,  and  an  attendance  of  over 
100  members  of  the  ISMA.  The  nature 
of  physician  impairment,  its  identifica- 
tion and  management,  as  well  as  small 
group  training  in  confrontation  tech- 
niques, made  the  day  very  successful  from 
the  perspective  of  the  attendees.  In  the 
process,  the  awareness  of  Indiana  physi- 
cians of  both  impairment  and  its  manage- 
ment seems  to  have  significantly 
increased. 

The  commission  is  currently  working 
on  a new  effort  at  confidential  but  effec- 
tive record  keeping  of  impaired  physi- 
cians, in  part  to  prevent  “geographic 
cures”  of  impaired  physicians  moving 
from  one  location  to  another,  and  to 
allow  more  thorough  and  beneficial 
follow-up  to  impaired  colleagues. 

Overall,  the  activities  of  the  commis- 
sion seem  to  be  steadily  increasing,  with 
consistently  greater  numbers  of  physi- 
cians with  problems  coming  to  our  atten- 
tion. As  is  so  often  the  case  with  this  kind 
of  enterprise,  our  overall  observations  are 
that  work  has  just  begun. — Larry  M. 
Davis,  M.D.,  Chairman 


Medical  Services 

Referred  to:  Ref.  Comm.  4 
ACTION: 

The  business  of  the  ISMA  Commis- 
sion on  Medical  Services  involves  acting 
on  actions  mandated  by  the  ISMA  House 
of  Delegates  as  well  as  interim  issues 
referred  by  the  ISMA  Board  of  Trustees. 

During  fiscal  year  1983-1984,  the  Com- 
mission met  and  acted  on  Resolution 
83-1  (Foot  Surgery)  referred  by  the  ISMA 
House  of  Delegates.  The  Commission 
noted  that  the  Federal  Trade  Commis- 
sion has  placed  constraints  on  pro- 
fessional associations.  The  Commission 
is  therefore  acting  on  this  issue  in  a 
very  deliberate  fashion.  At  the  present 
time,  the  Commission  is  meeting  with 
ISMA  legal  counsel  in  an  attempt  to 
assure  quality  of  care  while  at  the  same 
time  avoiding  any  semblance  of  being 
in  restraint  of  trade. 

The  Commission  is  also  currently  in- 
volved in  studying  the  concept  of  ISMA 
establishing  a fee  review  council  to  assist 
county  medical  societies  in  local  fee 
review.  Since  this  is  another  legally  sen- 


sitive issue,  the  Commission  is  working 
closely  with  ISMA  legal  counsel  in  an 
attempt  to  develop  a legal  mechanism 
for  conducting  voluntary  fee  review.  Once 
these  issues  have  been  resolved,  appro- 
priate recommendations  will  be  made 
to  the  ISMA  Board  of  Trustees  and/or 
House  of  Delegates. — John  D.  Mac- 
Dougall,  M.D.,  Chairman 

Constitution  & Bylaws 

Referred  to:  Ref.  Comm.  2 

ACTION: 

The  Commission  on  Constitution  and 
Bylaws  has  met  twice  thus  far  in  1984. 
During  these  meetings  the  commission 
incorporated  all  bylaw  amendments  man- 
dated by  the  1983  House  of  Delegates 
into  our  current  document.  Again,  our 
commission  has  been  privileged  to  have 
total  participation  from  its  membership 
in  a most  active  and  efficient  manner. 

The  Commission  reviewed  the  Consti- 
tution and  Bylaws  of  the  Intern  and 
Medical  Resident  Society  and  made 
recommendations  to  the  Society  regarding 
clarification  of  same. 

The  Commission  is  submitting  resolu- 
tions calling  for  modifications  that  will 
assist  ISMA  commissions  and  committees 
in  their  activities.  Please  give  the  resolu- 
tions consideration  and  be  assured  that 
your  Commission  is  diligently  striving 
to  fulfill  its  responsibilities  as  charged 
in  the  bylaws. 

I wish  to  acknowledge  the  dedicated 
efforts  of  Ms.  Beckett  Shady-King  and 
Ron  Dyer,  ISMA  staff,  without  whose 
assistance  our  task  would  be  hopeless. — 

Lloyd  Hill,  M.D.,  Chairman 
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Committee  members  are  listed  on  p.  739. 

Future  Planning 

Referred  to:  Ref.  Comm.  5 
ACTION: 


I would  like  to  express  my  apprecia- 
tion to  the  members  of  my  committee  for 
their  excellent  attendance,  along  with  sup- 
port of  staff  which  has  been  quite  helpful 
and  informative.  I would  like  to  thank 
Dr.  Lukemeyer  for  challenging  our  com- 
mittee in  a number  of  important  areas  in- 
volving medicine  today. 

The  Future  Planning  Committee  has 
been  involved  in  several  areas.  One  has 
been  the  assessment  of  future  practice  en- 
vironment. We  have  spent  time  discuss- 
ing such  areas  as  the  New  Jersey  DRG 
experience  and  the  number  and  distribu- 
tion of  physicians  at  present  and  in  the 
future. 

We  spent  considerable  time  evaluating 
the  different  staff  responsibilities  and  the 
ISMA  budget.  After  considerable  evalua- 
tion, it  was  felt  that  certain  staff  changes 
would  be  indicated  and  job  descriptions 
somewhat  changed.  The  first  area  is  that 
of  the  field  representative  and  his  job 
description.  It  is  our  feeling  that  field 
representatives  are  somewhat  overbur- 
dened with  a number  of  areas,  that  their 
duties  should  be  more  specifically  defined 
and  that  this  should  be  especially  devoid 
of  time-consuming  legislative  activity.  We 
recommend  that  the  field  representatives 
be  involved  more  with  the  local  districts 
and  counties,  with  their  organization  and 
operation,  and  with  disseminating  infor- 
mation to  these  local  groups,  as  we  feel 
communication  is  the  most  important 
area.  Because  the  state,  at  times,  does 
poorly  communicate  to  its  members,  we 
feel  that  field  staff  activity  involved  in 
this  area  is  quite  important.  Thus,  we  will 
maintain  our  two  field  representatives, 
but  their  involvement  will  be  more  in  the 
local  societies. 

We  also  looked  at  the  need  for  expand- 
ing our  legislative  staff,  as  we  feel  that 
legislation  over  the  next  one  to  two 
decades  is  going  to  be  extremely  impor- 
tant and  many  laws  will  be  put  into  ef- 
fect involving  the  practice  of  medicine. 
We  feel  that  we  should  be  involved  in 
preventing  many  of  these  laws  that  will 
be  not  only  adverse  to  physicians,  but 


adverse  to  our  patients.  Thus,  we  recom- 
mended that  additional  legislative  staff 
be  added.  This  was  supported  and  two 
additional  members  will  be  involved  in 
legislation  drafting,  etc. 

It  was  also  felt  that  much  of  what 
physicians  do  is  not  always  imparted  to 
our  patients.  We  feel  that  further 
strengthening  of  our  public  relations  staff 
is  important  so  we  have  recommended  the 
employment  of  an  additional  staff 
member. 

We  were  also  asked  to  evaluate  the  dues 
structure.  It  became  quite  obvious  that 
a dues  increase  is  necessary,  as  the  ex- 
penses of  operating  the  organization  have 
increased  considerably  over  the  last  eight 
to  nine  years  and  there  has  been  no  dues 
increase  since  1975.  The  need  for  a dues 
increase  was  evaluated  in  detail  and 
recommendations  were  made  to  the 
Board  to  have  a dues  increase  in  the  next 
year  to  help  improve  our  deficit  budget. 

As  far  as  future  involvement  for  the 
committee,  we  have  two  areas  in  par- 
ticular that  we  will  be  addressing.  One 
will  be  the  district  meetings  and  their  suc- 
cess. It  has  been  noted  in  the  last  four 
to  five  years  that  attendance  at  district 
meetings  has  been  down  and,  in  many  in- 
stances, that  most  of  the  physicians  in  at- 
tendance are  officers  from  the  Indiana 
State  Medical  Association.  A smaller 
number  are  the  local  physicians.  The 
Future  Planning  Committee  will  study  the 
structure  of  the  district  meetings  and 
make  recommendations  to  the  Board  as 
to  whether  they  be  continued  in  the  same 
pattern,  or  if  necessary  changes  need  to 
be  made  to  improve  the  effectiveness  of 
these  meetings. 

The  committee  also  has  been  studying 
future  office  space  options;  a subcommit- 
tee has  been  appointed  and  is  currently 
studying  this  particular  problem.  Office 
space  has  been  in  the  process  of  being 
evaluated  for  the  last  eight  to  10  years 
and,  up  to  this  date,  no  concrete  recom- 
mendation can  be  made  to  the  Board.  We 
hope  that  our  committee  will  have  some 
type  of  recommendation  by  the  end  of 
this  year  for  future  space  options. 

Again,  I would  like  to  express  my  ap- 
preciation to  the  committee  and  staff  for 
their  support  thus  far  for  the  Future  Plan- 
ning Committee. — William  C.  VanNess 
II,  M.D.,  Chairman 


Grievance 

Referred  to:  Ref.  Comm.  5 
ACTION: 


The  Grievance  Committee  met  during 
1984  and  reviewed  approximately  10 
cases,  several  of  which  are  still  pending. 

As  usual,  the  lack  of  good  patient  com- 
munication has  been  the  source  of  most 
of  the  complaints  that  the  committee  has 
received.  As  chairman,  1 wish  to  thank 
the  two  other  members  of  the  committee 
for  their  attendance  and  valuable  assist- 
ance during  the  year. — G.  Beach  Gatt- 
man,  M.D.,  Chairman 


Medical  Education  Fund 

Referred  to:  Ref.  Comm.  4 
ACTION: 


Representatives  from  the  Trust  Depart- 
ment of  the  American  Fletcher  National 
Bank,  Mr.  Fran  Brezette  and  Mr.  Larry 
Cole,  met  with  the  Indiana  Medical 
Education  Fund  Committee  in  May  1984. 
A review  of  the  portfolio’s  performance 
was  presented.  It  was  estimated  that  the 
portfolio  could  double  in  value  within  six 
years,  assuming  12%  interest  and  ex- 
cluding contributions  and  distributions. 

The  AMA-ERF  provided  $74,375.89 
for  the  Indiana  University  School  of 
Medicine  in  1984.  Prior  contributions 
have  been:  1983— $66,489.88,  1982 — 
$59,372.97,  1981 — $55,556.83,  1980 — 
$48,476. 18. 

Distributions  made  to  the  Indiana 
University  School  of  Medicine  for  1983 
and  1984  provided  funding  for  the 
Research  Scholars  program  and  the 
Research  Fellowship  program. 

The  committee  again  wishes  to 
acknowledge  the  fine  work  of  the  Aux- 
iliary in  raising  money  for  this  fund. 


Fund  Balance:  7-1-83 

1983  Distribution  to  Indiana 

$534,110.30 

University  School  of  Medicine 
1984  Distribution  to  Indiana 

( - 60,000.00) 

University  School  of  Medicine 

(-60,000.00) 

AMA-ERF  Contribution.  . . 
James  A.  Harshman,  M.D. 

74,375.89 

Memorial  Fund 

2,245.00 

Trustee  Fees 

(-2,000.51) 

Interest  Income 

39,274.16 

Net  Realized  Gains 

44.19 

Fund  Balance:  6-30-84 

$528,049.03 

— John  W.  Beeler,  M.D., 

Chairman 

«i» 
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Reduce  Drunk  Driving 

Referred  to:  Ref.  Comm.  5 
ACTION: 

Resolution  83-3,  passed  by  the  1983 
House  of  Delegates,  created  an  ISMA 
Reduce  Drunk  Driving  Committee.  The 
established  goal  of  the  committee  is  to 
reduce  deaths  and  injuries  due  to  drunk 
driving  by  50%  during  the  next  five  years 
and  by  an  additional  25%  during  the 
following  five  years.  The  committee  was 
recognized  for  its  efforts  in  working 
toward  this  goal  in  the  Dec.  2,  1983  issue 
of  the  American  Medical  News. 

The  committee  has  worked  closely  with 
the  Governor’s  Task  Force  to  Reduce 
Drunk  Driving  in  accomplishing  this  goal. 
Mr.  Stephen  Goldsmith,  chairman  of  the 
Task  Force,  recently  stated,  “I  think  the 
teamwork  between  the  Medical  Associa- 
tion and  law  enforcement  authorities  has 
been,  in  part,  directly  responsible  for  the 
reduced  number  of  deaths  and  injuries 
from  drunk  drivers.” 

The  Reduce  Drunk  Driving  Commit- 
tee currently  is  diligently  seeking  funding 
in  order  to  wage  a statewide  television 
blitz  against  drunk  driving.  It  is  planned 
that  these  commercials  will  be  aimed  at 
all  ages  of  drivers.  Additionally,  the 
chairman  of  the  committee  participated 
with  Governor  Robert  Orr  and  Senator 
Dan  Quayle  in  the  Hoosiers  Against 
Drunk  Driving  Conference  held  in  Indi- 
anapolis, Aug.  31 -Sept.  1,  1984.  Accord- 
ing to  Governor  Orr,  “HADD  will  launch 
a model  statewide  thrust  for  high  school 
students  and  adults  who  wish  to  prevent 
drunk  driving  and  we  believe  it  will  be 
the  first  effort  of  this  kind  held  in  the 
nation.” 

1 wish  to  express  my  appreciation  to 
the  many  individuals  who  have  contri- 
buted their  expertise  in  addition  to  the 
dedication  of  the  committee  members  in 
an  effort  to  accomplish  our  goal. — 
Michael  B.  DuBois,  M.D.,  Chairman 


Ad  Hoc  Malpractice 
Advisory  Committee 

Referred  to:  Ref.  Comm.  4 
ACTION: 

The  Ad  Hoc  Advisory  Malpractice 
Committee  met  on  several  occasions  dur- 


ing 1984  and  monitored  closely  the 
legislative  efforts  during  the  1984  session 
of  the  Indiana  State  Legislature. 

Meetings  with  the  Insurance  Commis- 
sioner of  the  State  of  Indiana  and  both 
defense  and  plaintiff  attorneys  have  con- 
firmed the  fact  that  the  Patients  Compen- 
sation Fund  established  under  the  Mal- 
practice Act  has  been  invaded  for  sums 
of  money  to  pay  claims  to  an  extent  which 
had  not  been  anticipated.  This  has 
seriously  jeopardized  the  integrity  of  the 
Patients  Compensation  Fund  and  neces- 
sitated a 50%  surcharge  on  malpractice 
premiums  to  prevent  the  fund  from 
becoming  financially  insolvent. 

Various  methods  have  been  discussed 
to  protect  the  essential  features  of  the 
Malpractice  Act  and  the  fiscal  responsi- 
bility of  the  Patients  Compensation  Fund. 
Ongoing  conferences  with  the  insurance 
industry,  the  Insurance  Commissioner, 
the  legal  profession  and  the  medical  pro- 
fession will  hopefully  lead  to  a consen- 
sus about  what  actions  can  be  taken  to 
retain  the  necessary  features  of  the 
Malpractice  Act.  Such  recommendations 
will  be  passed  on  to  the  president  and 
Board  of  the  Indiana  State  Medical  Asso- 
ciation for  their  consideration  and  action. 
If  adopted  by  the  ISMA  as  official 
policies,  these  views  will  be  presented  to 
the  Legislative  Commission  established  by 
the  last  legislature. — J.  William  Wright 
Jr.,  M.D.,  Chairman 

Ad  Hoc  Committee  on  Student 
Representation  in  the 
House  of  Delegates 

Referred  to:  Ref.  Comm.  2 
ACTION: 

In  1983,  the  convention  charged  that 
a recommendation  be  made  in  1984  re- 
garding student  representation  (number 
of  delegates)  in  the  ISMA  House  of 
Delegates.  A committee  representing  the 
ISMA  leadership,  students  and  various 
geographical  locales  of  Indiana  was 
named  by  the  ISMA  president,  Dr. 
George  Lukemeyer.  In  initial  committee 
meetings,  it  became  readily  apparent  that 
a more  crucial  issue  existed  than  even  stu- 
dent representation  with  the  House  of 
Delegates — that  being  lack  of  a formally 
organized  student  constituency  group.  In 
this  regard,  the  committee,  through  aid 


of  the  ISMA  staff,  reviewed  organiza- 
tional charters  and  numerical  represen- 
tation of  student  societies  in  other  state 
associations.  The  ad  hoc  ISMA  commit- 
tee met  with  ISMA  student  representa- 
tives and  student  government  representa- 
tives in  this  regard  on  several  occasions. 

Currently,  the  medical  student  govern- 
ment and  the  ISMA  student  representa- 
tives have  formed  a task  force  to  formally 
establish  an  ISMA  student  organization 
which  will  be  representative  of  all  student 
ISMA  members.  Technical  assistance  and 
advisory  consultation  will  be  provided  by 
the  ISMA  staff  and  the  ad  hoc  commit- 
tee. The  student  task  force  recommenda- 
tion will  be  reviewed  by  the  Indiana 
University  School  of  Medicine  student 
government  and  presented  to  the  ad  hoc 
ISMA  committee  this  fall.  At  that  time, 
the  ad  hoc  committee  will  analyze  all 
material  presented  and  make  its  final 
recommendations  to  the  House. — 
William  H.  Beeson,  M.D.,  Chairman 

Ad  Hoc  Geriatrics 
Committee 

Referred  to:  Ref.  Comm.  5 
ACTION: 

The  ad  hoc  Geriatrics  Committee,  ap- 
pointed in  February  1984,  met  once  so 
far  in  1984  to  discuss  medical  care  for  the 
aged  and  how  to  establish  better  com- 
munications with  senior  citizens. 

Resolution  83-31,  Physician  Patient 
Visits  at  Nursing  Homes  Conflicting  with 
Inspection  Protocol  at  the  State  Board  of 
Health,  Medicare,  and  Medicaid  Inspec- 
tion Teams;  Resolution  83-35,  Alterna- 
tives to  Nursing  Home  Care;  and  Resolu- 
tion 83-36,  State  Board  of  Health  Regula- 
tions on  Nursing  Homes;  were  reviewed 
by  the  ad  hoc  Geriatrics  Committee  at  the 
Board  of  Trustees’  request. 

After  reviewing  Resolution  83-31,  it 
was  pointed  out  that  the  Indiana  State 
Board  of  Health  is  not  in  a position,  nor 
does  it  have  the  authority,  to  make 
changes  in  the  certification  process  as 
called  for  by  this  resolution.  Therefore, 
the  ad  hoc  committee  sees  no  resolution 
to  this  problem  at  this  time,  and  hopes 
the  study  by  the  Institute  of  Medicine  will 
give  some  insight  and  guidance  to  this 
area  of  conflict  between  state  and  federal 
regulations. 
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Reports  of  Committees 


The  committee  reported  to  the  Board 
of  Trustees  that  it  felt  the  Department  of 
Public  Welfare  action  requiring  pre- 
admission screening  for  patients  entering 
nursing  homes  to  determine  if  such  place- 
ment was  medically  necessary  satisfied  the 
major  concern  of  Resolution  83-35.  How- 
ever, the  committee  has  some  special  con- 
cerns about  the  quality  and  cost  effec- 
tiveness of  home  health  care  and  fears 
that  the  public  may  bear  the  burden  of 
this  expense.  They  also  fear  that  the 
Diagnosis  Related  Groups  (DRGs),  which 
limit  the  patient’s  time  in  the  hospital, 
will  eventually  work  their  way  into  the 
nursing  homes  and  result  in  premature 
movement  of  patients  out  of  nursing 
homes  and  into  home  health  care  or 
custodial  care.  The  committee  feels  that 


the  first  priority  of  any  determination  of 
need  program  should  go  to  existing  agen- 
cies supplying  home  health  care  service. 

The  committee  agreed  with  the  intent 
of  Resolution  83-36,  presented  to  the 
ISMA  House  of  Delegates  by  the  DeKalb 
County  Medical  Society,  but  noted  the 
law  regarding  sanctions  and  fines  is  not 
subject  to  change  by  rule  or  regulation 
of  the  Health  Facilities  Council.  The  com- 
mittee believes  the  new  regulations  will 
respond  to  this  resolution,  but  sent  a copy 
to  the  DeKalb  County  Medical  Society  for 
their  review  and  comments. 

Report  D of  the  AMA  Board  of 
Trustees,  Health  Care  for  an  Aged  Popu- 
lation, was  discussed,  along  with  the  need 
for  better  communications  with  senior 
citizens.  The  committee  recommended 


that  the  ISMA  president  send  a letter  to 
the  county  medical  society  presidents  ask- 
ing them  to  designate  one  or  two  physi- 
cian members  from  their  society  who 
would  be  willing  to  meet  with  senior 
citizen  groups  in  their  area  to  discuss  such 
topics  as  cost  of  medical  care,  rationing 
of  medical  care,  DRGs,  and  other  medical 
related  topics. 

In  addition,  the  committee  is  setting  up 
a meeting  with  Maurice  Endwright,  presi- 
dent of  the  Indiana  Federation  of  Older 
Hoosiers,  and  other  key  contacts  from 
this  group  to  discuss  and  exchange  ideas 
related  to  geriatrics  and  the  above  topics. 

I wish  to  thank  members  of  the  ad  hoc 
Geriatrics  Committee  for  taking  their 
time  to  review  these  issues. — Bill  L. 
Martz,  M.D.,  Chairman 
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Presidents  of  ISMA  Since 
Its  Organization 


Medical  Convention 

‘Livingston  Dunlap,  Indianapolis 

Medical  Society 

‘William  T.S,  Cornett,  Versailles 

‘Ashahel  Clapp,  New  Albany 

‘George  W.  Mears,  Indianapolis  

‘Jeremiah  H.  Brower,  Lawrenceburg 

‘Elizur  H.  Deming,  Lafayette 

‘Madison  J.  Bray,  Evansville 

‘William  Lomax,  Marion 

‘Daniel  Meeker,  LaPorte 

‘Talbot  Bullard,  Indianapolis 

♦Nathan  Johnson,  Cambridge  City  

‘David  Hutchinson,  Mooresville 
‘Benjamin  S.  Woodworth,  Ft.  Wayne  . . 

‘Theophilus  Parvin,  Indianapolis 

‘James  F.  Hibberd,  Richmond 

‘John  Sloan,  New  Albany 

‘John  Moffett  (acting),  Rushville 

♦Samuel  L.  Linton,  Columbus 

♦Wilson  Lockhart  (acting),  Danville 

‘Myron  H.  Harding,  Lawrenceburg 

‘Vierling  Kersey,  Richmond 

‘John  S.  Bobbs,  Indianapolis 

‘Nathaniel  Field,  Jeffersonville 

‘George  Sutton,  Aurora 

‘Robert  N.  Todd,  Indianapolis 

‘Henry  P.  Ayres,  Ft.  Wayne 

‘Joel  Pennington,  Milton 

‘Isaac  Casselberry,  Evansville 

‘Wilson  Hobbs  (acting),  Knightstown  . . . 
‘Richard  E.  Houghton,  Richmond 

•John  H.  Helm,  Peru 

‘Samuel  S.  Boyd,  Dublin 

‘Luther  D.  Waterman,  Indianapolis 

•Louis  Humphreys,  South  Bend 

‘Benji.  Newland  (acting),  Bedford  (v.p.) 

‘Jacob  R.  Weist,  Richmond  

‘Thomas  B.  Harvey,  Indianapolis  

‘Marshall  Sexton,  Rushville 

‘William  H.  Bell,  Logansport 

‘Samuel  E.  Mumford,  Princeton 

‘James  H.  Woodburn,  Indianapolis 

‘James  S.  Gregg,  Ft.  Wayne 

‘General  W.  H.  Kemper,  Muncie 

‘Samuel  H.  Charlton,  Seymour  

‘William  H.  Wishard,  Indianapolis 

•James  D.  Gatch,  Lawrenceburg  

‘Gonsolvo  C.  Smythe,  Greencastle 

‘Edwin  Walker,  Evansville 

‘George  F.  Beasley,  Lafayette 

‘Charles  A.  Daugherty,  South  Bend 

‘Elijah  S.  Elder,  Indianapolis 

‘Charles  S.  Bond  (acting),  Richmond 

‘Miles  F.  Porter,  Ft.  Wayne 

‘James  H.  Ford,  Wabash 

‘William  N.  Wishard,  Indianapolis 

‘John  C.  Sexton,  Rushville 
‘Walker  Schell,  Terre  Haute 
‘George  W.  McCaskey,  Ft.  Wayne 
‘Alembert  W.  Brayton,  Indianapolis 

‘John  B.  Berteling,  South  Bend 

‘Jonas  Stewart,  Anderson 

‘George  T.  MacCoy,  Columbus 

•George  H.  Grant,  Richmond 

‘George  J.  Cook,  Indianapolis 

‘David  C.  Peyton,  Jeffersonville  

♦George  D.  Kahlo,  French  Lick 

‘Thomas  C.  Kennedy,  Shelbyville  

‘Frederick  C.  Heath,  Indianapolis 

•William  F.  Howat,  Hammond  
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‘A.  C.  Kimberlin,  Indianapolis 

•John  P.  Salb,  Jasper 

‘Frank  B.  Wynn,  Indianapolis 

‘George  F.  Keiper,  Lafayette  

♦John  H.  Oliver,  Indianapolis 

•Joseph  Rilus  Eastman,  Indianapolis.. 
‘William  H.  Stemm,  North  Vernon  . . . 
‘Charles  H.  McCully,  Logansport 

‘David  Ross,  Indianapolis 

‘William  R.  Davidson,  Evansville  . . . 

‘Charles  H.  Good,  Huntington 

‘Samuel  E.  Earp,  Indianapolis 

‘Eldridge  M.  Shanklin,  Hammond.  . . 

Medical  Association 

‘Charles  N.  Combs,  Terre  Haute 

‘Frank  W.  Cregor,  Indianapolis 

‘George  R.  Daniels,  Marion 

‘Charles  E.  Gillespie,  Seymour 

‘Angus  C.  McDonald,  Warsaw 

‘Alois  B.  Graham,  Indianapolis 

‘Franklin  S.  Crockett,  Lafayette  

‘Joseph  H.  Weinstein,  Terre  Haute  . . . 

‘Everett  E.  Padgett,  Indianapolis 

‘Walter  J.  Leach,  New  Albany 

‘Roscoe  L.  Sensenich,  South  Bend 

‘Edmund  D.  Clark,  Indianapolis 

‘Herman  M.  Baker,  Evansville 

‘Edmund  M.  Van  Buskirk,  Ft.  Wayne 

‘Karl  R.  Ruddell,  Indianapolis 

‘Albert  M.  Mitchell,  Terre  Haute 

‘Maynard  A.  Austin,  Anderson 

‘Carl  H.  McCaskey,  Indianapolis 

♦Jacob  T.  Oliphant,  Farmerburg  

‘Nelson  K.  Forster,  Hammond 

‘Jesse  E.  Ferrell,  Fortville 

‘Floyd  T.  Romberger,  Lafayette 

‘Cleon  A.  Nafe,  Indianapolis 

‘Augustus  P.  Hauss,  New  Albany 
‘C.  S.  Black,  Warren 

‘Alfred  Ellison,  South  Bend 

*J.  William  Wright,  Indianapolis 

•Paul  D.  Crimm,  Evansville  

*Wm.  Harry  Howard,  Hammond 

‘Walter  L.  Portteus,  Franklin 

‘Walter  U.  Kennedy,  New  Castle 

‘Elton  R.  Clarke,  Kokomo 
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Kenneth  L.  Olson,  South  Bend 

‘Earl  W.  Mericle,  Indianapolis 
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James  H.  Gosman,  Indianapolis 

Joe  Dukes,  Dugger  
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Vincent  J.  Santare,  Munster  

John  W.  Beeler,  Indianapolis 

‘Eli  Goodman,  Charlestown 

•James  A.  Harshman,  Kokomo 

Arvine  G.  Popplewell,  Indianapolis  . . 

Alvin  J.  Haley,  Carmel 

Martin  J.  O’Neill,  Valparaiso 

John  A.  Knote,  Lafayette  

George  T.  Lukemeyer,  Indianapolis 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 
THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving.” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


y 

V-  V V 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 
Indianapolis  (317)  872-8013 
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BALANCED 
CALCIUM  CHAT 
BLOCKADI 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  ( classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  ah  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  ah  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


DESCRIPTION 

CARDIZEM"  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically 
diltiazem  hydrochloride  is  1 ,5-Benzothiazepin*4(5H)one,3-(acetylO)(y) 
-5-[2-(dimethylammo)ethyl]-2,3-dihydro-2-(4  methoxyphenyl)-, 
monohydrochloride, (+)  -cis  The  chemical  structure  is; 
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Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a hitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ot  450  98  Each  tablet  ot  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  he  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2,  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  ot  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and.  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  ot  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  ol  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  ot  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxm,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3 5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  ol 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  Irom  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  Irequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  ot  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  ol 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  ot  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  (unction  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes, 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are;  edema  (2.4%), 


cardizem 

(dilfazem  HCI) 

*0  my  and  60  inj(  lahlcLs 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1 
asthenia  (1.2%),  AV  block  (11%)  In  addition,  the  following  ev 
were  reported  infrequently  (less  than  1%)  with  the  order  ot  presr 
lion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  brad 
dia,  palpitations,  congestive  heart  fai 
syncope 

Paresthesia,  nervousness,  somnole 
tremor,  insomnia,  hallucinations,  and  amn 
Constipation,  dyspepsia,  diarrhea,  void 
mild  elevations  of  alkaline  phosphatase,  S 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensi 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal’s  angina  experiencing  episod 
vasospastic  angina  developed  periods  of  transient  asympto 
asystole  approximately  five  hours  after  receiving  a single  E 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  l 
quently  in  patients  receiving  CARDIZEM  erythema  multiformr  [ 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase, : I 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  be  i 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established  n 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  li  1 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toll  j 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggi  i 
response,  appropriate  supportive  measures  should  be  emplo  i 
addition  to  gastric  lavage.  The  following  measures  may  be  consi  1 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  It  ■ 
is  no  response  to  vagal  blockade,  adm  j 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  lv| 
degree  AV  block  should  be  treated  wr  n 
diac  pacing. 

Administer  inotropic  agents  (isoprott  « 
dopamine,  or  dobutamine)  and  diuretic:  J 
Vasopressors  (eg.  dopamine  or  levari  nlj 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  Ha 
clinical  situation  and  the  judgment  and  experience  of  the  t g 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  4 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LI  8 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  ‘8 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethal  m 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  iu 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  ass  el 
with  toxicity. 

DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  M 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  tr  » 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  p 1st 
needs  Starting  with  30  mg  four  times  daily,  before  meals  ! 8 
bedtime,  dosage  should  be  increased  gradually  (given  in  lei 
doses  three  or  four  times  daily)  at  one-  to  two-day  intern;  m 
optimum  response  is  obtained.  Although  individual  patier  id 
respond  to  any  dosage  level,  the  average  optimum  dosag-  m 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  r a# 
mg  dosage  requirements  in  patients  with  impaired  renal  or:  ril 
function.  If  the  drug  must  be  used  in  such  patients,  titration  s dhl 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abo  Me. 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  t fell 
coadministered  with  short-  and  long-acting  nitrates,  I *8 
have  been  no  controlled  studies  to  evaluate  the  an  tins 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS. 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  If  iNjj 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  1 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARIO 
side  and  1771  engraved  on  the  other  CARDIZEM  60-m  lore# 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  a ! U8 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Ea>  M 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  Jtlnf 
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Secy;  Cherryl  G.  Friedman,  Noblesville 
RADIOLOGY 

Chmn:  Patrick  Dolan,  Indianapolis 

Secy:  Richard  L.  Pitman,  Columbus 

SURGERY 

Chmn:  John  D.  Pulcini,  Evansville 

Secy:  Ted  W.  Grisell,  Indianapolis 

UROLOGY 
Chmn: 

Secy: 


ISMA  KEY  STAFF  PERSONNEL 

Donald  Foy — Executive  Director 
Kenneth  Bush — Asst  Exec  Director 
Michael  Huntley — Special  Assistant 
Richard  King — Attorney 
Ronald  Dyer — Attorney 
Bob  Sullivan — P.R.,  Insurance 
John  Wilson — Accountant 
Howard  Grindstaff — Field  Services 
Sara  Klein — Field  Services 

Mary  Alice  Cary — Executive  Asst.,  House  of 
Delegates 

Rosanna  Her — Membership,  Auxiliary 
Beckett  Shady-King — CME,  Travel, 

Commissions  and  Committees,  House  of  Delegates 


Indiana  Medicine 


737 


Commissions 


CONSTITUTION  & BYLAWS 

Dist. 

1 — Ray  Buenikel,  Evansville 

2 — Frederick  H.  Buehl,  Evansville 

3 — Donald  Kerr,  Bedford 

4 — Ronald  L.  Myers,  Lawrenceburg 

5—  William  Strecker,  Terre  Haute 

6 — James  Swonder,  Richmond 

7 — Loren  H.  Martin,  Indianapolis 

7 — Lester  H.  Hoyt,  Indianapolis 

8 — E.  Drew  Carrel,  Anderson 

9 — Gilbert  Gutwein,  Lafayette 
10 — Frank  Sturdevant,  Valparaiso 
11  * Lloyd  Hill,  Peru 

12 — Fred  Dahling,  New  Haven 

13 — Steven  Yoder,  Syracuse 

AL — Helen  Czenkusch,  Indianapolis 
AL — Richard  Schaphorst,  Mishawaka 
AL — Paul  Wenzler,  Bloomington 

CONVENTION  ARRANGEMENTS 
Dist. 

1 — Albert  Ritz,  Evansville 

2 — Steven  Lewallen,  Bloomington 

3 — Donald  D.  Donner,  Bedford 

4 — John  Hossler,  Madison 

5 — James  F.  Swaim,  Rockville 

6 — James  Johnson,  Richmond 

7 — Leo  J.  McCarthy,  Indianapolis 

7 — Bernard  J.  Emkes,  Indianapolis 

8 — Arthur  Jay,  Parker 

9 — Barbara  Bourland,  Lafayette 

10 — Nicholas  Polite,  Whiting 

11 — Jack  Higgins,  Kokomo 

12 — John  Wallace,  Fort  Wayne 

13 — John  O.  Hildebrand,  South  Bend 
AL — Stanley  Chernish,  Indianapolis 
AL*  Garry  Bolinger,  Indianapolis 

AL — Franklin  Bryan,  Fort  Wayne 

LEGISLATION 

Dist. 

1 — Bryant  Bloss,  Evansville 

2 — John  Pless,  Bloomington 

3 — William  M.  Scott,  Scottsburg 

4 — Edward  Probst,  Columbus 

5 — Enrico  1.  Garcia,  Terre  Haute 

6— 

7 — Arvine  Popplewell,  Indianapolis 

7 — William  Dugan,  Indianapolis 

8 — Jack  Walker,  Muncie 

9 — Ben  H.  Park,  Lebanon 

10 — Mitchell  E.  Goldenberg,  Munster 

11 — Tom  Scherschel,  Kokomo 

12 — Fred  Dahling,  New  Haven 

13 — David  Clayton,  South  Bend 
AL*  Edward  Langston,  Flora 

AL — Rex  Wieland,  North  Manchester 
AL — Paul  Wenzler,  Bloomington 

MEDICAL  SERVICES 

Dist. 

1 — L.  Ray  Stewart,  Evansville 

2 — Thomas  M.  Turner,  Vincennes 

3 — Wallace  Johnson,  Bedford 

4 — Donald  Moore,  Columbus 

5 — Ludimere  Lenyo,  Terre  Haute 

6 — Ordonio  Reyes,  Rushville 

7 * John  D.  MacDougall,  Indianapolis 

7 — William  H.  Beeson,  Westfield 

8 — John  Tharp,  Muncie 


•INDICATES  CHAIRMAN 


9 —  Carl  B.  Howland,  Crawfordsville 

10 —  ■ Creighton  Rawlings,  Munster 

11 — Joseph  B.  Davis,  Marion 

12—  Charles  Aust,  Fort  Wayne 

13 — Alfred  C.  Cox,  South  Bend 
AL — Hugh  Thatcher,  Indianapolis 
AL — Dwight  Schuster,  Indianapolis 
AL — H.  Marshall  Trusler,  Indianapolis 

MEDICAL  EDUCATION 
Dist. 

1 — Wallace  Adye,  Evansville 

2 — Alan  Stewart,  Vincennes 

3 — Olegario  Ignacio,  Jeffersonville 

4 — Brockton  Weisenberger,  Columbus 

5 — Renate  Justin,  Terre  Haute 

6 — James  Lewis,  Richmond 

7 — Stephen  Jay,  Indianapolis 

7 — Glenn  Bingle,  Indianapolis 

8 — R.  Kelly  Chambers,  Anderson 

9 — Stephen  D.  Tharp,  Frankfort 

10 — Alexander  A.  Sterner,  Munster 

11 — Shokri  Radpour,  Kokomo 

12  * Franklin  A.  Bryan,  Fort  Wayne 
13 — Donald  Olson,  South  Bend 
AL — Robert  Fenstermacher,  South  Bend 
AL — Eugene  Gillum,  Portland 
AL — James  E.  Carter,  Indianapolis 

SUB-COMMISSION  ON  ACCREDITATION 

Indiana  Society  of  Anesthesiologists 
Barry  Glazer,  Zionsville 
Association  of  Indiana  Directors  of  Medical 
Education 

Glenn  Baird,  Evansville 
Indiana  Hospital  Association 
Glenn  Bingle,  Indianapolis 
Indiana  Society  of  Internal  Medicine 
Stanley  Chernish,  Indianapolis 
Indiana  OB-GYN  Society 
John  Stanley,  Muncie 
American  Academy  of  Ophthalmology 
Elizabeth  Sowa,  Evansville 
Indiana  Orthopaedic  Society 
Wade  Rademacher,  Beech  Grove 
Indiana  Academy  of  Otolaryngology 
Richard  Kurtz,  Indianapolis 
Indiana  Association  of  Pathologists 
F.  Donald  McGovern,  Indianapolis 
American  Academy  of  Pediatrics 
Helen  Czenkusch,  Speedway 
Indiana  Psychiatric  Society 
Alan  D.  Schmetzer,  Indianapolis 
Indiana  Roentgen  Society 
Heun  Yune,  Indianapolis 
American  College  of  Surgeons 
Arnold  W.  Kunkler,  Terre  Haute 
International  College  of  Surgeons 
Thomas  Antalik,  Muncie 
Indiana  State  Urological  Society 
James  Lingeman,  Indianapolis 
Indiana  Academy  of  Family  Practice 
•Eugene  Gillum,  Portland 

PHYSICIAN  IMPAIRMENT 

Dist. 

1 — Douglas  Offutt,  Evansville 

2 — Donald  Snider,  Vincennes 

3 — Cesar  Archangel,  Jeffersonville 

4 — George  Alcorn,  Madison 

5 — Joseph  Selliken,  Terre  Haute 

6 — Clarence  G.  Clarkson,  Richmond 

7 — Tom  Lunsford,  Indianapolis 


7 — Thomas  Moran,  Indianapolis 

8 — Thomas  Brown,  Muncie 

9 — Phillip  Rothrock,  Lafayette 

10—  Felix  Millan,  Munster 

11 — Laurence  K.  Musselman,  Marion 

12 — Herbert  P.  Trier,  Fort  Wayne 

13 — Bryce  Rohrer,  Walkerton 
AL — Harold  Nichols,  Indianapolis 
AL — Fred  Blix,  Indianapolis 
AL*  Larry  Davis,  Indianapolis 

PUBLIC  RELATIONS 

Dist. 

1 — Elizabeth  Sowa,  Evansville 

2 — James  Beck,  Washington 

3 — Gordon  L.  Gutmann,  Jeffersonville 

4 — William  E.  Cooper,  Columbus 

5 — Werner  Loewenstein,  Terre  Haute 

6 — 

7 — Michael  DuBois,  Indianapolis 
7 — Randolph  W.  Lievertz,  Indianapolis 
8 * John  Osborne,  Muncie 

9 —  R.  Adrian  Lanning,  Noblesville 

10 — Lawrence  A.  DeRenne,  Dyer 

11 — Richard  Glendening,  Logansport 

12 — Edward  Stumpf,  New  Haven 

13 — Donald  W.  Smith,  South  Bend 
AL — Ross  Egger,  Daleville 

AL — Jack  Walker,  Muncie 
AL — Logan  Dunlap,  South  Bend 

SPORTS  MEDICINE 

Dist. 

1 — Edward  Brundick,  Evansville 

2 — Jay  Tuttle,  Vincennes 

3 — Michael  Best,  New  Albany 

4 — Larry  Olson,  Columbus 

5 — Robert  Burkle,  Terre  Haute 

6 — Alois  E.  Gibson,  Richmond 

7 — William  H.  Beeson,  Westfield 

7 — Frank  Wilson,  Indianapolis 

8 — Douglas  Triplett,  Muncie 

9 — George  Underwood,  Lafayette 

10 — Ronald  Pavelka,  Munster 

11 — John  W.  Kennedy,  Marion 

12 — Evan  Thompson,  Topeka 

13 — Leslie  Bodnar,  South  Bend 
AL*  Gary  Prah,  Lafayette 

AL — Bill  Ferguson,  Lafayette 
AL — Hugh  Williams,  Indianapolis 

PROFESSIONAL  & TECHNICAL  ADVISORY 
SUBCOMMISSION  ON  SPORTS  MEDICINE 

James  H.  Gosman,  Indianapolis 
Philip  N.  Eskew,  Carmel 
David  Cook,  Indianapolis 
James  Cumming,  Indianapolis 
George  Rapp,  Indianapolis 
Mr.  William  E.  Newel,  Lafayette 
Henry  Feuer,  Indianapolis 
Tom  Brady,  Indianapolis 
Donald  Shelbourne,  Indianapolis 
Alan  Habansky,  Muncie 
Larry  Rink,  Bloomington 
Donald  Wilson,  Indianapolis 
John  McCarroll,  Indianapolis 
Arthur  Rettig,  Indianapolis 
Polly  Nicely,  Indianapolis 
Robert  Stephens,  Indianapolis 
Bryant  Bloss,  Evansville 
Mr.  Charles  Maas 
Randall  C.  Morgan,  Jr..  Gary 
Richard  B.  Juergens,  Fort  Wayne 
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Committees 


FUTURE  PLANNING 

‘William  Van  Ness,  II,  Alexandria 
Ralph  Stewart,  Vincennes 
John  A.  Knote,  Lafayette 
Arvine  Popplewell,  Indianapolis 
Martin  J.  O’Neill,  Valparaiso 


I GRIEVANCE 

*G.  Beach  Gattman,  Elkhart 
Anthony  Pizzo,  Bloomington 
Richard  B.  Schnute,  Indianapolis 


MEDICO-LEGAL 

‘John  W.  Beeler,  Indianapolis 


REDUCE  DRUNK  DRIVING 

‘Michael  B.  DuBois,  Indianapolis 
E.  Henry  Lamkin,  Indianapolis 
Richard  Huber,  Bedford 
Jack  M.  Walker,  Muncie 
Larry  M.  Davis,  Indianapolis 
Davis  W.  Ellis,  Rushville 
Gordon  Hughes,  Indianapolis 
James  P.  McCann,  Wabash 
I Larry  G.  Thompson,  South  Bend 

INDIANA  MEDICAL  FOUNDATION,  INC. 

‘Frank  B.  Ramsey,  Indianapolis 
Herbert  C.  Khalouf,  Marion 
George  T.  Lukemeyer,  Indianapolis 
Paul  Siebenmorgen,  Terre  Haute 
John  A.  Knote,  Lafayette 
1 Douglas  H.  White,  Indianapolis 
Michael  O.  Mellinger,  LaGrange 
Donald  F.  Foy,  Indianapolis 


GERIATRICS 
♦Bill  Martz,  Brownsburg 
j Robert  Seibel,  Nashville 
A.  Alan  Fischer,  Indianapolis 
Malcolm  O.  Scamahorn,  Pittsboro 
Ben  Park,  Lebanon 

MALPRACTICE  ADVISORY 

‘J.  William  Wright,  Jr.,  Indianapolis 
Martin  J.  O'Neill,  Valparaiso 
; Gilbert  M.  Wilhelmus,  Evansville 
Paul  J.  Wenzler,  Bloomington 
Eugene  Senseny,  Fort  Wayne 
Charles  D.  Egnatz,  Schererville 


MEDICAL  EDUCATION  FUND 

‘John  Beeler,  Indianapolis 
Martin  J.  O’Neill,  Valparaiso 
Joseph  B.  Davis,  Marion 
Charles  VanTassel,  Jr.,  Indianapolis 
Everett  Bickers,  Floyds  Knobs 
Nicholas  Polite,  Hammond 
Walter  Daly,  Indianapolis  (ex-officio) 
Donald  Foy,  Indianapolis  (ex-officio) 


STUDENT  REPRESENTATION 

‘William  Beeson,  Jr.,  Westfield 
Herbert  C.  Khalouf,  Marion 
Peter  R.  Petrich,  Attica 
Lloyd  L.  Hill,  Peru 

Gordon  Hughes,  Indianapolis  (Medical  Student) 


IMPAC  BOARD  OF  DIRECTORS 

1 — Gilbert  Wilhelmus,  Evansville 

1 —  Mrs.  Bruce  Romick,  Evansville 

2 —  Kenneth  Buehlman,  Vincennes 

2 —  Mrs.  Kenneth  Buehlman,  Vincennes 

3 —  Everett  Bickers,  Floyds  Knobs 

3 —  Mrs.  B.  J.  Seligman,  Bedford 

4 —  Richard  Wiethoff,  Seymour 

4 —  Mrs.  Richard  Pitman,  Columbus 

5 —  Thomas  J.  Conway,  Terre  Haute 

5 —  Mrs.  William  Strecker,  Terre  Haute 

6 —  Davis  Ellis,  Rushville 

6 —  Mrs.  Joseph  Moheban,  Shelbyville 

7 —  John  Lowe,  Indianapolis 

7 — Arvine  Popplewell,  Indianapolis 
7 — Mrs.  John  Pantzer,  Indianapolis 

7 —  Mrs.  Dwight  Schuster,  Indianapolis 

8 —  Richard  Reedy,  Yorktown 

8 —  Mrs.  John  Stanley,  Muncie 

9 —  Max  Hoffman,  Covington 

9 — Mrs.  William  Miller,  Lafayette 

10 — Vincent  Santare,  Munster 

10 —  Mrs.  Charles  Egnatz,  Munster 

11 —  Thomas  Scherschel,  Kokomo 

11 —  Mrs.  G.  Michael  Ball,  Marion 

12 —  James  Rausch,  Fort  Wayne 

12 —  Mrs.  Marvin  Priddy,  Fort  Wayne 

13 —  Richard  Schaphorst,  Mishawaka 

13 — Mrs.  Donald  Chamberlain,  Mishawaka 
Auxiliary — Mrs.  Everett  Bickers,  Floyds  Knobs 


Interspecialty  Council  on 
Scientific  Affairs 

Chairman:  Franklin  A.  Bryan,  Fort  Wayne 

ALLERGY 

Paul  D.  Isenberg,  Indianapolis 
ANESTHESIOLOGY 
Barry  M.  Glazer,  Indianapolis 
CUTANEOUS  MEDICINE 
Robert  M.  Hurwitz,  Indianapolis 
DIRECTORS  OF  MEDICAL  EDUCATION 
Robert  D.  Robinson,  Indianapolis 
EMERGENCY  MEDICINE 
John  C.  Johnson,  Crown  Point 
FAMILY  PRACTICE 
W.  Craig  Spence,  Knightstown 
INTERNAL  MEDCINE 
James  A.  Cassady,  Indianapolis 
NERVOUS  AND  MENTAL  DISEASES 
John  A.  Bowman,  Kokomo 
NEUROLOGICAL  SURGERY 
Michael  R.  Burt,  Indianapolis 
NUCLEAR  MEDICINE 
Ronald  I.  Veatch,  Indianapolis 
MEDICAL  DIRECTORS/STAFF  PHYSICIAN 
FACILITIES 
Davis  Ellis,  Rushville 
OPHTHALMOLOGY 
Daniel  R.  Evans,  Valparaiso 
ORTHOPEDIC  SURGERY 
Robert  A.  Colyer,  Indianapolis 
OTOLARYNGOLOGY,  HEAD  AND  NECK 
SURGERY 

Richard  Kurtz,  Indianapolis 

PATHOLOGY  AND  FORENSIC  MEDICINE 

Jack  G.  Weinbaum,  Terre  Haute 

PEDIATRICS 

Robert  Sweeney,  South  Bend 

PUBLIC  HEALTH  AND  PREVENTIVE 
MEDICINE 

Frank  H.  Green,  Rushville 

RADIOLOGY 

Patrick  A.  Dolan,  Indianapolis 

SURGERY 

Pierre  J.  Fisher,  Indianapolis 

UROLOGY 

Randall  Rowland,  Indianapolis 

OB-GYN 

William  Ragan,  Indianapolis 

IUSM 

Gordon  Hughes 


County  Medical  Society  Directory 


County  District  President 

Adams 12  John  E.  Doan,  Decatur 

Allen  (Fort  Wayne).  12  Robert  W.  Dettmer,  Fort  Wayne 

Bartholomew-Brown  .4  William  E.  Cooper,  Columbus 

Benton 9 A.  L.  Coddens,  Fowler 

Boone 9 Herschell  Services,  Jr.,  Lebanon 

Carroll 11  Brian  L.  Doggett,  Delphi 

Cass II  Carl  R.  Boyd,  Logansport 

Clark 3 Gordon  Gutmann,  Jeffersonville 

Clay 5 

Clinton 9 Lee  F.  Dupler,  Frankfort 

Daviess-Martin 2 James  P.  Beck,  Washington 


Secretary 

Hyung  Soo  T.  Lee,  227  S.  Second  St.,  Decatur  46733 

William  R.  Clark  Jr.,  2828  Fairfield  Ave.,  Fort  Wayne  46807 

Mr.  Larry  L.  Pickering,  Exec.  V.P.,  2414  E.  State  Blvd.,  Fort  Wayne  46805 

Jack  R.  Scherer,  Tipton  Park  Plaza  #360-A,  Plaza  Dr.,  Columbus  47201 

Manley  K.  Scheurich,  R.R.  1,  Oxford  47971 

Dallas  E.  Coate,  504  W.  Camp  St.,  Lebanon  46052 

Robert  Seese,  101  W.  North  St.,  Delphi  46923 

Ruben  A.  Calisto,  c/o  Box  897,  Logansport  46947 

Arlene  Foster,  1220  Missouri  Ave.,  Jeffersonville  47130 

Rahim  Farid,  Box  108,  Brazil  47834 

Joseph  D.  Dominik,  P.O.  Box  279,  Frankfort  46041 

Horace  Norton,  325  Knollwood,  Washington  47501 
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County  Medical  Society  Directory 


County  District 

Dearborn-Ohio 4 

Decatur 4 

DeKalb 12 

Delaware-Blackford . .8 

Dubois 3 

Elkhart 13 

Fayette-Franklin 6 

Floyd 3 

Fountain-Warren  ...  .9 

Fulton  13 

Gibson 1 

Grant  II 

Greene 2 

Hamilton 9 

Hancock  6 

Harrison-Crawford  . 3 

Hendricks 7 

Henry 6 

Howard 11 

Huntington 11 

Jackson 4 

J asper 9 

Jay 8 

Jefferson-Switzerland  4 

Jennings 4 

Johnson 7 

Knox  2 

Kosciusko 13 

LaGrange  12 

Lake 10 

LaPorte 13 

Lawrence 3 

Madison 8 

Marion 7 

Marshall  13 

Miami  11 

Montgomery 9 

Morgan 7 

Newton  9 

Noble 12 

Orange 3 

Owen-Monroe 2 

Parke-Vermillion  .5 

Perry 1 

Pike 1 

Porter 10 

Posey 1 

Pulaski 13 

Putnam  5 

Randolph .8 

Ripley 4 

Rush 6 

St.  Joseph 13 

Scott 3 

Shelby  6 

Spencer  1 

Starke 13 

Steuben 12 

Sullivan 2 

Tippecanoe 9 

Tipton 9 

Vanderburgh 1 

Vigo 5 

Wabash 11 

Warrick 1 

Washington 3 

Wayne-Union 6 

Wells  12 

White 9 

Whitley 12 


President 

Vijender  Goel,  Lawrenceburg 

John  P.  Vincent,  Greensburg 

Mark  S.  Souder,  Auburn 

Herbert  W.  Berner,  Muncie 

Marlin  R.  Gray,  Ferdinand 

George  A.  Mark,  Elkhart 

Sekhar  N.  Chandra,  Connersville 

James  Y.  McCullough  Jr.,  New  Albany 

Theodore  C.  Person,  Veedersburg 

Pedro  G.  Del  Rosario,  Rochester 

Joseph  Rayes,  Princeton 

Prakash  N.  Joshi,  Marion 

Jose  M.  Lardizabal,  Bloomfield 

Jon  D.  Van  Scoyc,  Noblesville 

Gary  S.  Stouder,  Greenfield 

Bruce  E.  Burton,  Corydon 

Michael  L.  Neely,  Danville 

Robert  E.  Gould,  New  Castle 

Don  P.  Zent,  Kokomo 

Richard  G.  Blair,  Huntington 

Joel  L.  McGill,  Brownstown 

Robert  C.  Kaye,  Rensselaer 

Paul  D.  Steenburg,  Geneva 

Leon  G.  Michl,  Madison 

Charles  O.  McCormick,  III,  Franklin 
Charles  Hedde,  Vincennes 
Steven  P.  Grossnickle,  Warsaw 

Barron  M.  Palmer,  Hammond 

William  K.  Scuphan,  LaPorte 

Benjamin  J.  Seligman,  Bedford 
Joseph  C.  Copeland,  Anderson 
John  L.  Glover,  Indianapolis 

James  N.  Hampton,  Argos 
Lloyd  L.  Hill,  Peru 
Thomas  E.  Topper,  Crawfordsville 
Randall  A.  Lee,  Martinsville 
Marcelino  F.  Guzman,  Morocco 
James  D.  Chandler,  Avilla 
Charles  X.  McCalla,  Paoli 
Mark  Wisen,  Bloomington 


Robert  Gilbert,  Tell  City 
Donald  L.  Hall,  Petersburg 
James  A.  Malayta,  Valparaiso 
John  R.  Crist,  Mt.  Vernon 
William  R.  Thompson,  Winamac 
Roger  S.  Roof,  Greencastle 
Susan  K.  Pyle,  Union  City 
Manuel  G.  Garcia,  Batesville 
Harry  G.  McKee,  Rushville 
James  L.  Grainger,  South  Bend 

Marvin  L.  McClain,  Scottsburg 
James  H.  Tower,  Shelbyville 
John  C.  Glackman  Jr.,  Rockport 
Atiman  N.  Damodaran,  Knox 
Keith  R.  Baker,  Angola 
Irvin  H.  Scott,  Sullivan 
Paul  T.  Maier,  Lafayette 
Robert  S.  Kurtz,  Tipton 
Bruce  W.  Romick,  Evansville 
Jesus  F.  Pangan,  Terre  Haute 

L.  Michael  Silvers,  N.  Manchester 
Syed  A.  Ali,  Boonville 
Mark  E.  Manship,  Salem 
Harold  L.  Miller,  Richmond 
George  K.  Babcock,  Bluffton 
James  Balvich,  Monticello 
John  L.  Vogel,  Columbia  City 


Secretary 

Gordon  S.  Fessler,  205  Grant  St.,  Aurora,  Ohio  47001 

Ricardo  C.  Domingo,  Domingo  Bldg.,  Greensburg  47240 

Harland  V.  Hippensteel,  208  W.  7th  St.,  Auburn  46706 

Brent  K.  Caudill,  P.O.  Box  187,  Mcramec  Center,  Yorktown  47396 

939  Memorial  Drive,  P.O.  Box  723,  Jasper  47546 

N.S.  Lankford,  105  N.  Nappanee  St.,  Elkhart  46514 

Kateel  N.  Pai,  308  Mary  Kay  Lane,  Connersville  47731 

Daniel  H.  Cannon,  1201  E.  Spring  St.,  New  Albany  47150 

Atee  S.  Salvo,  403  N.  Monroe,  Williamsport  47993 

Joseph  D.  Richardson,  115  E.  11th  St.,  Rochester  46975 

W.  Russell  Wells,  510  N.  Main  St.,  Princeton  47670 

Dale  W.  Economan,  706  River  Dr.,  Marion  46952 

Harry  Rotman,  111  E.  Main  St.,  Box  185,  Jasonville  47438 

Robert  A.  Strawbridge,  495  Westfield  Road,  Noblesville  46060 

David  C.  Snyder,  1454  N.  State  St.,  Greenfield  46140 

David  J.  Dukes,  245  Hospital  Drive,  Corydon  47112 

David  M.  Hadley,  P.O.  Box  344,  Plainfield  46168 

Donald  E.  Vivian,  R.R.  4,  Box  6,  New  Castle  47362 

Jerome  F.  Doss,  3415  S.  LaFountain,  Kokomo  46901 

John  D.  Carnes,  1255  Engle  St.,  Huntington  46750 

George  R.  Weir,  200  S.  Walnut,  Seymour  47274 

Robert  E.  Darnaby,  1103  E.  Grace  St.,  Rensseiaer  47978 

J.C.  Hutchinson,  322  S.  Main  St.,  Dunkirk  47336 

Edward  P.  Eberth,  P.O.  Box  351,  Madison  47250 

John  B.  Schuck,  Doctors’  Park  #2,  311  Henry  St.,  North  Vernon  47265 

Peggy  L.  Kovach,  701  W.  Madison,  Franklin  46131 

Michael  J.  Kelly,  706  S.  15th  St.,  Vincennes  47591 

Bruce  P.  Grossnickle,  2251  DuBois  Dr.,  Warsaw  46580 

Millard  R.  Taylor,  Box  188,  Howe  46746 

George  J.  Volan,  500  W.  Lincoln  Way  30,  Merrillville  46410 

Dan  R.  Hill,  Exec.  Dir.,  1205  W.  Lincoln  Hwy.,  07-A,  Merrillville  46410 

Alfred  A.  Serritella,  900  “1”  St.,  LaPorte  46350 

Wade  Kanney,  Exec.  Sec.,  P.O.  Box  574,  LaPorte  46350 


Diane  Van  Ness,  R.R.  #4,  Box  352A,  Alexandria  46001 

Richard  B.  Schnute,  1100  W.  Michigan,  Emerson  421,  Indianapolis  46223 

Mr.  Harold  W.  Hefner,  Exec.  Dir.,  211  N.  Delaware  St.,  Indianapolis  46204 

Byron  Holm,  1305  N.  Center,  Plymouth  46563 

Agnes  Kenny,  P.O.  Box  578,  Bunker  Hill  46970 

Jack  L.  Foltz,  1407  Darlington  Ave.,  Crawfordsville  47933 

Joyce  Branham,  2209  John  R.  Wooden  Dr.,  Martinsville  46151 

Arthur  Schoonveld,  420  E.  Main  St.,  Brook  47922 

Carl  F.  Stallman,  409  E.  Wayne,  Kendallville  46755 

Philip  T.  Hodgin,  420  N.  Maple,  Orleans  47432 

Brandt  L.  Ludlow,  421  W.  First  St.,  Bloomington  47401 

Arlene  Rhea,  Exec.  Dir.,  1920  E.  Third  St.,  Bloomington  47401 

J.  Franklin  Swaim,  P.O.  Box  185,  Rockville  47872 

Robert  A.  Ward,  Professional  Bldg.,  Tell  City  47856 

Peter  M.  Zonakis,  1101  E.  Glendale  Blvd..  Valparaiso  46383 

Herman  Hirsch,  130  W.  5th  St.,  Mt.  Vernon  47620 

Che-Lu  Tseng,  620  E.  13th  St.,  Winamac  46996 

Robert  A.  Heavin,  R.R.  2,  Box  347  JV,  Coatesville  46121 

C.  R.  Miranda,  702  Browne  St.,  Winchester  47394 

A.  E.  Jaojoco,  Margaret  Mary  Hospital,  Batesville  47006 

Douglas  Morrell,  606  E.  11th  St.,  Rushville  46173 

Edward  L.  Heyde,  513  N.  Michigan  St.,  South  Bend  46601 

Mrs.  Rose  Vance,  Exec.  Dir.,  2015  Western  Ave.,  South  Bend  46629 

Wm.  M.  Scott,  Medical  Arts  Bldg.,  Highway  31  North,  Scottsburg  47170 

Thomas  C.  Thornberry,  Professional  Bldg.,  Shelbyville  46176 

Michael  O.  Monar,  6th  & Main,  Rockport  47635 

Walter  Fritz,  1520  S.  Heaton  St.,  Knox  46534 

Chi  M.  Pham,  401  S.  Broad  St.,  Fremont  46737 

Joseph  E.  Dukes,  P.O.  Box  278,  Dugger,  47848 

Paula  Meluch,  c/o  2110  Underwood  St.,  Lafayette  47904 

Terrence  J.  Ihnat,  1800  N.  “B"  St.,  Elwood  46036 

Mrs.  Carolyn  Scruggs,  Exec.  Dir.,  421  N.  Main  St.,  Evansville  47711 

Douglas  E.  Claybrook,  221  S.  Sixth  St.,  Terre  Haute  47801 

William  L.  Purcell,  Exec.  Dir.,  P.O.  Box  986,  Terre  Haute  47801 

James  P.  McCann,  1025  Manchester  Ave.,  Wabash  46992 

Kishor  R.  Bhatt,  1116  Millis  Ave.,  Boonville  47601 

Ann  L.  Anderson,  1000  N.  Shelby  St.,  Salem  47167 

Roy  K.  Hunteman,  c/o  1401  Chester  Blvd.,  Richmond  47374 

James  E.  Umphrey,  303  S.  Main  St.,  Bluffton  46714 

David  A.  Shapiro,  1017  O’Connor  Blvd..  #D,  Monticello  47960 

Claude  J.  Heritier,  700  Flill  Dr.,  Columbia  46725 
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OB-GYN-  PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984  in  Fulton,  Missouri 


This  represents  an  outstanding  medical  practice  opportunity.  County  of  30,000  primary  ser- 
vice area  with  fine  small  community  of  12,000+  hosting  two  nationally  known  colleges 
and  a growing  industrial  base.  We  are  close  to  the  Lake  of  the  Ozarks  as  well  as  multiple 
other  recreational  opportunities  and  facilities.  The  Hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited  an  orthopedic  surgeon  to  build  its  surgical  team 
to  two.  There  are  over  400  births  in  this  County  each  year,  and  the  pediatric  population 
is  growing  steadily.  Residents  want  the  best  in  specialist  medical  care. 

For  further  information  regarding  guarantees  or  other  considerations  contact 

Sharon  R.  Heinlen,  Administrator,  Callaway  Community  Hospital, 

Hospital  Drive,  Fulton,  MO  65251,  314-642-3376. 


A great  way  of  life. 


HEALTH  CARE  AT  ITS  BEST: 

AIR  FORCE  MEDICINE 

Air  Force  medicine  is  one  of  our  best  benefits,  and,  with 
your  help,  we’ll  keep  it  that  way.  The  Air  Force  needs  physi- 
cians such  as  you  to  become  members  of  our  health  care 
team. 

Most  administrative  responsibilities  are  in  the  hands 
of  others,  giving  our  physicians  the  time  to  give  their 
full  attention  to  the  patients’  needs.  Our  hospitals  are 
staffed  with  dedicated,  competent  professionals. 

You'll  find  you  will  have  time  for  your  family,  and  to  keep 
abreast  of  the  latest  methods  and  technologies  that  you 
don't  have  time  for  now.  We  also  offer  unlimited  profes- 
sional development  and  financial  security. 

If  you're  considering  a change,  consider  Air  Force 
medicine.  To  find  out  more  about  Air  Force  medicine,  con- 
tact your  nearest  Air  Force  recruiter.  Experience  health 
care  at  its  best. 

Call  Capt.  Scott  Simpson 
or  TSgt.  Steve  Beecher  at 
317-269-6354  or  6164  Collect 
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Tom  G.  Sheller,  M.D. 

Dr.  Sheller,  73,  a retired  Logansport 
psychiatrist,  died  June  8 at  Logansport 
Memorial  Hospital. 

He  was  a 1942  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  World  War  II. 

Dr.  Sheller  retired  in  1973  as  psychia- 
trist for  Logansport  State  Hospital,  where 
he  had  worked  17  years. 

Richard  R.  Horswell,  M.D. 

Dr.  Horswell,  54,  a Lafayette  physi- 
cian, died  May  26  at  St.  Elizabeth 
Hospital,  Lafayette. 

He  was  a 1955  graduate  of  Northwest- 
ern University  Medical  School,  Chicago. 

Dr.  Horswell  had  worked  at  the  Arnett 
Clinic  in  Lafayette  since  1961;  he  prac- 
ticed internal  medicine  with  a subspecialty 
in  gastroenterology.  He  was  a member  of 
the  American  College  of  Physicians  and 
was  certified  by  the  American  Board  of 
Internal  Medicine. 


James  D.  Lukins,  M.D. 

Dr.  Lukins,  40,  a family  physician  who 
formerly  practiced  in  Jeffersonville  and 
Salem,  died  June  30  at  his  home  in  Salem. 

He  was  a 1976  graduate  of  Indiana 
University  School  of  Medicine. 

Dr.  Lukins  had  been  the  team  doctor 
for  Jeffersonville  High  School.  He  had 
served  his  family  practice  residency  at  St. 
Francis  Hospital,  Indianapolis. 


Lowell  W.  Painter,  M.D. 

Dr.  Painter,  77,  a Winchester  surgeon, 
died  June  21  at  Randolph  County  Hos- 
pital. 

He  was  a 1930  graduate  of  Indiana 
University  School  of  Medicine. 

Dr.  Painter  was  a former  president  of 
the  Randolph  County  Medical  Society 
and  a long-time  1SMA  delegate  represent- 
ing Randolph  County.  He  was  a member 
of  the  ISMA  Fifty  Year  Club  and  belonged 
to  the  American  Academy  of  Family 
Physicians  and  the  American  Society  of 
Abdominal  Surgeons.  He  was  a former 
Randolph  County  Hospital  chief  of  staff 
and  was  one  of  the  organizers  of  the  Ran- 
dolph County  Nursing  Home. 


George  M.  Jewell,  M.D. 

Dr.  Jewell,  69,  a retired  Kokomo  physi- 
cian, died  May  27  at  St.  Joseph  Memorial 
Hospital  of  Kokomo. 

He  was  a 1940  graduate  of  Indiana 
University  School  of  Medicine  and  had 
served  with  the  Public  Health  Service 
from  1940  to  1946. 

Dr.  Jewell  was  a past  president  of  the 
Howard  County  Medical  Society  and  the 
1 1th  Medical  District.  He  was  a member 
of  the  American  College  of  Allergists,  and 
the  American  Academy  of  Allergy  and 
Immunology.  He  also  was  an  artist,  and 
several  of  his  works  are  part  of  the  per- 
manent collection  of  Indiana  University- 
Kokomo. 


Duncan  M.  Shields,  M.D. 

Dr.  Shields,  60,  a retired  occupational 
medicine  specialist,  died  July  10  at  his  • 
home  in  Chesterton. 

He  received  the  M.D.  degree  in  1947 
from  the  University  of  Toronto. 

Dr.  Shields  was  the  medical  director  at 
Bethlehem  Steel  Corporation’s  Burns 
Harbor  Works  from  1965  until  his  retire- 
ment in  1981.  He  was  a member  of  the 
Industrial  Medical  Association  and  the 
American  Academy  of  Occupational 
Medicine.  He  was  certified  by  the 
American  Board  of  Preventive  Medicine. 


Chet  K.  Lamber,  M.D. 

Dr.  Lamber,  75,  a retired  Indianapolis  | 
surgeon,  died  July  28  at  Wishard 
Memorial  Hospital. 

He  was  a 1935  graduate  of  Indiana 
University  School  of  Medicine  and  was 
a World  War  II  Army  veteran.  He  later 
retired  as  a colonel  from  the  Army 
Reserves. 

Dr.  Lamber,  originally  from  LaPorte, 
had  a private  practice  until  1978  when  he  | 
became  plant  physician  for  the  RCA  ! 
Corp.  He  was  a member  of  the  American  I 
College  of  Surgeons  and  the  American 
Society  of  Abdominal  Surgeons. 


Daniel  M.  Hare,  M.D. 

Dr.  Hare,  67,  a retired  Evansville 
urologist,  died  Aug.  13  at  Deaconess 
Hospital,  Evansville. 

He  was  a 1940  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  World  War  II. 

Dr.  Hare,  a member  of  the  American 
Urological  Association  and  a diplomate 
of  the  American  Board  of  Urology, 
retired  in  1975.  He  was  a former  medical 
education  director  of  St.  Mary’s  Medical 
Center  and  a former  president  of  the 
medical  staff,  Welborn  Memorial 
Hospital.  He  was  active  in  county  and 
state  medical  affairs  and  was  a former 
ISMA  delegate  representing  the  Vander- 
burgh County  Medical  Society. 


Memorials:  Indiana  Medical  Foundation 


The  Indiana  Medical  Foundation,  Inc.  was  formed  by  the  Indiana  State 
Medical  Association  “for  religious,  charitable,  scientific,  literary  or  educational 
purposes.’’  It  provides  financial  assistance  to  support  the  educational  mission 
of  Indiana  Medicine. 

Contributions  made  to  the  Foundation  are  deductible  by  donors  in  accor- 
dance with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  Federal  estate 
and  gift  tax  purposes. 

The  Foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remembrance 
of  the  following  individuals: 


Sam  W.  Litzenberger,  M.D. 
Eli  Goodman,  M.D. 

Wemple  Dodds,  M.D. 

James  J.  Stewart,  Esq. 


Guy  A.  Owsley,  M.D. 
Charles  A.  Everett,  D.D.S. 
Eugene  S.  Rifner,  M.D. 
Elsie  A.  Reid 
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PHYSICIANS’  DIRECTORY 


MEMORIAL  CLINIC  OF  INDIANAPOLIS 

3266  North  Meridian  Street 
P.O.  Box  88380 
Indianapolis,  Indiana  46208 

Joseph  E.  Walther,  M.D.  Raymond  A.  Carucci 

Medical  Director  Executive  Director 


CARDIOLOGY/ELECTROPHYSIOLOGY 

Peter  R.  Foster,  M.D. 

John  R.  Kindig,  M.D. 

Michael  E.  Lapp,  M.D. 

Douglas  E.  Pitts,  M.D. 

HEMATOLOGY-ONCOLOGY 

Fred  O.  Butler,  M.D. 

Raymond  E.  Markham,  Jr.,  M.D. 

INTERNAL  MEDICINE 

Harold  F.  Burdette,  M.D. 

Robert  Flanders,  Jr.,  M.D. 

Bruce  M.  Goens,  M.D. 

Thomas  L.  Hutchinson,  M.D. 

Thomas  J.  Petrin,  M.D. 

Stephen  H.  Pollom,  M.D. 

Gregory  A.  Spurgin,  M.D. 

SURGERY 

Jerremy  M.  Ramp,  M.D. 


SATELLITE  OFFICES: 

3850  Shore  Drive,  Suite  205 
495  Westfield  Road,  Noblesville 
8424  Naab  Road,  Suite  1 -J 
1604  N.  Capitol  Avenue 
5502  E.  16th  Street,  Suite  35 
202  Meadows  Drive,  Danville 


FOR  ALL  OFFICES  CALL  (317)  924- 
BY  APPOINTMENT  ONLY 


GASTROENTEROLOGY 

Robert  H.  Bishop,  M.D. 

W.  Michael  McCune,  M.D. 

Robert  J.  Whitmore,  M.D. 

INFECTIOUS  DISEASES 

Scott  C.  Bruins,  M.D. 

PULMONARY/ALLERGY/CRITICAL  CARE 

David  B.  Cook,  M.D. 

Ramon  S.  Dunkin,  M.D. 

Mason  R.  Goodman,  M.D. 

Douglas  J.  Horton,  M.D. 

Barton  J.  Rusk,  M.D. 

Robert  A.  Strawbridge,  M.D. 

Frederick  A.  Tolle,  M.D. 

RADIOLOGY 

Norman  D.  Gardner,  M.D. 

NUCLEAR  CARDIOLOGY/MEDICINE 

James  D.  Schroering,  M.D. 

Ronald  I.  Veatch,  M.D. 
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CARDIOLOGY 


INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Abdel  A.  Zeni,  M.D. 

Samuel  M.  Hazlett 

III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 

ECHOCARDIOGRAPHY 

EXERCISE  STRESS  TESTING 

CORONARY  ANGIOPLASTY 

PACEMAKER  SURVEILLANCE 

HOLTER  MONITORING 

1315  North  Arlington  Avenue 

1 500  Albany  Street 

Suite  # 1 00 

Suite  #9 1 2 

Indianapolis,  Indiana  46219 

Beech  Grove,  Indiana  46107 

(317)  359-3501 

PHYSICIAN  REFERRAL  ONLY  (317)  786-921  1 

PERIPHERAL 

COLON  AND  RECTAL 

VASCULAR  SURGERY 

SURGERY 

AUSTIN  L.  GARDNER,  M.  D.,  F.A.C.S. 
MALCOLM  B.  HERRING,  M.  D.,  F.A.C.S. 

AND 

DANIEL  R.  LeGRAND,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

DAVID  L.  MADISON,  M.D. 

FOR  THE  PRACTICE  OF 

VASCULAR  SURGERY 


AT 

8402  HARCOURT  ROAD,  SUITE  613 

INDIANAPOLIS,  INDIANA  46260 


OFFICE  HOURS  BY  APPOINTMENT 
TELEPHONE  (317)  872-4129 


W.  M.  KENDRICK,  M.D. 

G.  A.  DONNALLY,  M.D. 

R.  JAMES  WILSON,  M.D. 

Certified:  International  Board  of  Proctology 

Practice  limited  to  Colonscopy, 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-1160 

(JCAH  Accredited) 
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PLASTIC  SURGERY 


ALCOHOLISM 

TREATMENT 


PLASTIC  & HAND  SURGERY  CLINIC,  INC. 

1944  N.  Capitol  Ave.  Indianapolis  46202 

"An  office  surgery  facility" 

HAROON  M.  QAZI,  M.D.,  F.A.C.S. 
Diplomate,  American  Board  of  Plastic  Surgery 
Phone:  317-923-4822 317-926-3466 


PSYCHIATRY 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street  James  R.  Davis,  M.D. 

Indianapolis,  Indiana  46202  Larry  M.  Davis,  M.D. 

317/634-9930  R.  Peter  Mohlman,  M.D. 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 

Emergency  Psychiatric  Availability  24  Hours  a Day 


JOHN  J.  SAALWAECHTER,  M.D. 
BEN  H.  PARK,  M.D. 

RITCHIE  COONS,  M.D. 

DAVID  L.  PHILLIPS,  M.D. 
MICHAEL  J.  CHADWICK,  M.D. 
DAVID  L.  GREGORY,  M.D. 
JAMES  R.  DAVIS,  M.D. 

LARRY  M.  DAVIS.  M.D. 

Individualized  Treatment 
for  Alcoholism/Drugs 

Men  — Women  — Adolescents 

1711  Lafayette  Avenue 
Lebanon,  Indiana  46052 
(317)  482-3711 

2223  Poshard  Drive 
Columbus,  Indiana  47202 
(812)  376-1711 

8925  N.  Meridian  St. 
Indianapolis,  Indiana  46260 
(317)  848-7666 

4307  E.  Third  St. 
Bloomington,  Indiana  47401 
(812)  333-3012 

428  S.  Washington  St. 

Suite  347 

Marion,  Indiana  46952 
(317)  668-7067 


Douglas  Bullington,  M.D. 

Program  Director 


COUNTERPOINT  CENTER 

at  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46142 
317/887-1348 


• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-a-day 
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INTERNAL  MEDICINE 


CLINICAL,  ANATOMIC 
PATHOLOGY 


NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  FACP 
George  W.  Applegate,  M.D. 
Charles  B.  Carter,  M.D. 

William  H.  Dick,  M.D.,  FACP 


Theodore  F.  Hegeman,  M D. 
Douglas  F.  Johnstone,  M.D 
Wendy  L.  Kindig,  M.D. 

LeRoy  H.  King,  Jr.,  M.D.,  FACP 


Mary  A Margolis.  M.D. 


1633  N.  Capitol,  #732,  Indianapolis  46202  Ph:  317-926-0757 

By  Physician  Referral 

Answering  Service  926-3466 

CLINICAL  NEPHROLOGY,  RENAL  TRANSPLANTATION,  HEMO- 
DIALYSIS, PERITONEAL  DIALYSIS,  HYPERTENSION,  FLUID  AND 
ELECTROLYTE  IMBALANCE,  CRITICAL  CARE. 


MERIDIAN  MEDICAL  GROUP,  INC. 

3130  North  Meridian  Street 
P.  0.  Box  88273 
Indianapolis,  Indiana  46208 
(317)  927-1221 


CARDIOLOGY 

Richard  M Nay,  M.D.  927-1212 
Warren  E.  Coggeshall,  M.D.  927-1217 
Richard  R Schumacher,  M.D  927-1247 
Martin  R.  See,  M.D.  927-1299 

GASTROENTEROLOGY 

Robert  D.  Pickett,  M.D  927-1242 
Lee  G.  Jordan,  M.D.  927-1263 
Martin  P.  Meisenheimer.  M.D. 927-1220 
John  C Kohne,  M.D  927-1295 

HEMATOLOGY-ONCOLOGY 

James  E.  Schroeder,  M.D  927-1245 
Frank  A Workman,  M.D  927-1269 

INFECTIOUS  DISEASES 

Michael  Zeckel,  M.D.  927-1273 
Thomas  G.  Slama,  M.D. ,8424  Naab  Road 
Robert  L.  Baker,  M.D.  927-1283 

PULMONARY  DISEASES 

Michael  R Niemeier,  M.D  927-1310 


INTERNAL  MEDICINE 


Hunter  A.  Soper,  M.D. 

927-1253 

Douglas  H White,  Jr.,  M.D. 

927-1256 

B T.  Maxam.  M.D 

927-1239 

Michael  B.  DuBois,  M.D. 

GERIATRICS 

927-1222 

Patricia  K Hendershot.  M.D 

927-1240 

Douglas  J.  Moeller,  M.D. 

927-1278 

Timothy  J.  Story,  M.D. 

927-1268 

John  F.  Schaefer,  Jr.,  M.D. 

927-1300 

METABOLISM  & 

ENDOCRINOLOGY 

William  M.  Holland,  M D 

927-1235 

NEUROLOGY 

EEG  & EMG  LAB 

Norman  W.  Oestrike,  M.D. 

927-1359 

Charles  E.  Rehn,  M.D. 

927-1377 

John  R.  Scott,  M.D. 

927-1350 

Bradford  R.  Hale,  M.D 

PEDIATRICS 

927-1274 

Robert  J.  Alonso,  M.D. 

927-1340 

Michael  W.  French,  M.D. 

927-1343 

The  Medical  Laboratory 

of  Drs  Thornton  Haymond  - Costin  - Buehl 
Bolmger  - Warner  McGovern  - McClure  Hooker 


5940  West  Raymond  Street,  Indianapolis,  Indiana  46241 

Phone:  (317)  248-2448 


COMPLETE  LABORATORY  SERVICES 


H.  C.  Thornton,  M.D.  (1902-1978) 
J.  L.  Haymond,  M.D.,  F.C.A.P. 

R.  L.  Costin,  M.D.,  F.C.A.P. 

I.  A.  Buehl,  M.D..  F.C.A.P, 

G.  L.  Bolinger,  F.C.A.P. 

T.  M.  Warner,  M.D.,  F.C.A.P. 

F.  D.  McGovern,  Jr.,  M.D.,  F.C.A.P. 
R.  O.  McClure,  M.D.,  F.C.A.P. 

R.  P.  Hooker,  M.D.,  F.C.A.P, 


• MICROBIOLOGY 

• SEROLOGY 

• CHEMISTRY 

• SURGICAL  PATHOLOGY 

• HEMATOLOGY 

• COAGULATION 

• FORENSIC 

• CYTOLOGY 

• EKQ 

• VETERINARY  PATHOLOGY 

• TOXICOLOGY 

• HOUSE  CALL  PHLEBOTOMY 

• COURIER  SERVICES 


CLINICAL  AND  ANATOMIC  PATHOLOGY 


RHINOLOGY 


By  appointment  only  317-359-9636 

CARL  B.  SPUTH,  M.D. 

Diseases  <&  Surgery  of  Nose  & Sinuses 
Plastic  Surgery  of  the  Nose 
Nasal  Allergy,  Rhinomanometry 
5506  E.  16th  St.  Indianapolis  46218 
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PHYSICIANS'  DIRECTORY 


CARDIOLOGY 


DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 


JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 


ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  413 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


MICHAEL  L.  SMITH,  M.D. 
CASS  A.  PINKERTON,  M.D. 


DENNIS  K.  DICKOS,  M.D. 
JOHN  D.  SLACK,  M.D. 


JANE  HOWARD,  M.D. 


PHYSICIAN 
REFERRAL  ONLY 


TELEPHONE  (317)  875-9316 
(TOLL-FREE)  800-732-1482 


DAY  OR  NIGHT 


September  1 984 


Indiana  Medicine 


747 


PHYSICIANS’  DIRECTORY 


ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Byram  Gates  Middleton  House, 
listed  on  the  National  Registry  of  Historic  Places 

1828  North  Illinois  Street 
Indianapolis,  Indiana  46202 


Laurence  H.  Bates,  M.D., 
William  M.  Dugan,  Jr.,  M.D., 
Redmond  P.  Hogan,  III,  M.D., 
Deborah  S.  Provisor,  M.D., 
Gregory  W.  Smith,  M.D. 

ADULT  AND  PEDIATRIC 
ONCOLOGY  • HEMATOLOGY 

Telephone  317-927-5770  24  hours 
Appointments:  317-927-5774 

TOLL  FREE:  1-800-ONC-HEME 
(662-4363) 

Physician  Referral  Only 


Attention  Indiana  Physicians 


The  Physicians’  Directory  is  the  most  ethical 
and  professional  method  of  announcing  specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours,  and  telephone 
number  for  the  convenience  of  colleagues  in 
referring  patients. 

The  title  of  diplomate  of  a specialty  examin- 
ing board,  a requirement  for  admission  to  the 
Directory , offers  its  assurance  of  qualifications, 
whether  listed  or  not. 


Family  physicians  may  announce  office 
schedules  that  are  reciprocally  staggered  in 
order  to  provide  access  to  evening  and  weekend 
and  holiday  medical  service. 

In  addition  to  providing  benefits  to  physicians, 
the  Directory  is  a practical  means  of  providing 
financial  support  for  Indiana  Medicine. 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  Directory. 
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TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  Fesler  Hall  224,  1120  South  Dr.,  Indianapolis  46223. 


Simple  Febrile  Seizure 

CONTINUED  FROM  PAGES  673-675 


1.  Simple  febrile  seizures  occur  during 
which  of  the  following? 

a.  Neonatal  period  (the  first  month  of 
life) 

b.  Pre-school  period  (1-6  years  of  age) 

c . School-age  period  (6- 1 2 years  of  age) 

d.  Adolescence  (13-18  years  of  age) 

2.  Which  of  the  following  statements  is  not 
true  of  simple  febrile  seizures? 

a.  Inherited  as  a X-linked  trait 

b.  More  common  in  males  than  females 

c.  May  be  a manifestation  of  cerebral 
immaturity 

d.  Occurrence  of  the  first  simple  febrile 
seizure  is  rare  prior  to  1 year  of  age 
or  after  3 years  of  age 

3.  Which  of  the  following  is  not  character- 
istic of  children  with  simple  febrile 
seizures? 

a.  Less  than  6 years  of  age 

b.  Otherwise  normal  without  any 
neurologic  deficit 

c.  2-4%  of  pre-school  children  experi- 
ence simple  febrile  seizures 

d.  An  EEG  1-2  weeks  following  a sim- 


ple febrile  seizure  should  be 
abnormal 

4.  Which  of  the  following  is  true  of  the  fever 

which  triggers  a simple  febrile  seizure? 

a.  Any  temperature  above  99.5  °F  may 
trigger  a simple  febrile  seizure 

b.  The  source  of  the  fever  must  be  non- 
CNS  in  origin 

c.  Rapidity  of  rise  in  temperature  is 
always  a contributory  factor  in  sim- 
ple febrile  seizures 

d.  The  source  of  the  fever  is  exclusively 
of  bacterial  origin 

5.  Which  of  the  following  is  not  character- 
istic of  a simple  febrile  seizure? 

a.  The  seizure  occurs  early  in  the  febrile 
period 

b.  The  seizures  are  primarily  general- 
ized 

c.  The  seizures  are  of  short  duration 

d.  Recurrence  within  24  hours  is 
common 

6.  Febrile  seizures  are  characteristically 

a.  Focal 

b.  Generalized 


c.  Petit  mal 

d.  Psychomotor 

7.  The  most  important  part  in  the  work-up 
of  a simple  febrile  seizure  is 

a.  A CAT  scan 

b.  The  history  and  physical 

c.  An  EEG 

d.  A lumbar  puncture 

8.  Factors  which  place  a child  at  risk  for 
developing  non-febrile  seizures  include  all 
of  the  below  except 

a.  A family  history  of  febrile  seizures 

b.  A previous  neurologic  deficit 

c.  Focal  seizure  activity 

d.  The  first  febrile  seizure  occurring 
prior  to  1 year  of  age  or  after  3 years 
of  age 

9.  Which  of  the  following  by  itself  would 
be  an  indication  for  anti-convulsant 
therapy  in  a child  with  a febrile  seizure? 

a.  An  EEG  showing  an  epileptogenic 
focus 

b.  Two  or  more  febrile  seizures  within 
a single  febrile  illness  (24  hrs) 

c.  Two  or  more  febrile  seizures  during 
the  pre-school  period 

d.  A family  history  of  non-febrile 
seizures 

10.  Which  of  the  following  is  the  anti- 
convulsant of  choice  if  treatment  of  a 
febrile  seizure  is  indicated? 

a.  Dilantin 

b.  Phenobarbital 

c.  Valproic  acid 

d.  Tegretol 


AUGUST 


Following  are  the  answers  to  the  CME  quiz  that  appeared 
in  the  August  1984  issue:  “Aspiration  Biopsy  Cytology: 
Biopsy  Method  of  the  Eighties,”  By  Michael  D.  Giant, 


CME  QUIZ 
Answers 


M.D. 


1.  d 

6.  c 

2.  c 

7.  c 

3.  d 

8.  d 

4.  c 

9.  c 

5.  d 

10.  a 

Answer  sheet  for  Quiz: 

1.  abed 

2.  abed 

3.  abed 

4.  abed 

5.  abed 


(Simple  Febrile  Seizure) 

6.  abed 

7.  abed 

8.  abed 

9.  abed 

10.  abed 


I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  I.U.  School  of  Medicine. 
I have  read  the  article  and  answered  the  quiz  on  the  answer 
sheet  above.  I understand  that  my  answer  sheet  will  be  graded 
confidentially,  at  no  cost  to  me,  and  that  notification  of  my 
successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application 
for  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  I also  understand  that  if  I do  not  answer  80% 
of  the  questions  correctly,  I will  not  be  advised  of  my  score  but 
the  answers  will  be  published  in  the  next  issue  of  Indiana 
Medicine  for  my  information. 


Name  (please  print  or  type) 


Address 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month's  quiz,  send  your  completed,  signed  ap- 
plication before  Oct.  10,  1984  to  the  address  appearing  at  the  top  of 
this  page. 
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FOR  SALE:  Family  Practice,  Monticello,  Ind.  Large 
number  charts.  Gross  over  $1  75,000. 
Reasonable  price  terms.  For  copy  of  appraisal,  call 
or  write  RH  Medical  Group,  1 2651  Briar  Forest, 
Suite  180,  Houston,  Tex.  77077-171  3) 
496-7777. 

FOR  SALE:  Meridian  Hills,  Indianapolis-Beautiful 
2-story,  9-room,  elegantly  decorated  home.  Walk 
to  St.  Luke's  Catholic  Church.  One-acre  seclud- 
ed lot  with  magnificent  beech  trees.  Extra-large 
rooms,  2 fireplaces,  slate,  ceramic  tile,  and  wide 
plank  hardwood  floors.  4 bedrooms,  5 baths 
and  study;  cherry  paneling.  Newly  remodeled 
kitchen,  patio.  $210,000.  For  appointment,  call 
317-259-7727. 

FOR  SALE:  50  wooded,  rolling  acres.  86th  St.  and 
Lafayette  Road,  Indianapolis.  10  minutes  from 
downtown  and  St.  Vincent  Hospital.  Contact 
Russell  Fortune  III,  (31  7)  635-271  1 or  (317) 
255-9060. 

FOR  SALE:  Physician's  furniture.  Office  desk,  two 
chairs,  sofa  and  bookcase.  Examining  room  furni- 
ture including  examination  table,  desk,  bookcase 
and  instrument  cabinet.  Call  B.  D.  Rosenak,  M.D., 
Indianapolis— (317)  924-3284. 

B.E.,  B.C.  FAMILY  PRACTITIONER  to  join  a busy 
family  practice  in  Indiana.  Close  to  large  city 
medical  center  20  miles  away.  Send  resume  to 
Dr.  V.  N.  Goel,  296  Hidden  Valley  Drive, 
Lawrenceburg,  Ind.  47025. 


FOR  SALE:  Over  5,000-square-foot  brick  and 
wood  building  located  on  approximately  one  acre; 
zoned  commercial.  Building  has  ample  parking  and 
faces  on  a multi-laned  highway  (#231 ) just  north 
of  Crawfordsville.  Property  is  surrounded  by  land 
owned  by  new  hospital.  Hospital  is  within  200 
yards  of  building.  Present  tenent,  a dental  office, 
desires  to  stay.  Remaining  approximately  4,000 
square  feet  of  space  would  make  excellent  offices 
for  physicians.  Dentist  owner  can  discuss  price 
with  interested  parties.  Photos  available.  Contact 
Dr.  or  Mrs.  Robinson,  (317)  362-0900. 

SANIBEL  ISLAND,  FLA.  Lighthouse  Point  condo- 
minium completely  furnished  for  sale  by  owner. 
Never  rented.  Pristine  condition.  3 BR,  magnifi- 
cent bay  view.  Beach.  $198,500.  Assume  9% 
mortgage.  813-472-3719  or  31  7-251-0321. 

OB/GYN-Group  Health  Cooperative  has  1984 
opening  for  Board  certified/eligible  obstetrician 
and  gynecologist.  GHC  is  an  established,  rapidly 
expanding  HMO.  Staff  enjoy  a stable  salary  plus 
excellent  benefit  program  including  5-6  weeks  of 
time  off  plus  $3,000  CME  funding.  Madison  is 
a city  of  200,000  population;  University  of 
Wisconsin;  and  4 lakes.  Contact:  John  Mueller, 
Group  Health  Cooperative,  1 South  Park  St., 
Madison,  Wisconsin  5371  5-1608)  251-41  56. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  nor- 
thwestern Indiana.  Contact  Dr.  Daniel  Philipsborn 
at  (312)  248-5557. 


Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Only  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  of  a truly  commercial  nature  (e.g.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  for  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Box  numbers  are  not  available. 

Charges: 

Indiana  physicians 254/word  ($5  min) 

Out-of-state  physicians 35<t/word  ($7  min) 

Hospitals/health  care  facilities  50<t/word  ($10  min) 

Realtors/commercial  recruitment 

and  all  others 75<t/word  ($15  min) 

Deadline:  First  working  day  of  month  preceding  month  of  publication. 

Payment  Procedure:  Payment  in  advance  is  not  required.  Invoices  and  tearsheets 
are  mailed  to  advertisers  upon  publication.  Indiana  Medicine  is  issued  on  the  10th  of 
each  month. 

Address:  Indiana  Medicine,  3935  N.  Meridian  St.,  Indianapolis,  Ind.  46208. 


MEDICAL  DIRECTOR  OF  RESEARCH  DEPART- 

MENT-Methodist  Hospital  of  Indiana  is  seeking 
a full  time  physician  to  direct  its  medical  research 
department.  The  desirable  candidate  should  be 
board  certified  or  eligible  in  a specialty  and  should 
have  a strong  academic  background  with 
demonstrated  experience  and  productivity  in 
clinical  research.  Position  includes  overall  direc- 
tion, planning,  coordination,  implementation  and 
evaluation  of  institution's  research  and  develop- 
ment and  extramural  grants  program.  Ad- 
ministrative responsibilities  encompass  newly 
constructed  research  laboratories  and  animal  care 
facilities,  an  11 -bed  clinical  research  unit,  and 
recently  developed  computer/word  processing 
facility.  Other  responsibilities  include  direction  of 
research  education  programs  for  staff,  residents, 
and  students.  Please  reply  in  confidence  to  E.  R. 
Gabovitch,  M.D.,  Academic  Affairs,  Methodist 
Hospital  of  Indiana,  1604  N.  Capitol  Ave.,  In- 
dianapolis, Ind.  46202. 


EMERGENCY  AND  FAMILY  PRACTICE  oriented 
physician  wanted  to  staff  a minor  emergency 
walk-in  center.  Salary  and  benefits  negotiable.  Op- 
tion of  part  ownership.  Located  50  miles  from  In- 
dianapolis in  a cooperative  and  progressive 
medical  community.  Call  or  write  James  E.  Whit- 
field, M.D.,  3109  W.  Sycamore,  Kokomo,  Ind 
46901  -1317)  457-8381. 


MEDICAL  DIRECTOR-Opportunity  for  physician 
with  experience  in  medical  group  practice  ad- 
ministration to  join  established  HMO  in  Madison, 
Wisconsin.  Group  Health  serves  29,000  patients 
with  its  staff  of  20  physicians  and  total  staff  of 
180.  Excellent  salary  and  benefit  program.  This 
represents  a rewarding  opportunity  to  develop  or 
progress  your  career  in  medical  administration. 
Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-41  56. 


GENERAL  SURGEON -Board  certified  or  Board 
eligible.  To  join  eight-member  family  practice 
medical  center.  Have  full-time  radiologist.  Major 
specialties  consult  on  regular  basis.  Located  at  In- 
ternational Falls  in  northern  Minnesota.  Near 
Voyageurs  National  park.  Year  around  outdoor 
recreation  abounds.  Served  by  major  airline. 
Population  20,000.  Send  curriculum  vitae  to  Dr. 
James  R.  Schuft,  Falls  Medical  Center, 
Shorewood  Drive,  International  Falls,  Minn. 
56649. 
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GENERAL/FAMILY  PRACTICE,  Southern  Cali- 
fornia—CIGNA  Healthplans  of  California  has  over 
28  facilities  in  Los  Angeles  and  Orange  Counties 
and  more  than  350,000  members.  Our  370  full- 
time physicians  enjoy  a personal  patient  popula- 
tion and  continuity  of  care.  Significant  growth  has 
created  opportunities  for  experienced  specialists 
and  General  and  Family  Practitioners  to  join  our 
professional  team  and  share  in  our  excellent  com- 
pensation and  benefits  package.  For  more  infor- 
mation send  curriculum  vitae  to  Director/Physician 
Recruitment:  CIGNA  Healthplans  of  California, 
700  N.  Brand  Blvd.,  Suite  500,  Glendale,  CA 
91203. 

PRIMARY  CARE  COURSE  IN  OTOLOGY-On 

Wednesday,  Oct.  31,  1 984,  the  Wright  Institute 
of  Otology,  Inc.  will  be  hosting  its  annual  course 
given  to  primary  care  physicians  dealing  with  com- 

Imon  office  otologic  problems.  Various  aspects  of 
ear  diseases  and  their  problems  will  be  discussed 
in  this  one-day  seminar.  For  further  information 
please  contact  the  Wright  Institute  of  Otology, 
Inc.,  1500  N.  Ritter  Ave.,  Indianapolis,  Indiana 
46219-1317)  353-5679. 

EMERGENCY  PHYSICIAN  needed  to  join  career- 
oriented  physicians  staffing  a 250-bed  hospital. 
New  emergency  room  under  construction  with  an 
expected  growth  of  the  current  1 8,000  annual 
emergency  visits.  Competitive  income  based  on 
fee-for-service  arrangement.  Less  than  one  hour 
from  Indianapolis.  Contact  David  R.  Gettle,  M.D., 
St.  Joseph  Memorial  Hospital,  Kokomo,  Ind. 
46901-1317)  456-5331. 
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FULL  TIME  PHYSICIAN  to  staff  immediate  care 
center.  Indianapolis  northside  area  Evenings  and 
week-ends.  Family  practitioner  or  emergency  room 
trained  physician  preferred.  Salary  negotiable.  Posi- 
tion open  immediately.  Send  resume  to:  Box  593, 
Carmel,  Ind.  46032. 

EMERGENCY  CONSULTANTS,  INC.,  is  now 

reviewing  applications  for  full-time  and  part-time 
opportunities.  Competitive  hourly  rates  in  attrac- 
tive multi-state  locations.  Malpractice  insurance 
provided:  Directorship  available.  Call  today  for 
more  information:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Road,  Suite  121,  Traverse  City, 
Mich.  49684-800-253-1795  or  in  Michigan 
800-632-3496. 

FAMILY  PRACTICE  — Rapidly  expanding  staff 
model  HMO  in  Madison,  Wisconsin,  has  oppor- 
tunities for  additional  family  practice  physicians. 
Competitive  salary  with  excellent  benefits  and  at- 
tractive practice  setting.  GHC  is  an  established, 
rapidly  growing  HMO  serving  29,000  patients. 
Current  staff  totals  1 80  employees,  including  20 
physicians.  Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 53715-1608)  251-4156. 

WANTED:  Physician  for  a new  convenient  care 
facility  in  large  midwestern  community.  Experi- 
ence in  family  practice  or  emergency  medicine. 
Competitive  salary  and  benefits,  flexible  schedule. 
Reply  in  confidence  to:  Box  1631,  Marion,  Ind. 
46952. 


BILLING  AND  ACCOUNTING  FOR  PHYSI- 

CIANS-Customized  service  for  patient  account 
records,  patient  billing,  insurance  forms,  payroll 
and  payroll  tax  forms.  For  more  information,  call 
or  write:  Nancy  Smith,  Medical  Billing  & Account- 
ing, Inc.,  3266  N.  Meridian  St.,  Suite  308,  Indi- 
anapolis, Indiana  46208-1317)  926-1  503. 

SHARE  OFFICE  SPACE-Seeking  a physician  to 
share  office  space  in  new  office  building  on  north- 
side  of  Indianapolis,  near  St.  Vincent  Hospital. 
Prefer  Pediatrician,  but  will  consider  any  physi- 
cian. If  interested,  contact  Dr.  Alexander  Kahn, 
(31  7)  872-7288. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  Hobart  and 
Gary,  Indiana.  Contact  Dr.  Cornelius  Arnold  at 
(31  2)  747-71  1 5. 

RENT  LUXURIOUS  FLORIDA  condominium  Hut- 
chinson Island.  Two  bedroom,  two  bath.  Golf,  ten- 
nis, pool,  private  beach.  Call  Tom  Stayton,  (317) 
636-4535. 

INDIANA-FAMILY  PRACTITIONER  to  serve  rural 
community  in  southeastern  Indiana.  Thirty-five 
miles  from  Cincinnati,  Ohio.  New  facility  within 
1 5 miles  of  full-service  hospital.  Strong  commu- 
nity support.  Send  resume  to:  F.  W.  Dayton,  Rural 
Health  Activities,  605  Wilson  Creek  Road, 
Lawrenceburg,  Ind.  47025. 
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could  be  used  to  buy  real  estate! 


It's  true!  Current  tax  law  makes  it  possible  for  you  to  own  resort 
real  estate  from  what  you've  been  paying  In  withholding  taxes. 
For  all  the  details  on  how  you  can  stay  FREE  for  three  days 
and  two  nights,  vacation  in  a Bermuda-like  atmosphere,  play 
golf  in  Scotland,  all  within  30  minutes  of  Sarasota. ..and  maybe 
come  away  with  a piece  of  real  estate  that'll  turn  your  1040  into 
a blessing. ..write  today!  Or,  for  faster  action,  call  collect 
1-813-493-2500. 


The  Plantation 

Golf  & Country  Club 


500  Rockley  Blvd.,  Venice,  FL  33593 


Are  You  Moving? 

If  so  please  send  change  of  address  to  Membership 
Dept.,  ISMA,  3935  N.  Meridian  St.,  Indianapolis 
Ind.  46208,  at  least  six  weeks  before  you  move. 

Name 

Address __ 

City State Zip 

County 

Tel:  Office  Tel:  Home  

IMPORTANT — Attach  mailing  label  from  your  last 
copy  of  Indiana  Medicine  here. 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2' 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  510 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy. 


DALMAME® 

flurozepom  HCI/Roche 

References:  1.  Kales  J et  at  Clin  Pharmacol  Ther 
72  691  697,  Jul-Aug  1971  2.  Kales  A et  al : Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Gehatr  Soc 
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Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  27:355-361, 
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Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al  Pharmacology  26:121-137,  1983. 


DALMANE*  <S 

tlurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  tlurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
tlurazepam  HCI 
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financial  security  specialists 

are  on  call” 


American  Physicians  Life  believes  a 
physician’s  financial  security  deserves 
specialized  attention.  That’s  why  our 
products  and  services  are  designed  with 
the  doctor  in  mind.  Our  comprehensive 
portfolio  of  services,  including  life 
insurance,  professional  disability  income 
coverage,  qualified  plans  and  tax-deferred 
annuities,  is  customized  to  meet  your 
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your  financial  planning  program — that’s  our 
specialty!  Toll-free  outside  Ohio,  1-800-742-1275 
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CHARLES  A BONSETT,  M.D.,  Indianapolis 


This  page  of  notes  concerns  Helene 
Elise  Hermine  Knabe,  a German- 
born  girl  (1875)  who  emigrated  to 
Indiana  in  1896  to  fulfill  her  ambition  of 
studying  medicine,  the  opportunity  being 
denied  in  her  homeland  because  of  her 
sex. 

Although  she  was  an  excellent  student, 
Helene’s  upbringing  was  directed  primar- 
ily toward  developing  those  attributes 
essential  to  becoming  a good  hausfrau. 
She  was  steeped  in  the  concept  that  “you 
cannot  be  a master  of  anything  unless  you 
know  every  detail  of  the  work.’’  Conse- 
quently, she  became  an  expert  of  the  nee- 
dle, not  only  with  conventional  sewing, 
mending  and  dressmaking,  but  with  all 
sorts  of  fancy  work  to  which  she  applied 
her  native-born  talent  of  freehand 
drawing. 

But  it  was  with  nature  that  the  grow- 
ing girl  found  her  greatest  satisfaction. 
Her  home,  in  a rural  setting  on  the  Baltic 
coast,  permitted  frequent  walks  along  the 
beach  and  into  the  forest,  providing  ex- 
periences that  aroused  her  curiosity  and 
revealed  the  wonders  of  life.  It  was  this 
background  that  set  the  stage  for  an  in- 
terest in,  and  a desire  for,  a medical 
education. 

In  terms  of  personality,  Helene  Knabe 
was  an  introvert,  but  she  was  aggressive 
and  could  be  as  blunt  and  brusque  as  the 
occasion  demanded.  Her  colleagues 
described  her  as  dedicated,  capable  and 
thorough.  By  some  she  was  considered 
to  be  moody  and  melancholic;  by  others 
she  was  described  as  warm,  sincere  and 
devoted. 

It  was  through  circumstance  that  Indi- 
ana came  to  be  her  adopted  home.  An 
older  cousin,  Miss  August  Knabe,  had 
visited  Indianapolis  in  1895,  became  in- 
volved with  teaching  the  German  langu- 
age in  the  public  school  system,  and 
decided  to  stay.  She  was  joined  the 
following  year  by  Helene,  who  enrolled 
in  Butler  College,  then  located  in  Irving- 
ton. Helene  was  admitted  to  the  Medical 
College  of  Indiana  in  1900. 

Internships  at  tWt  time  were  available 
only  to  male  graduates  by  competitive  ex- 


Helene  Knabe,  M.D. 

animation.  Most  of  the  1904  graduates 
(the  year  Dr.  Knabe  received  her  M.D. 
degree)  went  directly  into  practice.  Dr. 
Knabe,  who  had  an  interest  in  pathology, 
and  who  had  worked  as  an  assistant  to 
Dr.  Frank  B.  Wynn  since  her  sophomore 
year,  was  placed  in  charge  of  the  medical 
school’s  laboratories.  The  following  year 
she  was  appointed  by  Dr.  John  N.  Hurty 
to  the  Indiana  State  Laboratory  of 
Hygiene.  Her  initial  work  was  with  dip- 
theria,  but  during  her  three  years  with  the 
state  she  became  the  foremost  authority 
on  the  laboratory  diagnosis  of  rabies  and 
its  treatment  using  the  Pasteur  method. 

In  1908  she  resigned  her  position,  be- 
ing quite  outspoken  that  the  long-pro- 
mised $1,800  annual  salary  had  never  ma- 
terialized and  that  the  workday  could  be 
as  long  as  16  hours.  (A  male  physician 
would  have  been  better  paid.) 

She  then  opened  an  office  for  the  prac- 
tice of  medicine  in  the  newly  erected 
Board  of  Trade  Building.  Later  she  moved 
to  the  Delaware  Flats  where  she  maintained 
her  office  in  addition  to  her  living 
quarters.  She  was  practical  and  frugal. 

She  was  also  contentious. 

On  a wet  April  day  in  1907,  she  slip- 
ped on  the  prysmatic  glass  walk  in  front 


of  the  Traction  Terminal  Building,  frac- 
tured an  ankle,  and  promptly  brought  a 
$5,000  lawsuit  against  the  Indianapolis 
Traction  and  Terminal  Company.  Dr. 
Knabe  presented  x-ray  evidence  of  her 
fracture;  the  x-ray  was  then  regarded  as 
novel,  as  well  as  scientific.  The  jury,  just 
as  scientific,  visited  the  scene  of  the  alleged 
negligence  and  threw  buckets  of  water  on 
the  glass  walk  so  as  to  make  their  own 
determination  as  to  how  slippery  it  would 
become.  Their  judgment  was  not  in  favor 
of  Dr.  Knabe. 

In  1909  Dr.  Knabe  was  one  of  the 
charter  members  of  the  Nu  Sigma  Phi 
medical  sorority  on  the  occasion  of  that 
organization’s  founding  (May  4 at  the 
Dennison  Hotel). 

By  1911  she  had  established  the  foun- 
dation of  a good  medical  reputation.  She 
was  still  struggling  to  develop  a practice 
for  w hich  the  competition  was  very  keen, 
but  she  was  able  to  augment  her  income 
with  lectures  and  by  doing  medical  illus- 
trations. Her  future  looked  bright. 

But  suddenly  her  young  life  was  ter- 
minated. She  was  found  dead  in  bed  on 
the  morning  of  Oct.  3,  1911  by  her  secre- 
tary. Dr.  Knabe’s  throat  had  been  cut  so  j 
deep  that  the  cervical  spine  was  nicked.  J 
Her  nightgown  was  up  to  shoulder  level, 
revealing  her  nude  body.  She  had  not 
been  molested.  She  had  not  been  robbed. 

All  the  doors  and  windows  were  locked. 

No  weapon  was  found. 

How  and  why  did  it  happen? 

“Murder,”  said  the  coroner. 

“Suicide,”  said  the  chief  of  police. 

“Nonsense!”  said  Dr.  Hannah 
Graham,  who  along  with  other  women 
physicians  throughout  the  state  organized  | 
to  assure  that  justice  would  be  done.  But 
it  never  was.  The  mystery  of  Dr.  Helene  1 1 
Knabe’s  death  was  never  solved. 

The  life  and  times  of  Dr.  Knabe  pro- 
vide the  subject  for  this  year’s  Indiana 
Historical  Society  medical  history  section 
meeting,  to  be  conducted  Saturday,  Nov. 

3,  at  the  Indianapolis  Airport  Hilton, 
beginning  at  9:30  a.m. 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving. ” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . . 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 


Indianapolis  (317)  872-8013 
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Marion  Laboratories  is  marketing  a 
new  rapid  diagnostic  test  for  betahemo- 
lytic  Streptococcus.  CULTURETTE 
Brand  10-Minute  Group  A Strep  ID 
detects  the  pathogen  on  a throat  swab  and 
eliminates  overnight  culturing.  It  is  ex- 
pected that  the  ID  will  become  a useful 
addition  to  the  physician’s  office  and  in- 
dependent and  hospital  laboratories. 

Dosimeter  Corporation  has  prepared 
a new  catalog  of  Detection  and  Employee 
Protection  Products.  It  provides  technical 
information  on  dosimeters,  geiger 
counters,  nonionizing  radiation  monitors, 
exhaustless  filtered  fume  hoods,  air 
purifiers,  air  samplers  and  Laser  Safety 
Manuals. 

Amko  has  a new  IUD  removal  forceps 
which  features  a diameter  at  the  jaws  of 
3 millimeters.  The  9-inch  alligator  forcep 
has  a blunt,  tapered  tip  for  easier  inser- 
tion. It  is  made  of  stainless  steel.  There 
are  two  styles  of  IUD  removal  hooks  also 
available. 

Key  Pharmaceuticals  has  FDA  ap- 
proval to  market,  in  the  United  States, 
the  first  12-hour  steroid  aerosol  for  treat- 
ment of  bronchial  asthma.  The  product 
was  developed  and  licensed  to  Key  by 
Syntex.  Its  trade  name  is  AeroBid.  The 
active  component  is  flunisolide,  an  anti- 
inflammatory steroid.  It  is  recommended 
for  twice-a-day  dosage  and  will  be  avail- 
able only  on  prescription. 


News  of  what  is  new  in  the  medical  supply 
industry  is  composed  of  abstracts  from 
news  releases  by  book  publishers  and 
manufacturers  of  pharmaceuticals,  clinical 
laboratory  supplies,  instruments  and 
surgical  appliances.  Each  item  is  publish- 
ed as  news  and  does  not  necessarily  con- 
stitute an  endorsement  of  a product  or 
recommendation  for  its  use  by  Indiana 
Medicine  or  by  the  Indiana  State  Medical 
Association. 


UNILAB,  the  first  and  only  office 
diagnostic  system  to  offer  routine  blood 
chemistries,  plus  enzyme  immunoassays 
(EIA)  for  thyroid  function,  therapeutic 
drug  assays  and  B-HCG  (quantitative 
pregnancy  tests),  has  been  introduced  by 
Bio-Dynamics,  the  Indianapolis-based 
Physician  Laboratory  Products  Division 
of  Boehringer  Mannheim  Diagnostics. 
UNILAB’s  diagnostic  potential  is  designed 
to  be  both  medically  and  financially 
beneficial  to  the  in-office  user. 

General  Electric  announces  a CT 
Xenon  Cerebral  Blood  Flow  (XeCBF) 
Imaging  System  to  aid  in  the  diagnosis 
and  evaluation  of  stroke  victims  by 
assisting  in  determination  of  the  extent 
of  the  damage,  the  timing  for  surgery, 
and  potential  therapeutic  benefit.  The 
Xenon  CBF  option  is  applicable  to  the 
CT  9800  systems. 

Medical  Frontiers  is  introducing  a 
home  test  kit  for  the  identification  of 
gonorrhea  in  men.  The  product,  called 
V.D.  Alert™,  will  be  sold  over-the-coun- 
ter. It  has  95%  specificity  and  provides 
a presumptive  test  for  the  bacterium  that 
causes  gonorrhea.  By  sending  the  in-home 
test  to  Medical  Frontiers’  CDC  Interstate 
Commerce  approved  laboratory,  V.D. 
Alert  enables  men  to  receive  a confiden- 
tial analysis  by  calling  a toll-free  number 
with  a personal  identification  code. 

Geigy  has  FDA  approval  to  market 
Brethaire®  (terbutaline  sulfate),  a bron- 
chodilator  in  the  form  of  an  aerosol.  It 
provides  fast  relief  from  bronchospasm 
while  avoiding  many  of  the  side  effects 
of  orally  administered  bronchodilators. 
More  than  95%  of  patients  treated  in  the 
Brethaire  clinical  studies  were  not  affected 
by  tremor  or  nervousness. 


Petrascep  Corporation  introduces  a 
newly  designed  cup  suitable  for  bed  pa- 
tients. The  12-ounce  capacity  cup  may  be 
used  for  drinking  in  the  usual  manner 
from  the  rim.  In  addition,  the  handle  of 
the  cup  is  hollow  and  extends  from  the 
bottom  of  the  cup  up  to  the  top  and  may 
be  used  as  a drinking  straw.  The  cup, 
which  is  named  SIP-A-CUP™,  is  un- 
breakable, durable  and  dishwasher  safe. 

Jung®  Medical  Products  is  adding  Anti- 
Embolism  Stockings  for  recumbent  pa- 
tients to  its  system  of  elastic  graded  com- 
pression therapy,  The  VenES®  System 
by  FUTURO®  . VenES  Anti-Embolism 
Stockings  deliver  18  mm  Hg  compression 
at  the  ankle.  Features  include  an  expan- 
sion panel  (gusset)  at  the  top  of  Thigh 
Length  styles  to  prevent  gartering. 
Another  feature  is  one-way  stretch  to 
minimize  slippage. 

The  Sea  Otter  Press  announces  a 
poster,  printed  on  extra  heavy  poster 
stock,  which  illustrates  in  full  color  40 
edible  or  poisonous  mushrooms.  Mea- 
surements are  37  Vi " X 2414  ",  The  poster 
was  prepared  by  two  eminent  botanists. 
Each  illustration  is  accompanied  by  in- 
formation about  scientific  and  common 
names,  seasons  of  common  occurrence, 
size  range  of  mature  specimens,  type  of 
habitat  and,  in  the  case  of  the  poisonous 
varieties,  the  type  of  toxin  each  contains 
and  the  nature  of  symptoms  induced. 

Beckman  Instruments  is  introducing 
the  LMS  System  4800  clinical  data 
management  system,  developed  for  the 
laboratory  of  the  50  to  150  bed  hospital. 
The  computer  helps  the  lab  organize 
workflow  and  provides  management  tools 
to  enhance  the  operation  of  any  clinical 
laboratory.  The  system  interfaces  nearly 
all  automated  instrumentation  so  results 
are  transferred  to  the  LMS  data  bank. 
Results  from  manual  procedures  are 
entered  by  technologists  at  terminals 
throughout  the  lab. 

Key  Pharmaceuticals  has  acquired, 
from  Knoll  AG  of  West  Germany,  exclu- 
sive marketing  rights  in  the  United  States 
to  gallopamil,  a new  potent  calcium  an- 
tagonist. It  is  anticipated  that  gallopamil 
will  be  on  the  U.S.  market  during  1987. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

Suite  506  / 3737  North  Meridian  Street  / Indianapolis,  IN  46208  / (317)  926-5836 


1984  Pennsylvania  Casually  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 
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¥>ur  practice 


We  feel  it  deserves  a little  special  treatment. 
After  all,  it’s  your  livelihood. 

Phone  or  write  Management  Systems  of  Wausa 
and  discover  how  smoothly  your  practice  can  run. 
Imagine  your  bills  going  out  on  time  without  any 
worry  or  bother  on  your  part  at  all  Imagine  insuranc 
claims  processed  without  problems,  recall  notices 
for  follow-up  care  issued  automatically,  lists  of 
patients  and  surgeries  provided  on  demand. 
Please  be  assured  that  we  won’t  intn 
duce  new  medical  management  procedures 
and  then  bid  you  a fast  farewell.  We’ve  built  a 
reputation  for  outstanding  service;  we’ll  always  be 
there  to  help.  Our  method  is  to  diagnose  your 
problems  and  then  offer  consultations,  prescriptioi  ' 
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^ and  continual  support  to  solve  them. 


DIAGNOSES  Unlike  typical  computer  management  companies,  we  never 
start  by  presenting  a service  and  trying  to  shoehorn  it  into  your  medical  office. 
Actually,  we  offer  so  many  services  that  our  first  question  will 
be:  “What  do  you  really  need?” 

Then  let’s  sit  down  and  list  your  billing 
needs,  collection  needs,  insurance  processing 
needs,  management  reporting  needs,  appoint- 
ment scheduling  needs,  general  business 
needs,  and  medical  reporting  needs. 

Together,  we’ll  also  clarify  what  you  don’t 
need.  Only  then  can  an  efficient,  cost- 


effective  program  be  chosen  for  your 
medical  office. 


CONSULTATIONS  In  plain 
English,  not  computer  or  manage- 
ment jargon,  we’ll  explain  how  to 
strengthen  your  financial  control.  For  - 
example,  we  can  help  you  design  more 
effective  statements,  collection  notices,  and 
routing  slips. 

Please  remember  that,  while  we  are  always  available,  we  do  not  make 
excessive  demands  on  your  time.  The  idea  is  not  to  take  time,  but  to  save  time. 
Our  goal  is  to  free  your  staff  to  devote  more  time  to  patients  and  less  to  paperwork. 


deserves  the 
of  care. 


PRESCRIPTIONS  We  prescribe  only  what  you  really  need.  Maybe  it’s  a 
ervice  bureau  relationship  to  get  your  bills  out.  Maybe  it’s  your  own  IBM  Personal 

Computer.  Maybe  it’s  a sophisticated  in-house  system.  Maybe 
it’s  an  instant  hook  up  witn  computers  at  Wausau  that  lets  you 
W launch  a billing  cycle  without  addressing  an  envelope  or 
licking  a stamp. 

PROGNOSES  Your  prognosis  should  be  excellent.  We 
serve  more  than  400  medical  offices  in  30  states,  and  they 
are  reporting  results  such  as  these: 

“Swifter  cash  flow.”  “Stronger  financial  control!’ 
; “No  month’s  end  billing  rush.  ‘Improved  collection 
h.V. rate’.’  “Reduced  number  of  lost  charges’.’ 

Yi  'vC  : V , “Better  use  of  staff’.’  “Automated  processing 

of  insurance  claims’.’  “Computerized  monitoring 
of  patient  care’.’  “Automatic  issuing  of  patient 
recall  notices’.’ 

You  won’t  have  to  hire  more  people  to 
achieve  these  goals.  Nor  do  you  have  to  take 
an  advanced  course  in  computer  technology. 

All  it  takes  is  willingness  on  your  part— plus 
resources,  know-how,  and  extra  care  on  ours. 

Why  not  give  your  practice  the  attention 
ildeserves?  Phone  today  or  mail  the  coupon  for  more  details. 

You’ll  receive  a free  Medical  Office  Management  Guide  filled  with  ideas 
y»u  can  use  right  now,  including  a workbook-like  section  for  diagnosing  your  own 
n eds.  And  there  is  no  obligation  of  any  kind. 


MAIL  WITHIN  10  DAYS 


• Fes,  please  send  me  your  easy-to-use  Medical  Office  Management  Guide 
j jbsolutely  free.  I understand  there’s  no  obligation. 
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Management  Systems  of  Wausau 
P.O.  Box  1000 
Wausau,  WI  54401  • 1 800  826-0028 
In  Wisconsin:  1 800  472-0023 
We  work  hard  to  support  you. 


T.  S.  DANIELSON,  JR.,  M.D.,  M.P.H. 
Acting  State  Health  Commissioner 


New  information  from 
Office  of  the  Commissioner 
Indiana  State  Board  of  Health 
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1330  W.  Michigan  St. 
Indianapolis,  Ind.  46206 
317-633-8400 


Home  nursing  services  have  been  pro- 
vided in  an  organized  manner  since  before 
the  turn  of  the  century.  These  services 
began  in  response  to  the  needs  of  the  ur- 
ban poor  and  eventually  were  extended 
into  rural  areas.  In  the  beginning,  volun- 
tary agency  nurses  worked  independently 
in  caring  for  the  sick,  providing  “well 
baby”  care,  and  giving  needed  services 
in  the  schools.  Eventually,  government 
agencies  such  as  county  health  depart- 
ments adopted  this  model  for  their  ser- 
vices. 

What  is  home  health  care?  “Home 
health  care”  constitutes  those  services 
provided  to  individuals  and  families  in 
their  place  of  residence  for  the  purpose 
of  promoting,  maintaining  or  restoring 
health  or  minimizing  the  effects  of  illness 
or  disabilities. 

Home  health  care  services  can  be  a 
cost-effective  alternative  to  inpatient  care 
and  can  help  prevent  premature  institu- 
tionalization. Home  health  care  services 
are  provided  under  the  direction  of  a per- 
sonal physician,  who  will  order  both  the 
services  that  the  agency  may  provide  and 
the  frequency  of  visits.  These  orders  are 
reviewed  and  revised  at  least  every  60  days 
by  the  physician. 

When  Medicare  went  into  effect  in 
1966,  the  nature  of  home  care  services 
changed.  Under  Medicare,  home  health 
services  are  defined  as  part-time  or  inter- 
mittent skilled  nursing  services  and  at 
least  one  other  therapeutic  service 
(physical,  speech,  or  occupational 
therapy)  which  must  be  available  on  a 
visiting  basis  in  the  patient’s  home.  The 
services  provided  must  be  directed  by  a 
written  plan  of  treatment  established  and 
periodically  reviewed  by  a physician. 

As  a result  of  Medicare,  home  care  ser- 
vices have  changed  dramatically  from  the 
supportive,  non-skilled  services  which 
enabled  the  elderly  to  remain  in  their 
nomes  to  skilled  care  following  a hospital 
admission  or  an  episode  of  acute  illness. 

Skilled  services  for  eligible  persons  are 
reimbursable  through  Medicare  and 
Medicaid.  Many  private  insurance 
policies  include  home  health  coverage. 
Medicaid  also  covers  some  non-skilled 


services  provided  by  a nurse  aide  or 
homemaker.  Home  care  services  are  reim- 
bursed by  third-party  payees  only  when 
they  are  provided  by  state-licensed  and 
federally  certified  home  health  agencies. 

The  growth  of  state-licensed  and  fed- 
erally certified  home  health  agencies  in 
Indiana  was  rather  slow  throughout  the 
late  1960s  and  1970s.  By  the  end  of  1979, 
there  were  only  47  such  agencies  and  few 
offered  the  full  range  of  reimbursable  ser- 
vices. No  Medicare  reimbursable  services 
were  available  to  persons  in  more  than 
25  counties.  This  slow  and  steady  growth 
rate  of  about  seven  new  agencies  per  year 
continued  until  July  1982,  when  we  began 
adding  new  agencies  at  the  rate  of  one 
per  month. 

This  increased  to  a rate  of  three  per 
month  during  the  last  six  months  of  1983. 
This  growth  has  continued  in  1984 — by 
the  end  of  July  1984,  there  were  117  state- 
licensed  and/or  federally  certified  home 
health  agencies  in  Indiana.  Home  care 
services  are  now  available  to  some  extent 
in  all  92  Indiana  counties. 

This  rapid  increase  in  the  number  of 
agencies  may  be  due  in  part  to  the  imple- 
mentation of  Diagnostic  Related  Groups 
(DRGs)  in  hospitals.  The  anticipation  was 
that  Medicare  recipients  would  be  dis- 
charged sooner  (and  sicker)  and  would, 
therefore,  not  only  be  in  need  of  but  also 
eligible  to  receive  skilled  home  care  ser- 
vices. Home  health  agencies  around  the 
state  report  that,  indeed,  patients  are  be- 
ing discharged  from  hospitals  sooner  than 
in  the  past  and  not  only  are  sicker  but 
require  highly  skilled  services  which  have 
not  been  given  in  the  home  before. 

Many  Indiana  hospitals  have  either 
started  or  are  in  the  process  of  starting 
home  care  programs.  Hospitals  have  the 
advantage  of  being  their  own  referral 
source.  Hospital  spokespersons  also  say 
that  the  quality  of  care  could  be  enhanced 
by  the  continuity  of  care. 

Another  group  of  health  care  providers 
entering  the  home  care  market  are  nurs- 
ing homes.  The  pre-admission  screening 
regulation  which  went  into  effect  in  the 
spring  of  1983  may  account  for  some  of 
this  growth  because,  if  the  screening  team 


determines  a person  is  not  eligible  for 
nursing  home  placement,  in-home  ser- 
vices may  be  needed. 

In  a speech  delivered  at  the  Indiana 
Public  Health  Association’s  spring  con- 
ference, Governor  Robert  Orr  spoke  of 
Indiana’s  health  care  needs  and  the  prob- 
lems in  meeting  these  needs  and  said  that 
“.  . . among  our  most  urgent  priorities 
are  home  health  care,  especially  for  the 
elderly.” 

The  Indiana  Plan  for  Health  (1982- 
1987),  developed  by  the  Indiana  State 
Board  of  Health,  lists  as  a state  policy 
the  promotion  “of  the  most  cost-effective 
alternatives  that  maintain  or  improve  the 
quality  of  medical  care;”  it  further  states 
that  “cost-effective  alternatives  to  inpa- 
tient care  should  be  thoroughly  explored.” 

Some  home  health  agencies  offer  a full 
range  of  services,  including  physical,  oc- 
cupational, and  speech  therapies,  medical 
social  workers,  and  nutritional  guidance. 
The  primary  registered  nurse  is  responsi- 
ble for  coordinating  whatever  services  a 
person  receives  to  maximize  their  effec- 
tiveness. 

In  1983,  more  than  75%  of  home 
health  services  in  Indiana  were  provided 
to  persons  age  65  and  over.  Many  elderly 
people  are  in  need  of  nonskilled  or  sup- 
portive services,  such  as  homemakers  or 
home  maintenance.  The  public  funding 
for  these  types  of  services  is  limited.  Some 
persons,  however,  are  able  to  pay  for  such 
services  themselves. 

Family  members  are  a very  important 
part  of  home  care.  Nurses  often  can  teach 
family  members  or  friends  the  necessary 
skills  which  allow  them  to  provide  the 
care  needed  so  the  patient  can  remain  at 
home.  Family  members  feel  more  confi- 
dent and  are  better  able  to  provide  the 
needed  care  with  the  nurse’s  help,  sup- 
port and  supervision. 

Home  health  care  services  are  essential 
to  providing  the  continuity  needed  for 
high  quality  comprehensive  health  care. 
They  can  greatly  extend  the  time  elderly 
persons  may  remain  in  their  own  home, 
as  well  as  enhance  the  quality  of  life  dur- 
ing that  time. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

"Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 ,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 
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Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98.  Each  tablet  ol  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block,  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours,  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


cardizem 

(dilfazem  HCI) 

30  mx  and  60  mg  tablet* 


is  Indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  freguency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker. 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem, 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2.4%), 


headache  (2.1%),  nausea  (19%),  dizziness  (1.5%),  rash  (IT 
asthenia  (1.2%),  AV  block  (1,1%).  In  addition,  the  following  evr 
were  reported  infrequently  (less  than  1%)  with  the  order  of  prese 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 


Gastrointestinal 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  brady 
dia,  palpitations,  congestive  heart  fail 
syncope 

Paresthesia,  nervousness,  somnoler 
tremor,  insomnia,  hallucinations,  and  amne 
Constipation,  dyspepsia,  diarrhea  vomit 
mild  elevations  of  alkaline  phosphatase  S( 
SGPT  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensit  I 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal’s  angina  experiencing  episode 
vasospastic  angina  developed  periods  of  transient  asymptorr 
asystole  approximately  five  hours  after  receiving  a single  6( 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  i 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme: 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  S 
SGPT,  LDH.  and  CPK  However,  a definitive  cause  and  effect  bets 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lire 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolei 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggei 
response,  appropriate  supportive  measures  should  be  employ 
addition  to  gastric  lavage.  The  following  measures  may  be  consid 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg)  If 
is  no  response  to  vagal  blockade,  admir 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  with 
diac  pacing 

Administer  inotropic  agents  (isoproter 
dopamine,  or  dobutamme)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarte 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity! 
clinical  situation  and  the  judgment  and  experience  of  the  tre 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  rr 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD. 
these  species  were  60  and  38  mg/kg.  respectively.  The  oral  Li 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethalih 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kt 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assoc 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  i 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  f 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pat 
needs  Starting  with  30  mg  four  times  daily,  before  meals  a 
bedtime,  dosage  should  be  increased  gradually  (given  in  d 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals: 
optimum  response  is  obtained.  Although  individual  patients 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  180  to  240  mg/day.  There  are  no  available  dataco 
ing  dosage  requirements  in  patients  with  impaired  renal  or  Iv 
function.  If  the  drug  must  be  used  in  such  patients,  titration  sho 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  but 
have  been  no  controlled  studies  to  evaluate  the  antia 
effectiveness  of  this  combination 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.)  1 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  IOC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  : 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  I 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  1 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  thr  u it 
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Interferon  Update:  Some  Good  News! 

The  American  Cancer  Society  an- 
i nounced  that  it  will  spend  up  to  $1.5 
million  on  newly  available  mouse  and  rat 
' interferons  for  laboratory  studies. 

The  animal  interferons,  made  commer- 
1 dally  through  recombinant  DNA  technol- 
ogy, will  be  purchased  by  the  ACS  and 
supplied  to  researchers.  The  new  studies 
s will  enable  doctors  to  optimize  the  doses 
and  schedules  of  human  interferon  used 
to  treat  cancer  patients,  according  to  the 
i society’s  senior  vice  president  for 
research,  Dr.  Frank  J.  Rausher,  Jr. 

“Thus  far,  the  ACS  has  spent  $6.8 
million  on  interferon  research,  mainly  to 
determine  whether  it  had  any  potential 
as  an  anti-cancer  agent,”  said  Dr. 
Rauscher. 

“We’ve  found  that  it  has,  but  until 
now,  we’ve  had  to  postpone  the  detailed 
pharmacological  studies  routinely  per- 
formed in  animals  before  a drug  is  tested 
in  patients.” 

Until  the  animal  interferon  became 
available  this  year,  such  studies  had  been 
impossible,  since  interferons  are  species- 
specific — that  is,  human  interferon  works 
only  in  humans,  mouse  interferon  only 
jin  mice.  Small-scale  studies  in  cancer  pa- 
tients were  ethically  permissible  because 
earlier  research  showed  that  interferon, 
made  every  day  by  the  body’s  white  blood 
cells,  would  not  cause  harm  and  might 
have  an  anti-cancer  effect. 

| Since  1978,  ACS-sponsored  trials  have 

(revealed  that  human  interferon  is  active 
against  kidney  cancer,  melanoma,  breast 
fcancer,  Kaposi’s  sarcoma,  and  certain 
types  of  leukemia  and  lymphoma, 
although  it  has  not  been  effective  in  every 
patient.  Nor  is  it  known  how  long  its 
positive  effects  will  last. 

Unlike  standard  anti-cancer  drugs, 
which  poison  normal  cells  as  well  as 
icancer  cells  and  cause  severe  side  effects, 
interferon’s  worst  toxicity,  for  most  pa- 
tients, is  an  array  of  flu-like  symptoms. 
These  are  not  dangerous  to  the  patient 
land  subside  when  treatment  is  stopped. 


“But  without  the  results  of  animal 
studies  to  help  us  plan  and  refine  inter- 
feron treatment,  we’ve  been  something 
like  a jet  pilot  who  knows  how  to  taxi 
his  airplane  around  the  runway,  but 
hasn’t  found  the  controls  needed  for  a 
take-off,”  said  Dr.  Rauscher. 

At  least  three  major  classes  of  inter- 
ferons are  made  in  mammals,  including 
man  and  mouse.  These  can  now  be  pro- 
duced separately,  in  unlimited  quantities 
and  in  very  pure  form,  thanks  to  genetic 
engineering.  The  different  types  of  inter- 
ferons could  be  used  individually  to  treat 
cancer  patients,  or  in  “cocktails”  of 
various  proportions,  combined  with  con- 
ventional radiation  and  chemotherapy. 

“The  possible  treatment  strategies  are 
infinite,  but  it  would  take  years  to  find 
out  the  best  one  for  each  type  of  cancer 
if  we  had  to  rely  on  what  we  can  learn 
from  using  interferon  in  patients,”  ex- 
plained Dr.  Rauscher. 

“Now  that  animal  interferons  can  be 
assessed  in  laboratory  animals,  we  may 
start  getting  preliminary  information  in 
a matter  of  months.” 

The  mouse  and  rat  interferon  studies 
will  be  performed  by  independent  inves- 
tigators at  institutions  to  be  chosen  this 
summer  by  an  advisory  committee  to  the 
society. 

ACS  Research  Report 

A new  publication,  “The  American 
Cancer  Society  Research  Report,”  is  now 
available.  An  overview  of  the  society’s  na- 
tional research  effort,  the  magazine-style 
publication  focuses  primarily  on  the 
research  grants  program — when  it  began, 
how  it  works,  what  areas  are  currently 
under  investigation,  who  our  grantees  are. 

Among  the  key  individuals  who  should 
receive  the  publication  are  officers  of 
hospitals  and  medical  centers,  major  con- 
tributors, medical  and  science  writers, 
editors  of  daily  and  weekly  newspapers, 
news  editors  of  radio  and  TV  programs, 
public  health  officials,  corporate  leaders, 
legislators,  members  of  the  scientific  and 


medical  community.  This  publication  is 
a valuable  resource  for  answering  in- 
quiries about  the  society’s  research  pro- 
gram on  a year-round  basis.  Order 
through  the  Distribution  Office  (Code 
#5601). 

Education  Program  for  Schools 

To  aid  in  school  presentations,  a new 
slide/script  program  offering  an  overview 
of  the  American  Cancer  Society’s  Youth 
Education  program  is  now  available.  It 
gives  a brief  description  of  key  materials 
available  for  grades  K-12  such  as  Early 
Start  to  Good  Health,  Health  Network, 
the  new  Health  Myself  Kit,  Nature  of 
Cancer  Kit,  and  the  films,  From  One  Cell, 
Take  Joy,  and  Something  Very  Special. 
It  stresses  that  these  materials  are  designed 
to  be  integrated  into  the  schools’  curri- 
culum. 

The  approximately  10-minute  slide 
presentation  is  ideal  for  promoting  youth 
education  programs  to  teachers,  prin- 
cipals, and  administrators. 

Professional  Education  Publication 

Tumors  of  the  head  and  neck  can  in- 
clude a diverse  group  of  cancers  affect- 
ing the  oral  cavity,  oropharynx,  hypo- 
pharynx,  nasopharynx,  nasal  cavity, 
larynx,  and  paranasal  sinuses.  The  ma- 
jority of  these  cancers  are  squamous  cell 
carcinomas. 

A publication  called  “Cancer  of  the 
Head  and  Neck”  contains  a series  of  ar- 
ticles on  the  staging  of  head  and  neck 
cancers,  the  role  of  adjuvant  radiation 
therapy  and  chemotherapy  in  the  treat- 
ment of  these  cancers,  esthesio-neuroblas- 
toma,  an  unusual  epithelial  tumor  of  the 
nasal  olfactory  mucosa,  a historical 
vignette  on  nasopharyngeal  cancer,  and 
a landmark  article  on  a special  group  of 
lymphoepithelial  tumors  eponymously 
designated  “Schmincke  tumors,”  for  the 
German  pathologist  who  first  described 
them.  Copies  may  be  ordered  through  the 
Division  Office  District  Representative. 
(Code  #3346.) 
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Financial  Seminars 

General  Alexander  Haig  will  be  the 
keynote  speaker  at  two  day-long  finan- 
cial planning  seminars  entitled  “How  to 
Use  Switzerland  for  Privacy  and  Profit.” 

The  seminars,  conducted  by  Swiss 
Financial  Seminars  of  Minneapolis,  will 
be  conducted  Saturday,  Oct.  27,  at  the 
Knickerbocker  Hotel  in  Chicago  and 
Saturday,  Nov.  3,  at  the  L’hotel  Sofitel 
in  Minneapolis.  Presentations  will  be 
given  by  international  bankers,  attorneys 
and  other  financial  advisors.  Registration 
fee,  including  materials,  is  $495. 

Contact  Swiss  Financial  Seminars,  5201 
Duggan  Plaza,  Minneapolis  55435 — (800) 
328-2929,  toll-free. 

Indiana  University  CME 

For  the  Primary  Care  Physician 

Oct.  31 — Management  of  Scoliosis, 
Holiday  Inn,  Speedway. 

Nov.  2 — Management  of  Orthopedic 
Problems,  Vigo  County  Public  Library, 
Terre  Haute. 

Nov.  7 — Clinical  Endocrinology, 
Adam’s  Mark  Hotel,  Indianapolis. 

Nov.  28 — OB/GYN  Symposium, 
Indianapolis. 

Nov.  29 — Clinical  Syndromes  of 
Altered  Immunity,  Reid  Memorial 
Hospital,  Richmond. 

“Mini-Fellowship  in  Rheumatology” — 
40-hour  course,  five  consecutive  days.  For 
details,  see  the  July  issue,  page  506. 
For  the  Specialist 

Nov.  16 — Evoked  Potentials  Seminar, 
I.U.  Medical  Center  campus. 

Nov.  30-Dec.  1 — American  College  of 
Physicians  Regional  Meeting. 

For  additional  information,  contact  the 
CME  Division,  Indiana  University  School 
of  Medicine — (317)  264-8353. 


Pediatric  Brain  Insults 

“Brain  Insults  in  Infants  and  Children: 
Pathology,  Evaluation,  Diagnosis  and 
Acute  Management”  is  the  title  of  a CME 
conference  to  be  held  March  7-9  at  the 
Holiday  Inn  at  the  Embarcadero,  San 
Diego.  AMA/CMA  credit  is  17  hours. 

Contact  Office  of  CME,  M017  UC 
San  Diego  School  of  Medicine,  La  Jolla, 
Calif.  92093— (619)  452-3940. 


Internal  Medicine  Update 

ISMA  members  are  invited  to  attend 
a two-day  scientific  meeting  of  the 
American  College  of  Physicians,  which 
will  be  held  Friday  and  Saturday,  Nov. 
30  and  Dec.  1.  The  program  will  be 
devoted  to  updating  medical  knowledge 
in  the  field  of  internal  medicine.  The  fee 
for  non-members  is  $10. 

For  information  and  reservations  con- 
tact Dr.  Richard  C.  Powell,  I.U.  Medical 
Center,  1100  W.  Michigan  St.,  Indiana- 
polis 46207— (317)  264-8684. 


Clinical  Cytopathology 

The  Johns  Hopkins  University  School 
of  Medicine  will  offer  two  postgraduate 
courses  in  clinical  cytopathology  next 
year.  They  are  solely  for  pathologists. 

For  credit,  both  courses  must  be  taken: 
March  to  May  1985,  Home  Study  Course 
A is  provided  each  registrant  for  inten- 
sive personal  study;  and  from  May  6-17 
In-Residence  Course  B will  be  conducted 
at  the  Johns  Hopkins  Medical  Institu- 
tions, Baltimore.  Upon  successful  com- 
pletion, 152  AMA  Category  1 credit 
hours  will  be  awarded. 

For  details,  write  John  K.  Frost,  M.D., 
604  Pathology  Bldg.,  The  Johns  Hopkins 
Hospital,  Baltimore,  Md.  21205. 


Heart  Disease 

“New  Approaches  to  the  Management 
of  Profound  Congestive  Heart  Failure” 
will  be  the  subject  of  the  4th  Annual  Con- 
ference on  Heart  Disease  by  the  Univer- 
sity of  Wisconsin  Medical  School  at  the 
Westowner  Hotel,  Madison,  Dec.  7 and  8. 

Full  information  is  available  from  Sarah 
Aslakson,  465B  WARF  Bldg.,  610  Walnut 
St.,  Madison,  Wise.  53705  — 

(608)  263-2856. 


The  Journal  of  the  American  Medical 
Association  publishes  a list  of  CME  courses 
for  the  United  States  twice  yearly.  The 
January  listing  features  courses  offered 
from  March  through  August;  the  July 
listing  features  courses  offered  from 
September  through  February. 


Pathology  Annual  Meeting 

The  annual  meeting  of  the  U.S. -Cana- 
dian Division,  International  Academy  of 
Pathology,  will  be  held  at  the  Sheraton 
Centre  in  Toronto,  Canada,  March  11-15. 

Scientific  papers,  poster  sessions,  13 
specialty  conferences,  and  45  short 
courses  are  scheduled.  Two  special 
courses  will  be  offered  concerning  ad- 
vances in  the  application  of  immunocy- 
tochemistry  to  diagnostic  surgical 
pathology,  and  diagnostic  cellular  and 
molecular  pathology. 

The  Maude  Abbott  Lecture  will  be 
delivered  March  12  by  Dr.  Kenneth  M. 
Brinkhous.  Timely  Topics  in  Pathology 
will  feature  a session  on  “Pathogenesis 
and  Lesions  of  Acid  Rain”  by  Dr.  Robert 
Leader. 

Further  information  is  available  from 
Dr.  Nathan  Kaufman,  U.S. -Canadian 
Division,  International  Academy  of 
Pathology,  1003  Chafee  Ave.,  Augusta, 
Ga.  30904— (404)  724-2973. 


Nutrition  Meeting 

The  American  Society  for  Parenteral 
and  Enteral  Nutrition  will  conduct  its  9th 
Clinical  Congress  Jan.  21  to  24  at  the 
Fontainbleau  Hotel,  Miami  Beach,  Fla.  | 
For  details  write  or  phone  A.S.P.E.N., 
1025  Vermont  Avenue,  NW,  Suite  810, 
Washington,  D.C.  20005— (202)  638-5881. 

Cardiology  Course 

“New  Techniques  and  Concepts  in  Car- 
diology” is  the  title  of  a CME  course  to 
be  conducted  Oct.  25-27  by  the  American 
College  of  Cardiology  at  the  Hyatt  Regency 
Hotel,  Washington,  D.C. 

Registration  fee  is  $280  for  members, 
$395  for  non-members.  To  register,  call  | 
the  ACC  at  (301)  897-5400,  Ext.  230. 

Computer  Applications 

The  eighth  annual  Symposium  on  Com-  | 
puter  Applications  in  Medical  Care  meets  | 
Nov.  4-7  at  the  Washington  Hilton  Hotel, 
Washington,  D.C. 

For  details  and  registration  forms  con- 
tact Bernie  Brauner,  810  Vermont  Ave. 
N.W.,  Washington,  D.C.  20420 — (202) 
389-2059. 
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Kentucky  CME  Courses 

The  following  AMA  Category  1 
courses  are  offered  by  the  College  of 
Medicine,  University  of  Kentucky: 

Oct.  17-20 — “New  and  Changing 
Clinical  Concerns  of  Internal  Medicine,” 
Hyatt  Regency  Hotel,  Lexington. 

Oct.  26 — Symposium  on  Type  II 
Diabetes,  Capitol  Plaza  Hotel,  Frankfort, 
Ky. 

Nov.  11-16 — 15th  Family  Medicine 
Review:  Session  III,  Hyatt  Regency 
Hotel,  Lexington. 

Nov.  30-Dec.  1 — “Black  Lung  Disease: 
A Model  for  Management  of  COPD,” 
Hyatt  Regency  Hotel,  Lexington. 

Dec.  21-22 — “Treatment  of  Common 
Solid  Tumors,”  Hyatt  Regency  Hotel, 
Lexington. 

Feb.  24-March  1 — 16th  Family 
Medicine  Review:  Session  I,  Hyatt 
Regency  Hotel,  Lexington. 

March  22-23— “Advanced  Cardiac 
Life  Support,”  University  of  Kentucky 
Medical  Center,  Lexington. 


Contact  Joy  Greene,  132  College  of 
Medicine  Office  Bldg.,  University  of  Ken- 
tucky, Lexington,  Ky.  40536 — (606) 
233-5161. 

Neurology  Conference 

“Neurology  for  the  Non-Neurologist” 
is  the  subject  of  a CME  conference  Dec. 
12  to  14  at  the  Westin  Hotel,  Chicago. 
It  is  sponsored  by  the  Rush-Presbyterian- 
St.  Luke’s  Medical  Center. 

For  information,  contact  the  medical 
center  at  600  S.  Paulina,  Chicago 
60612— (312)  942-7095. 

Kokomo  Conference 

“Practical  Management  of  Psychiatric 
and  Alcoholic  Emergencies”  will  be  the 
subject  of  a conference  Oct.  25  at 
Howard  Community  Hospital,  Kokomo. 

The  program,  co-sponsored  by  the 
hospital  and  I.U.  School  of  Medicine,  will 
provide  a practical  approach  to  the 


management  of  psychiatric  and/or 
alcoholic  patients  in  the  office  or 
emergency  room. 

To  register,  contact  Bev  Woodard, 
Howard  Community  Hospital,  3500  S. 
LaFountain  St.,  Kokomo  46902 — (317) 
453-0702. 


Florida  Symposium 

“Ear,  Nose  and  Throat  Diseases  in 
Children”  will  be  the  subject  of  a five- 
day  symposium  to  be  presented  Dec.  5-9 
at  The  Breakers  in  Palm  Beach  by  the 
Depts.  of  Otolaryngology  and  Pediatrics 
of  the  University  of  Pittsburgh  School  of 
Medicine. 

The  course  offers  17  CME  credit  hours. 
Tuition  is  $250  for  physicians,  $185  for 
residents. 

Contact  the  Dept,  of  Otolaryngology, 
Children’s  Hospital  of  Pittsburgh,  125  De 
Soto  St.,  Pittsburgh,  Pa.  15213 — (412) 
647-5466. 
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FOR  MEDICAL  PROFESSIONAL  LIABILITY  COVERAGE, 
THE  ISMA  STRONGLY  RECOMMENDS  PHYSICIANS 

INSURANCE  COMPANY  OF  INDIANA.  Several  companies  are 

anxious  to  provide  most  Indiana  physicians  with  medical  professional  liability  in- 
surance coverage.  Only  one  has  received  the  formal  endorsement,  support,  and 
sponsorship  of  the  Indiana  State  Medical  Association.  That  company  is  PICI, 
Physicians  Insurance  Company  of  Indiana. 

' Why  PICI? 

Because  PICI  is  committed  to  providing  Indiana  physicians  with  the  best 
possible  coverage  at  the  lowest  possible  rates  throughout  their  medical  careers. 
Indiana  physicians  dominate  the  company's  board  of  directors  and  serve  on 
budget,  claims  and  underwriting  committees.  PICI  is  a publicly  held  stock 
company,  and  provides  annual  as  well  as  periodic  interim  financial  reports. 

With  PICI,  you  know  what’s  happening  to  your  premium  dollars.  You  will 
receive  information  about  claims  experience  and  trends.  You  are  guaranteed 
input  on  company  activities,  through  your  physician  members  of  the  company's 
board  and  its  committees.  You  are  part 
of  the  company. 

Through  PICI,  you  also  receive 
competitively  priced  auto,  homeowners, 
office  protection  and  personal  umbrella 
coverages,  designed  and  offered  with 
the  same  long  term  commitment. 

Compare  all  that  PICI  offers  with 
what  you  will  obtain  from  other  sources 
of  medical  professional  liability  and 
other  essential  insurance  coverages.  We 
think  you’ll  agree  that  the  ISMA  has 

endorsed  the  best.  The  Accountable  Company  . . . 


pHV/icifln;  m/uRflnc6 
compflnv  of  inDimfl 

3901  West  86th  Street 
Suite  350 
P.O.  Box  689059 
Indianapolis,  Indiana  46268 
(317)  872-3046  or  toll  free 
in  Indiana  (800)  732-1313 
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Cash 
in  a day. 

You  prefer  cash.  Some  patients  prefer  you  bill  them  later. 
Others  prefer  you  bill  their  insurance.  But  if  your  services  are 
exempt  or  fall  under  a patient’s  deductible,  you  must  bill  the 
patient.  And  that  can  mean  hours  of  costly  paperwork  for 
your  staff. 


Now  there’s  the  MBC  Chargecard,  the  medical  credit  card. 
Unlike  other  credit  cards,  it  provides  a separate  line  of  credit 
exclusively  for  healthcare  expenses — even  prescriptions. 


Accept  the  MBC  Chargecard  and  you  get  instant  cash.  Your 
patients  are  billed  later.  So  everyone  gets  his  preference. 


Get  the  cash  you  prefer  with  the  MBC  Chargecard.  For  more 
information,  call  our  representative  at  317-845-1375  to  set  up 
an  appointment.  Or  send  in  the  coupon  below. 
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If  you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to 
members  of  the  Indiana 
State  Medical  Association 
and  their  employees 
through  expanded  ISMA 
group  sponsored 
Lincoln  National  Life 
health  insurance  coverage: 


The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Programs  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage  and 
service  at  the  lowest  possible  cost.  A special  claim 
paying  unit  has  been  established  in  our  Indianapolis 
Group  Benefits  and  Service  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  317-846-6211/800-692-6014.  We  look  forward  to  serv- 
ing your  association  and  encourage  your  review  of  the 
programs  and  services  being  provided. 


For  more  information 


MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense 
protection  — $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense 
protection  — $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

NEW  DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 


call  or  write: 


James  D.  Townsend  or  Earl  W.  Williams 
Professional  Account  Representatives 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  846-7502  or  (317)  844-3119 


Tom  Martens 

Director,  Health  Insurance  Administration 

Indiana  State  Medical  Association 

3935  North  Meridian  Street 

Indianapolis,  Indiana  46208 

(317)  926-4424 

1-800-382-1721 


□LINCOLN 
NATIONAL 
LIFE 

The  Lincoln  National  Life  Insurance  Company. 

Foil  Wayne,  Indiana 

A member  of  Lincoln  National  Corporation 


\( 
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IF  YOU'RE  CONSIDERING 
A COMPUTER  FOR 
YOUR  MEDICAL  PRACTICE, 

THEN  TAKE  AIM 

AIM  (Advanced  Information  Management)  is  the 
first  complete  practice-management  computer  sys- 
tem designed  for  your  entire  practice,  including  all 
your  financial,  clinical  and  administrative  needs. 

AIM  is  Unique 

• Developed  by  physicians  for  physicians 

• Endorsed  by  Blue  Cross/Blue  Shield  of  Indiana 

• Designed  for  your  practice  specialty 

• Fully  computerized  medical  records 

• Created  exclusively  for  medical  practices 

AIM  is  the  most  innovative,  cost-effective  medical 
practice  management  system  available  today.  You 
can’t  afford  not  to  consider  it  when  you’re  consid- 
ering a computer. 


Yes,  I’  m interested  in  finding  out  how  Advanced  Information  Management  will  benefit  my  practice.  Please: 

D Send  more  information  CH  Conduct  a FREE  Physician  Practice  Profile  CU  Arrange  a demonstration  of  AIM 

NAME 

PRACTICE 

ADDRESS 

CITY STATE ZIP PHONE  ( ) 

SPECIALTY NUMBER  OF  PHYSICIANS 

▲ ADVANCED  INFORMATION  SYSTEMS 
Understanding  your  medical  practice 

9101  Wesleyan  Road  • Suite  101  • Indianapolis,  Indiana  46268  • (317)  875-8577 
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Look-Alike  and  Sound-Alike 

Drug 

Names 

BENJAMIN  TEPLITSKY,  R.  PH 

Brooklyn,  N Y. 

INTROPIN 

DITROPAN 

Look-alike  and  sound-alike 

Category: 

Shock  treatment 

Antispasmodic 

drug  names  can  be  misinterpreted 

Brand  Name: 

Intrpin,  American 

Ditrpan,  Marion 

by  a nurse  reading  doctors’  orders 

Critical  Care 

or  by  a pharmacist  compounding 

Generic  Name: 

Dopamine  HC1 

Oxybutynin  Chloride 

physicians’  prescriptions.  Such 

Dosage  Forms: 

Injection 

Tablets,  Syrup 

misunderstandings  can  result  in 
the  administration  of  a drug  not 

MINOCIN 

NIACIN 

intended  by  the  prescriber. 

Category: 
Brand  Name: 

Antibiotic 
Minocin,  Lederle 

Peripheral  vasodilator 
many  brands 

Awareness  of  such  look-alike  and 

Generic  Name: 

Minocycline 

Niacin  (Nicotinic  Acid) 

sound-alike  drug  names  can 

Dosage  Forms: 

Capsules,  Tablets, 

Tablets,  Capsules,  Elixir, 

reduce  potential  errors. 

Oral  Suspension 

Injection 

Dx:  recurrent 

- x EAST  WGH  ST 


for - 


HeRPecm- 


herpes  labialis 

'Herpecin-L  Up  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit."  Derm.,  Miami 

Staff  and  patients  find  Herpecin-L 
remarkably  effective.  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Indiana,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available  at  all  Hook, 
Peoples,  Revco,  Ribordy  and  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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A NEWSLETTER  OF  INDIANA  MEDICAL  HISTORY 


Society  Schedules  Session  on  Women 
and  Medicine  for  Annual  History  Conference 


The  Indiana  Medical  History  Committee  of  the  Indiana 
tstorical  Society  will  sponsor  a session  on  “Women  and 
, edicine”  during  the  Annual  Indiana  History  Conference. 
ie  session  is  scheduled  for  9:30  am.  on  Saturday, 
tovember  3,  1984,  at  the  Airport  Hilton  and  will  focus  on 
'omen  as  both  patients  and  physicians.  The  keynote 
j'eaker  will  be  medical  historian  Judith  Walzer  Leavitt.  In 
It  paper  “Gender  and  the  Birthing  Room,”  Dr.  Leavitt 
11  discuss  the  effects  male  physicians  and  midwives  had 
i the  birthing  process  from  1750  to  1950.  For  many 
|ars,  midwifery  was  the  domain  of  women.  After  the  mid- 
ghteenth  century,  however,  male  midwives  and  phy- 
ians  entered  the  birthing  room.  Dr.  Leavitt  will 
t amine  whether  or  not  men  altered  the  birthing  process 
id  will  also  discuss  the  role  of  female  physicians  in 
i stetrics. 

Dr.  Leavitt  is  associate  professor  of  the  history  of 
txiicine,  history  of  science,  and  women  studies  at  the 
lliversity  of  Wisconsin.  She  is  also  chairman  of  the  De- 
prtment  of  the  History  of  Medicine  at  Wisconsin,  and  has 
pblished  extensively  in  the  history  of  medicine. 
I .iuded  among  her  long  list  of  publications  are  Medicine 
V thout  Doctors:  Home  Health  Care  in  American  History 
( 977  );  Sickness  and  Health  in  America:  Readings  in  the 
tory  of  Medicine  and  Public  Health  (1978);  and 
consin  Medicine:  Historical  Perspectives  ( 1981 ).  Her 
st  recent  work  has  been  in  the  field  of  public  health 
women  and  medicine.  She  has  published  and  lectured 
ensively  on  these  topics.  She  has  published  Women 
a d Health  in  America:  Historical  Readings  ( 1 984  ),  The 
halt  hie  st  City:  Milwaukee  and  the  Politics  of  Health 
R brm  ( 1982  ),  and  is  currently  writing  Brought  to  Bed: 
Vmen  and  Childbirth  in  America,  1750-1950.  She  is 
al ) working  with  Lewis  A.  Leavitt  on  a statistical  study 
paring  differing  infant  feeding  practices  to  infant 
rtality  rates. 

e Medical  History  Committee’s  session  will  also 
ude  two  papers  on  women  and  medicine  in  Indiana. 


Judith  Walzer  Leaiitt 


Charles  A.  Bonsett,  M.D.  will  present  a paper  entitled 
“The  Life  and  Times  of  Helen  Knabe.”  Dr.  Knabe  ( 1875- 
1911)  was  a tum-of-the-century  Hoosier  physician  who 
was  educated  in  the  early  proprietary,  or  private,  medical 
school  system.  Dr.  Bonsett’s  paper  will  focus  on  the  diffi- 
culties she  had  obtaining  a medical  education  and 
establishing  a medical  practice.  In  exploring  the  life  of  Dr. 
Knabe,  who  was  murdered  in  191 1,  Dr.  Bonsett  will  also 
discuss  the  education  and  medical  practices  of  other 
women  physicians  in  Indianapolis.  A well  known 
Indianapolis  neurologist,  Dr.  Bonsett  has  devoted  much 
time  and  effort  to  the  preservation  of  medical  history  in 
the  state.  He  is  founder  of  the  Indiana  Historical  Society’s 
Medical  History  Committee  and  the  Indiana  Medical  His- 
tory Museum.  He  has  published  extensively  in  the  history 
of  medicine  in  Indiana,  and  is  a Fellow  of  the  American 

( Continued  on  Page  3 ) 


W.  D.  Allison:  Manufacturer 
of  Physicians’  Furniture 
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By  Katherine  Mandusic  McDonell 


Author’s  Note:  The  research  for  this  article  was  conducted  to 
aid  in  cataloging  an  Allison  examination  table  donated  to  the 
Indiana  Medical  History  Museum  Dating  an  object  is  an 
essential  part  of  the  museum  cataloging  process.  If  a local 
maker  's  name  appears  on  a medical  artifact,  there  are  a variety 
of  sources  which  the  curator  can  consult  for  information 
about  the  company  and  its  products  Included  among  these 
sources  are  trade  catalogs,  advertisements  in  medical journals, 
incorporation  records,  city  directories,  personal  papers,  and 
county  histories.  Occasionally  these  sources proiide  a wealth 
of  information  about  the  company,  making  the  curator’s job  a 
fascinating  one. 


The  Indiana  Medical  History  Museum  recently  received 
a solid  oak  Allison  examination  table  from  William  M. 
Sholty,  M.D.  of  Lafayette,  Indiana.  The  table,  which  dates 
to  the  early  1890s,  originally  belonged  to  Dr.  Sholty’s 
grandfather,  William  R.  McMahan,  M.D.  (1843-1903), 
who  practiced  medicine  in  Huntingburg,  Indiana.  Dr. 
McMahan  was  a graduate  of  Rush  Medical  College  and 
professor  of  surgical  pathology  at  Evansville  Medical 
School. 

The  table  is  not  only  of  interest  because  it  was  owned 
by  an  Indiana  physician  but  also  because  it  was 
manufactured  by  the  W.  D.  Allison  Company,  an 
Indianapolis  firm.  The  company,  founded  by  William 
David  Allison  ( 1854-1928),  specialized  in  “high  grade” 
wood  physicians’  furniture.  Allison  was  bom  in  Coles 
County,  Illinois  and  before  coming  to  Indianapolis, 
worked  as  a piano  and  organ  salesman.  In  1884,  he  took 
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Snakeroot  Extract  is  a joint  publication  of  the  Indiana  Historical 
Society’s  Medical  History  Committee  (315  West  Ohio  Street, 
Indianapolis,  Indiana  46202)  and  the  Indiana  Medical  History 
Museum  (Old  Pathology  Building,  3000  West  Washington 
Street,  Indianapolis,  Indiana  46222  ).  The  newsletter  is  mailed  to 
members  of  both  the  committee  and  the  museum. 
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Submit  all  items  for  publication  in  the  newsletter  and  inquiries 
about  membership  information  to  the  Managing  Editor,  c/o 
Indiana  Historical  Society,  315  West  Ohio  Street,  Indianapolis, 
Indiana  46202. 

Snakeroot  Extract  derives  its  name  from  the  white  snakeroot 
plant,  a plant  that  is  significant  in  Indiana  medical  history.  For 
years,  a mysterious  disease  called  milk  sickness  plagued  early 
Hoosiers.  There  were  many  theories  as  to  the  disease’s  cause,  but 
the  actual  cause  remained  unknown  until  the  1 920s.  At  that  time, 
the  disease  was  traced  to  the  white  snakeroot  plant  or,  rather,  to 
the  consumption  of  milk  from  cows  that  had  eaten  it.  The  plant 
contains  the  poison  tremetol. 


THE  ALLISON  No.  36  TABLE 


The  "deluxe”  model  of  the  Allison  examination  table,  ca  1912. 
Photograph  reproduced  from  W.  D.  Allison  Company,  The 
Allison  Line  of  Physicians’  Tables  (Indianapolis:  W.  D 
Allison  Company,  ca.  1912). 


over  the  J.  H.  Clark  & Company,  which  was  founded  in 
1 88 1 and  made  a variety  of  parlor  furniture,  including  the 
“Elbreg,”  a patented  reclining  chair.  By  1882,  the  J.  H. 
Clark  & Company  had  expanded  into  the  physicians’ 
furniture  industry.  In  1886,  Richard  B.  Roberts  purchased 
Joseph  A.  Clark’s  interest  in  the  company  and  the  new 
company  was  known  as  Roberts  and  Allison  until  1 89 1 . At 
that  time,  William  AJlison  bought  out  Roberts’  interest. 

The  company  claimed  that  their  wood  physicians’ 
furniture  w?as  not  only  utilitarian,  but  was  skillfully  crafted 
and  had  an  “artistic  design  and  elegant  finish.”  The 
company  w as  best  known  for  its  “Allison”  tables,  chairs, 
and  cabinets.  The  Allison  table  came  with  adjustable 
stirrups  and  leg  supports  and  could  be  opened  into  eleven 
different  positions  to  facilitate  a wide  variety  of  medical 
examinations  and  surgical  procedures.  The  “deluxe” 
model  came  with  cabinets  under  the  table  for  the  storage 
of  instruments  and  drugs.  In  the  early  twentieth  century, 
the  price  for  one  of  these  deluxe  tables  ( including  leather 
upholstery)  was  $110.  The  instrument  cabinets 
manufactured  by  Allison  offered  the  physician  a large 
number  of  draw  ers  and  shelves  for  storage.  The  company 
also  manufactured  physicians’  office  examination  chairs 
wfiich  could  be  adjusted  to  almost  any  position.  By  1893, 
the  firm  claimed  that  over  ten  thousand  of  these  chairs 
were  in  use  by  doctors.  Allison  not  only  offered  physicians 
a wide  variety  of  styles  and  models  of  these  chairs,  cabi 
nets,  and  tables,  but  also  manufactured  these  items  to 
meet  individual  specifications. 

In  1928,  William  D.  Allison  died.  The  company 
remained  family  owned  and  operated,  however,  and 
continued  to  prosper  and  thrive.  In  March,  1 929,  the  firm 
decided  to  expand  its  operations  and  purchased  the  Old 
Stutz  Fire  Engine  Company  on  Birdsal  Parkway,  leaving  its 
Alabama  Street  location  where  it  had  been  located  for 


( Continued  on  Page  3) 
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Society  Schedules  Session 

(Continued  from  Page  1 ) 

Academy  of  Neurology'  and  a member  of  the  Indiana 
Academy. 

Katherine  Mandusic  McDonell  will  present  a paper 
entitled  “The  Obstetrical  Casesof  Dr.  William  A.  Lindsay.” 
Lindsay  ( 1 796- 1 876  ) was  a Richmond  surgeon  who  kept 
a detailed  record  of  his  surgical  cases.  His  obstetrical 
cases  exemplify  the  experiences  midwestem  prac- 
titioners faced  when  they  were  confronted  with  difficult 
deliveries.  Ms.  McDonell  is  the  medical  research  historian 
at  the  Indiana  Historical  Society’  and  curator  of  the  Indiana 
Medical  History  Museum.  She  has  authored  several 
articles  on  the  history  of  medicine  in  Indiana  and  is 
editing  the  journals  of  Dr.  William  A.  Lindsay  for  publica- 
tion by  the  Indiana  Historical  Society. 

The  session  will  be  chaired  by  Ann  G.  Carmichael,  M.D., 
Ph  D.  Dr.  Carmichael  is  medical  historian  at  the  Indiana 
Historical  Society  and  assistant  professor  in  the  Depart- 
ments of  History  and  the  History'  and  Philosophy  of 
Science  at  Indiana  University. 

Those  interested  in  attending  the  Medical  History 
Committee’s  session,  “Women  and  Medicine,”  must 
register  for  the  History  Conference.  The  registration  fee  is 
$5.00.  For  more  information  about  the  conference  and 
luncheon  reservations,  contact  the  Indiana  Historical 
Society,  315  West  Ohio  Street,  Indianapolis,  Indiana 
46202  (317/232-1882). 


W.  D.  Allison 

( Continued  from  Page  2 ) 

i 

thirty'  years.  From  1930  until  1951,  Allison’s  son-in-law, 
Eli  Lilly,  served  on  the  board  of  directors  ( Eli  Lilly  had 
married  Ruth  Allison).  In  1947,  the  company  began  pro- 
ducing some  metal  furniture,  although  during  most  of  its 
history',  the  firm  manufactured  exclusively  wood  furni- 
ture. Finally,  in  1961,  Allison  was  sold  to  Shampaigne 
Industries  in  St.  Louis  which  continues  to  make  physi- 
cians’ furniture. 

i Throughout  its  existence  in  Indianapolis,  the  W.  D. 
Allison  Company  was  not  alone  in  the  manufacture  of  phy- 
sicians’ furniture  in  the  city.  In  1893,  for  example,  the 
Drake  & Wood  Company  and  the  Miner  & Elbreg 
Company  also  produced  physicians’  furniture.  In  1896, 
Joseph  H.  Clark  and  Richard  B.  Roberts,  former  partners 
of  William  D.  Allison,  formed  a company  and  joined  the 
probably  already  overcrowded  physicians’  furniture 
market  in  Indianapolis.  All  of  Allison’s  competitors  manu- 
factured a “unique”  physicians’  examination  chair. 
Probably  because  of  the  number  of  firms  manufacturing 
and  selling  examination  chairs  similar  to  theirs,  the 


William  David  Allison  ( 1854-1928).  Photograph  courtesy  Mrs. 
John  L.  Davis,  Indianapolis. 


Allison  Company  in  1893  claimed:  “Counterfeiters  [of 
examination  chairs]  are  abroad  in  the  land,  but  as  the 
mechanism  of  our  Chair  is  patented,  they  can  only  copy 
the  outward  design,  and  attempt  to  palm  off  a cheap 
article  on  the  unsuspecting  public.  ‘Be  not  Deceived."' 

Of  all  the  physicians’  furniture  manufacturers  in 
Indianapolis,  only  Miner’s  company  (which  was  founded 
by  William  D.  Allison’s  brother-in-law,  Benjamin  D. 
Miner)  survived  to  compete  with  Allison.  The  Miner  & 
Elbreg  Company  changed  its  name  to  the  Perfection  Chair 
Company  in  1902  or  1903  and  in  1917,  it  became  the 
American  Metal  Furniture  Company.  While  Allison 
specialized  in  wood  physicians’  furniture,  Miner’s 
company  manufactured  only  metal  physicians’  furniture. 
The  company  continued  in  existence  until  1 967,  when 
Miner’s  grandson,  Joseph  A.  Miner,  Jr.,  of  Indianapolis  sold 
the  business  to  the  Overmeyer  Company  in  Winchester, 
Indiana.  The  company  was,  in  turn,  sold  to  the  Midmark 
Corporation  in  Versailles,  Ohio.  The  sale  of  both  the  W.  D. 
Allison  Company  and  the  American  Metal  Furniture 
Company  ended  Indianapolis’  long  connection  with  the 
manufacture  of  physicians’  furniture.1 

1 Specific  works  consulted  in  this  article  were  W.  D.  Allison  Company, 
The  Allison  Line  of  Physicians’  Tables  (Indianapolis:  W.  D.  Allison 
Company,  ca.  1912);  William  H Armstrong,  Catalogue  of  Surgical 
Instruments,  Deformity  Apparatus,  Aseptic  Furniture,  and  Hospital 
Supplies,  4th  ed.  (Indianapolis,  1901);  Open  House:  W.  D.  Allison 
Company,  November  7,  1947  (Indianapolis,  1947);  W.  D.  Allison 
Company,  Annual  Domestic  Incorporation  Reports,  State  of  Indiana, 
1928-1960,  Archives,  Indiana  State  Library,  Indianapolis;  Perfection 
Chair  Company,  Ibid , 1907  1951;  The  Indianapolis  Star.  January  29, 
1925;  Personal  papers  and  letters  of  William  David  Allison,  private 
collection  of  Mrs.  John  L.  Davis,  Indianapolis;  Indiana  Medical Journal, 
Vol  XII  (August,  1893);  The  Medical  and  Surgical  Monitor,  Vol  V 
(April  15,  1902);  R.  L.  Polk  and  Company , Indianapolis  City  Directory , 
1893-1961;  Indianapolis  To-Day  (Indianapolis:  Consolidated  Illus- 
trated Company,  1896);  Jacob  Piatt  Dunn,  Greater  Indianapolis:  The 
History,  the  Industries,  the  Institutions,  and  the  People  of  a City  of 
Homes  (Chicago:  Lewis  Publishing  Company,  1910);  and  George  R. 
Wilson,  History  of  Dubois  County  from  Its  Primitive  Days  to  1910 
(George  R.  Wilson,  1910). 
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Museum  Hires  Firm 
To  Perform  Survey 

The  Indiana  Medical  History  Museum  has  hired  the  firm 
of  Richardson,  Munson,  and  Weir  to  perform  a 
mechanical  systems/architectural  survey  of  the  historic 
Old  Pathology  Building  (which  houses  the  museum). 
This  company  renovated  and  restored  St.John’s  Church  in 
Indianapolis  and  converted  the  Old  Cathedral  High 
School  to  the  Catholic  Center  of  Indianapolis. 

Prior  to  renovation  of  the  Old  Pathology  Building,  it 
will  be  necessary  to  introduce  climate  control  into  this 
building  to  stabilize  the  environment.  High  heat  and 
humidity  are  destructive  to  a building’s  interior,  as  well  as 
to  the  artifacts  within  that  building.  The  firm  of  Richard- 
son, Munson,  and  Weir  will  recommend  heating,  air 
conditioning,  and  humidity  control  systems  for  the  Old 
Pathology  Building  to  achieve  an  optimum  indoor  climate 
( 68°F  and  55%  relative  humidity  ).  The  company  will  also 
determine  how  such  systems  can  be  installed  in  this  regis- 
tered national  landmark  without  destroying  its  integrity. 
Furthermore,  the  firm  will  assess  the  building’s  present 
electrical,  plumbing,  alarm,  and  sprinkler  systems  and 


NOTICE:  The  Indiana  Medical  History  Society,  Ine.  will 
meet  on  Sunday,  October  21,  1984,  at  2 p m.  at  the 
Radisson  Plaza  Hotel  in  Meeting  Room  One.  The  meeting 
will  be  held  in  conjunction  with  the  Indiana  State  Medical 
Association’s  Annual  Convention. 
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Photograph  by  John  May 
An  exterior  inew  of  the  Old  Pathology  Building 


suggest  how  these  systems  can  be  upgraded  to  insure  the 
safety  of  the  building.  The  firm  will  then  determine  the 
extent  and  costs  of  refurbishing  both  the  interior  and  ex- 
terior of  the  building.  This  study,  which  should  be 
completed  by  late  fall,  will  be  used  by  the  fund-raising 
committee  to  determine  the  extent  and  scope  of  a capital 
campaign  to  raise  the  money  necessary  to  install  new 
mechanical  systems  and  renovate  the  Old  Pathology 
Building. 


Indiana  Historical  Society 
Indiana  Medical  History  Committee 
315  West  Ohio  Street 
Indianapolis,  IN  46202 


Indiana  Medicine  offers  its  readers 
a Continuing  Medical  Education 
series  of  articles  prepared  by  the 
faculty  of  the  Indiana  University 
School  of  Medicine.  The  program  is 
coordinated  and  supported  by  a grant 
from  the  school’s  Division  of  Conti- 
nuing Medical  Education. 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Indiana  University  School  of 
Medicine  certifies  that  this  CME  ac- 
tivity meets  the  criteria  for  one  credit 
hour  in  Category  1 for  the  Physi- 
cian’s Recognition  Award  of  the 
American  Medical  Association,  pro- 
vided it  is  used  and  completed  as 
designated. 

To  obtain  Category  1 credit  for 
this  month’s  article,  complete  the 
quiz  on  page  823. 


Child  Safety  Seats: 

Proper  Use  and  Selection 


Abstract 

Automobile  accidents  are  a leading 
cause  of  death  for  young  children  in  In- 
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Riley  Hospital. 
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diana.  In  1983,  22  children  under  5 were 
killed  and  1,469  were  injured  in  auto- 
mobile accidents  on  Indiana  highways. 
Up  to  93%  of  automobile  passenger 
deaths  occurring  in  preschool  children 
could  be  prevented  by  proper  use  of  car 
seats  and  seat  belts.  The  Indiana  child 
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passenger  protection  law  was  enacted  on 
Jan.  1,  1984  and  physicians  need  to  be 
aware  of  the  specific  information 
necessary  for  parents  to  safely  restrain 
their  children  in  the  car. 

Infant-only  seats  are  designed  for 
children  from  birth  to  approximately  20 
pounds.  An  infant-only  seat  is  always 
placed  rear-facing  and  in  a semi-reclined 
position.  Most  toddler  seats  are  conver- 


tible, which  means  that  they  can  accom- 
modate a child  from  birth  to  approx- 
imately 40  pounds.  After  a child  is  too 
large  to  fit  in  the  rear-facing  position,  a 
convertible  seat  may  be  placed  forward- 
facing. In  the  forward-facing  position, 
seat  belts  are  attached  at  the  back  of  the 
seat,  usually  through  an  L-shaped  frame 
or  slots  in  the  shell  of  the  seat.  Booster 
seats  are  designed  for  children  from  30 
to  approximately  60  pounds.  Most  boost- 
er seats  require  the  use  of  a chest  harness 
and  tether  strap  when  the  child  is  riding 
in  the  back  seat  of  a car.  A few  booster 
seats,  however,  may  be  used  with  only 
a lap  belt. 

When  selecting  a safety  seat,  parents 
should  consider  the  age,  size,  and  weight 
of  the  child.  The  safety  seat  also  should 
be  appropriate  for  the  size  of  the  car  and 
the  type  of  seat  belts  in  use.  Also,  parents 
should  select  a seat  that  is  convenient  to 
use  on  a daily  basis. 
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Indiana  law  now  requires  that 
children  under  the  age  of  3 ride  in  a 
federally  approved  and  correctly  used 
safety  seat.  Children  aged  3 and  4 may 
ride  either  in  a safety  seat  or  seat  belt.' 
It  is  anticipated  that  the  law  will  en- 
courage an  increased  use  of  safety  seats 
and  also  will  generate  many  questions  on 
how  to  properly  use  and  select  a safety 
seat  for  a child. 

The  purpose  of  this  article  is  to  pro- 
vide information  for  Indiana  physicians 
on  (1)  the  basic  types  of  safety  seats  for 
children  from  birth  to  60  pounds,  and  (2) 
the  factors  that  should  be  considered 
when  obtaining  a safety  seat. 

Infant-Only  Seats 

Infant-only  seats  are  appropriate  for 
a baby  from  birth  to  approximately  20 
pounds  and  should  face  the  rear  of  the 
automobile  in  both  the  front  and  back 
seats  (Figure  1).  The  seat  back  that  the 
infant  faces  should  be  padded  to  its  full 
height.  The  internal  harness  retains  the 
infant  in  the  seat  during  side  and  rear- 
end  impact  and  during  rebound  from 
front  collision.  The  infant  should  ride  fac- 
ing the  rear  of  the  car  as  long  as  possible 
since  on  front  impact  the  entire  head, 
neck,  and  back  of  the  baby  are  pressed 
into  the  impact-absorbing  shell  of  the 
seat. 

Infant-only  seats  do  not  provide  ade- 
quate protection  in  the  forward-facing 
position.  For  example,  in  laboratory  tests 
of  the  Century  Infant  Love  Seat  misused 
in  the  forward-facing  position,2  the  dum- 
my slid  forward  in  the  seat,  its  neck  was 
hyperextended  by  the  lap  belt  and  its 
crotch  contacted  the  lower  anchor  point 
of  the  shoulder  straps  close  to  where  an 
infant’s  feet  normally  would  be  posi- 
tioned. For  protection  in  all  car  safety 
seats,  the  child  must  be  secured  into  the 
car  seat  with  the  internal  harness  straps 
and/or  shield  and  the  seat  must  be  fast- 
ened into  the  car  with  the  car  lap  belt. 

Blanket  rolls  may  be  used  to  pad  the 
sides  and  crotch  strap  area  of  the  infant 
seat  to  center  the  child  and  prevent  him 
from  sliding  to  the  side  or  forward  in  the 
seat  (Figure  2).  Infants  should  wear 
clothing  that  separates  their  legs  so  that 
the  harness  strap  can  fit  between  the  legs. 


An  infant  should  be  covered  with 
blankets  only  after  being  firmly  secured 
in  the  safety  seat  with  the  internal 
harness. 

If  a young  child  is  unaccustomed  to 
travel  in  any  car  seat,  a parent  may  want 
to  plan  a series  of  short  trips  before  ex- 
pecting the  child  to  ride  comfortably  for 
long  periods  of  time.  Special  travel  bags 
containing  soft  toys,  games,  and  snack 
foods  may  be  given  to  the  child  only  when 
they  ride  properly  in  their  car  seat.  The 
child  should  be  praised  frequently  for  re- 
maining still  in  the  car  seat.  Parents 


FIGURE  2:  Blanket  rolls  support  head 
and  trunk  of  premature  baby  in  infant- 
only  safety  seat. 


should  also  practice  seat  belt  use  if  they 
expect  their  children  to  continue  the  habit 
willingly. 

Many  parents  remove  the  child  from 
the  safety  seat  while  traveling;  instead, 
they  should  be  encouraged  to  plan  trips 
with  frequent  stops  for  feeding  and  other 
child  care  needs.  Parents  should  not  hold  P 

an  infant  or  young  child  in  their  arms  or  , 

lap.  In  a crash  or  even  sudden  stop,  a 
small  child  could  be  crushed  against  a 
windshield  or  dashboard  by  the  parent’s 
body.  Many  parents  incorrectly  assume 
that  if  they  are  restrained  by  a seat  belt,  ( 
they  would  be  able  to  securely  hold  their 
child  should  an  impact  situation  occur. 
However,  the  tremendous  crash  forces  in- 
curred in  even  low-speed  impact  would 
rip  a child  from  the  parent’s  arms.  Plac- 
ing a seat  belt  around  both  a parent  and 
a child  held  in  the  lap  only  increases  the  1 
chances  that  a child  would  sustain  serious 
or  fatal  injury  from  both  the  weight  of 
the  parent  against  the  child  and  pressure 
from  the  seat  belt. 

Parents  commonly  mistake  infant  car- 
riers or  “pumpkin  seats’’  for  car  seats.  | | 
To  avoid  purchasing  an  inappropriate  or 
unsafe  product,  parents  should  check  for 
a label  on  the  safety  seat  stating  that  the 
seat  has  been  dynamically  tested  and/or 
meets  current  requirements  of  federal 
motor  vehicle  standard  213  (FMVSS  No. 

213)'  for  providing  proper  protection  in  ( 
crash  conditions.  The  label  on  the  car  seat  | 
also  should  indicate  a date  of  manufac-  , 
ture  after  Jan.  1,  1981.  Safety  seats  ! 
manufactured  prior  to  Jan.  1,  1981  may  i 
not  meet  all  of  the  safety  requirements 
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FIGURE  4:  A convertible  seat;  the  top 
diagram  shows  the  infant  position,  while 
the  bottom  diagram  shows  the  toddler 
position. 


Toddler  Seats 

Toddler  seats  face  forward  in  both  the 
back  and  front  seats  of  the  car.  Seat  belts 
are  attached  at  the  back  of  the  seat,  usu- 
ally through  an  L-shaped  frame  or  slots 
in  the  shell  of  the  seat.  Toddler  seats  re- 
tain the  child  in  the  seat  at  five  points: 
over  both  shoulders,  across  both  sides  of 
the  pelvis,  and  between  the  legs  (Figure  4). 

Some  toddler  seats  have  a soft  padded 
shield  that  cushions  the  child’s  pelvic 
area.  A shield  is  an  integral  part  of  the 
seat’s  harness  system  and  must  be  used 
at  all  times  (Figure  5).  Safety  seats  with 
large  shields  should  not  be  used  for 
children  who  wear  eyeglasses.  An  armrest 
on  a toddler  seat  is  positioned  much  far- 
ther from  the  child’s  body  than  a shield. 
This  padded  tray  does  not  protect  the 
child,  but  simply  allows  him  a resting 
point  for  his  arms.  Owners  of  small  cars 
should  make  certain  that  the  shield  or 
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set  by  FMVSS  No.  213.  A few  seats 
manufactured  before  1981  were  dynam- 
ically tested  and  still  meet  the  current 
FMVSS  No.  213.  Parents  should  check 
the  date  of  manufacture  on  the  back  of 
the  seat  before  purchasing  a used  safety 
seat.  Many  older  seats  lack  an  adequate 
internal  harness  system  and  will  collapse 
on  impact  (Figure  3).  Parents  should  con- 
tact manufacturers  if  there  are  questions 
concerning  a safety  seat’s  capabilities  for 
protecting  a child. 

Most  infant-only  car  safety  seats  have 
several  positions  that  can  be  used  for 
feeding  and  comfort  outside  of  the  motor 
vehicle.  Some  of  these  positions  are  not 
approved,  however,  for  in-car  use  and 
care  must  be  taken  to  use  only  the  cor- 
rect positions  to  insure  optimal  protec- 
tion. Babies  may  be  placed  correctly  in 
infant-only  seats  before  entering  the  car 
and  because  this  type  of  seat  is  so 
lightweight,  infants  can  be  transported  to 
and  from  the  car  with  ease. 


FIGURE  3:  This  car  seat,  which  collapses 
at  the  seat  back  and  lacks  a five-point 
harness  or  shield,  does  not  meet  current 
federal  safety  standards. 
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armrest,  when  released,  can  spring  all  the 
way  up  to  allow  the  child  to  easily  enter 
the  seat. 

The  Century  Child  Love  Seat  and  the 
pre-1983  Strolee  Wee  Care  require  the  use 
of  a tether  strap  that  must  be  installed 
directly  behind  the  seat  in  a solid  metal 
structural  part  of  the  car  at  an  angle  of 
45  degrees  or  less.  When  a tether  strap 
is  specifically  required,  it  must  be  installed 
as  illustrated  in  Figure  6. 

Since  most  toddler  seats  convert  from 
an  infant  to  a toddler  seat,  the  seat  frame 
may  be  reclined  in  various  positions.  In 
the  forward-facing  mode,  the  seat  back 
should  be  in  the  most  upright  position. 


FIGURE  5:  A convertible  seat  with  a 
shield;  the  top  diagram  shows  the  infant 
position,  while  the  bottom  diagram  shows 
the  toddler  position. 
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FIGURE  6:  Proper  tether  strap  installation  for  the  back  ledge  of  an  automobile. 


In  the  rear-facing  position  for  infants,  the 
seat  should  be  adjusted  to  the  most  re- 
clined position.  Convertible  seats  are  ap- 
propriate for  a child  from  birth  to  ap- 
proximately 40  pounds. 

Booster  Seats 

Booster  seats  are  designed  for  older 
children  from  30  to  approximately  60 
pounds.  The  top  half  of  a child’s  head 
must  not  extend  beyond  the  height  of  the 
car’s  seat  back  when  he  is  sitting  in  a 
booster  seat.  Most  booster  seats  require 
that  a chest  harness  and  tether  strap  be 
used  when  a child  is  riding  in  the  rear  seat 
of  a car.  In  the  front  seat,  a lap-shoulder 
system  provides  proper  protection  (Figure 
7).  A second  type  of  booster  seat  requires 
that  only  a seat  belt  be  placed  over  a 
shield  that  covers  the  child’s  lower  chest 
and  pelvic  area. 

Many  parents  fail  to  use  the  chest 
harness/tether  strap  that  is  required  for 
most  booster  seats  when  the  child  is  in 
the  rear  seat  of  an  automobile. 
Laboratory  investigations  have  shown 
that  head  injury  is  most  likely  to  result 
when  a booster  seat  is  used  with  a lap  belt 
only.2  Unfortunately,  many  people 
associate  booster  seats  with  “booster 
chairs”  commonly  found  in  restaurants. 
A booster  seat  in  a car  provides  a child 
an  opportunity  to  see  outside  and  pro- 
tects an  older  child  who  has  outgrown  his 
toddler  seat  but  is  still  not  large  enough 
for  a seat  belt  only. 


Most  manufacturers  advise  that  when 
a child  weighs  approximately  30  pounds, 
they  may  be  placed  in  a booster  seat.  In 
a booster  seat,  the  child  is  restrained 
primarily  in  the  pelvic  area  but  in  a full- 
size  car  seat,  crash  forces  are  distributed 
over  the  child’s  pelvis  and  trunk.  While 
the  protection  afforded  by  a toddler  seat 
is  greater  than  a booster  seat,  the  dura- 
tion of  use  for  the  toddler  seat  is  less  than 
for  a booster  should  parents  decide  to  ob- 
tain a car  seat  when  their  child  approaches 
the  30-pound  range. 


Selecting  a Safety  Seat 

Parents  should  consider  which  type  of 
seat  is  appropriate  for  the  age  and  size 
of  their  child  and  how  convenient  the  seat 
is  to  use  on  a everyday  basis.  For  instance, 
if  a safety  seat  requires  the  use  of  inter- 
nal harness  straps  in  addition  to  a shield, 
the  parent  should  realize  that  all  essen- 
tial parts  must  be  used  every  time  the  child 
is  placed  into  the  seat.  Also,  the  size  of 
the  car  and  the  type  of  seat  belts  may  af-  | 
feet  which  safety  seat  model  can  be  used. 
Convertible  seats  should  be  placed  on  the 
seat  in  both  the  fully  reclined  infant  posi- 
tion and  the  upright  toddler  position  to 
determine  if  the  seat  of  the  car  is  of  ap- 
propriate depth  for  the  car  seat  model 
selected. 

When  the  lap-shoulder  belt  is  attached 
in  the  front  seat  of  a car,  parents  need 
to  check  whether  or  not  the  metal  latch 
plate  on  the  car  seat  belt  webbing  is 
secured  or  free-moving.  If  the  latch  plate  1 
can  slide  freely,  parents  need  to  purchase  ( 
a locking  clip.  A locking  clip  is  attached 
close  to  the  latch  plate  and  tightens  the 
lap-shoulder  webbing  so  that  the  safety 
seat  is  held  more  securely  (Figure  8). 

It  is  essential  that  persons  transporting  f 
young  children  understand  how  to  use  a 
safety  seat  correctly.  Manufacturers  pro- 
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FIGURE  7:  Many  booster  seats  require  only  the  lap-shoulder  belt  system  in  the  from 
seat  of  a car;  in  the  rear  seat,  a chest  harness  and  tether  strap  must  be  used. 
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FIGURE  8:  Correct  placement  of  a lock- 
ing clip. 


vide  detailed  instructions  on  correct  safety 
seat  installation,  but  many  parents 
become  confused  and  frustrated  when 
they  read  information  that  appears  too 
technical.  Also,  many  parents  may  not 


take  the  time  to  read  the  instructions, 
thinking  that  it  is  impossible  to  use  a safe- 
ty seat  improperly.  Unfortunately,  misuse 
of  safety  seats  does  occur.4 

Medical  and  health  and  safety  profes- 
sionals must  continue  to  provide  needed 
education  and  information  to  parents  to 
help  increase  proper  selection  and  correct 
use  of  safety  seats  in  Indiana.  One  source 
for  information  on  safety  seat  selection 
and  use  is  the  Automotive  Safety  for 
Children  Program  at  James  Whitcomb 
Riley  Hospital  for  Children.  Questions  on 
the  child  passenger  restraint  legislation 
and  safety  seat  selection  and  use  can  be 
directed  to  the  program  by  telephone  at 
317-264-2977  or  correspondence  at  702 
Barnhill  Drive,  Room  P-121,  Indiana- 
polis, Ind.  46223.  Brochures  appropriate 
for  patient  distribution  can  be  obtained 
at  no  charge  by  calling  317-232-1300  or 


writing  the  Indiana  Department  of 

Highways,  Division  of  Traffic  Safety, 

Room  801 , State  Office  Building,  100  N. 

Senate  Ave.,  Indianapolis,  Ind.  46204. 
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Physicians  ordering  supplemental 
oxygen  for  patient  use  may  select 
from  a wide  variety  of  oxygen 
delivery  devices.  Ideally,  the  system 
chosen  should  provide:  1)  a fractional 
concentration  of  inspired  oxygen  (FIO,) 
which  is  2)  humidified  and  3)  delivered 
at  an  adequate  flow  rate  so  that  the  final 
tracheal  FIO-,  will  provide  the  intended 
increase  in  blood  oxygen.  The  tracheal 
FIO-,  differs  from  the  system  FIO-,  when 
the  oxygen  delivered  from  the  device  is 
diluted  by  room  air  entrained  into  the  air- 
way through  or  around  the  therapy 
system. 

The  amount  of  air  entrained  is  deter- 
mined by  the  difference  between  the  pa- 
tient’s inspiratory  flow  rate  and  the  flow 
rate  of  gas  supplied  by  the  oxygen  delivery 
system.  Therefore,  if  a hyperpneic  patient 
with  a high  spontaneous  inspiratory  flow 
is  treated  with  a device  incapable  of 
meeting  that  demand,  the  respiratory  gas 
mixture  delivered  to  the  patient  will  be 
diluted  by  room  air  (FI02  = .21)  and  the 
resultant  tracheal  FIO,  reduced 
accordingly. 

The  occurrence  of  air  entrainment  can 
be  documented  at  the  bedside  when  a 
nebulizer  is  used  by  observing  the  mist 
delivered  to  the  patient’s  face.  If  the  mist 
is  totally  inhaled  with  each  inspiration, 
the  flow  capability  of  the  device  is  being 
exceeded  by  the  patient’s  demand  and  air 
entrainment  is  occurring.  Under  such  cir- 
cumstances the  tracheal  FIO-,  will  be 
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unknown  unless  measured  directly  by 
sampling  through  a transcricoid  mem- 
brane puncture.1 

The  relative  humidity  of  oxygen  sup- 
plied from  an  oxygen  cylinder  or  piped 
in-wall  source  is  less  than  1%,  that  is,  it 
carries  less  than  1%  of  the  water  vapor 
that  it  would  if  it  were  100%  saturated 
at  the  ambient  temperature  and  atmos- 
pheric pressure.  Although  gas  humidifica- 
tion to  reduce  water  loss  from  the  mucous 
membrane  may  be  of  questionable  value 
in  the  well-hydrated,  non-intubated  pa- 
tient, it  is  essential  for  patients  whose 
physiologic  humidification  system  has 
been  by-passed  through  tracheal 
intubation. 

Various  humidifiers  or  nebulizers  sup- 
ply water  vapor  to  the  inspired  oxygen 
with  differing  efficiency  and  thus  dif- 
ferent levels  of  humidification  are  possi- 
ble depending  upon  the  device  chosen.’’3 
Simple  “bubbler”  humidifiers  and 
“blow-by  humidifiers”  are  the  least  effi- 
cient whereas  nebulizers  when  heated  may 
fully  saturate  (relative  humidity- 100%) 
the  inspired  gas. 

Therefore,  the  patient’s  requirements 
for  oxygen,  gas  humidification,  or  flow 
from  the  device  and  his/her  willingness 
or  ability  to  cooperate  with  therapy 
should  largely  determine  which  device  is 
ordered. 

Nasal  Cannula — The  nasal  cannula  is 
a simple  and  comfortable  device  that 
allows  the  patient  freedom  for  eating, 
drinking,  and  conversation  during  oxygen 
therapy.  At  system  flow  rates  of  4 to  8 
L/min.  and  normal  inspiratory  flows,  the 
cannula  provides  a tracheal  FIO-,  of  0.35 
to  0.45.  To  prevent  drying  of  the  nasal 
mucosa  at  low  flow  rates,  a small  amount 
of  humidification  can  be  provided  by  a 
“bubbler”  type  humidifier,  but  at  high 
flow  rates  mucosal  drying  and  sinus  pain 
may  occur.  This  device  is  useful  when 
small  amounts  of  supplemental  oxygen 


are  acceptable  in  a well-hydrated  patient. 
It  does  not  provide  precise  oxygen  con- 
centrations or  high  flows  and  should  not 
be  relied  upon  in  a hyperpneic  patient  or 
a patient  with  obstruction  of  the  nose  or 
nasopharynx. 

Venturi  Mask  (Fig.  1) — The  venturi 
mask  (oro-nasal  or  tracheostomy)  delivers 
relatively  fixed  02  concentrations  (24,  28, 
31,  40%)  at  an  increased  flow  (up  to  84 
L/min.)  because  of  precise  air  entrain- 
ment within  the  system.  The  tracheal 
FIO-,  therefore  is  less  likely  to  be  altered 


FIGURE  1:  VENTURI  MASK.  (1)  Oxy- 
gen supply  line  from  oxygen  source;  (2, 
3)  High  humidity  collar  (2)  and  port  for 
large  bore  tubing  (3)  for  additional 
humidity  ; (4)  Standard  aerosol  type  mask 
with  two  large  holes  provided  for  exhala- 
tion (air  entrainment  will  occur  if  system 
flow  is  inadequate). 
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through  additional  air  dilution  by  the  pa- 
tient than  with  the  nasal  cannula.  Some 
humidity  is  added  to  the  source  oxygen 
by  the  room  air  entrained  and  additional 
humidification  can  be  provided  by  a 
bubble-type  humidifier  or  a nebulizer  and 
high  humidity  “collar.”  The  venturi  mask 
is  the  system  of  choice  when  high-flow, 
controlled-oxygen  therapy  is  indicated. 

Simple  Mask  (Fig.  2) — The  simple  oro- 
nasal  mask  is  often  used  to  meet  short- 
term transport  or  emergency  needs. 
Oxygen  is  supplied  through  small  bore 
tubing  connected  to  a dry  gas  source  or 
bubble-type  humidifier.  Exhaled  air  is 
vented  through  ports  on  both  sides  of  the 
mask  and  around  the  mask,  but  depend- 
ing on  the  patient’s  inspiratory  flow  and 
adjusted  oxygen  flow  air  entrainment 
may  occur  through  these  same  ports.  At 
an  oxygen  flow  of  8-12  L/min.  a tracheal 
FIO-,  of  0.35  to  0.45  can  be  expected  if  the 
patient’s  inspiratory  flow  rate  is  not  ex- 
cessive. This  too  must  be  considered  a low 
efficiency  device  to  be  used  only  when  an 
imprecise,  low  flow,  poor  humidity 
system  is  acceptable. 


Partial  Rebreathing  Mask  (Fig. 

3) — The  partial  rebreathing  mask,  con- 
sisting of  a face  mask,  reservoir  bag  and 


FIGURE  2:  SIMPLE  FACE  MASK.  (1) 
Oxygen  supply  tubing;  (2)  Side  holes  for 
exhalation  and  air  entrainment. 


FIGURE  3:  PARTIAL  REBREATHING 
MASK.  (1)  Oxygen  supply  tubing;  (2) 
Side  holes  for  exhalation  and  air 
entrainment. 

small  bore  oxygen  delivery  tubing  can 
provide  an  FIO-,  of  0.85  to  0.95.  To 
minimize  air  entrainment  and  rebreath- 
ing, oxygen  How  to  the  reservoir  bag  is 
adjusted  to  a level  at  which  the  bag  is  con- 
tinuously distended,  thereby  assuring  that 
the  gas  supply  matches  or  exceeds  the  pa- 
tient’s demand.  Some  humidification  can 
be  supplied  by  using  a bubble-type  hu- 
midifier. This  system  permits  rapid  avail- 
ability to  high  concentrations  of  inspired 
oxygen  and  is  useful  in  emergency  settings 
for  short-term  use. 

Non-Rebreathing  Mask  (Fig.  4) — The 

non-rebreathing  mask  is  similar  to  the 
previous  device  but  incorporates  a tightly 
fitted  mask  and  three  one-way  valves.  The 
valve  located  between  the  mask  and  the 
reservoir  bag  directs  oxygen  flow  from 
the  bag  to  the  patient  and  prevents  entry 
of  exhaled  air  into  the  reservoir  bag.  The 
second  valve  vents  exhaled  gas  to  the  at- 
mosphere and  prevents  air  entrainment. 
The  third  valve  is  a safety  inlet  valve  per- 
mitting the  patient  to  draw  in  room  air 
if  oxygen  flow  is  inadequate.  To  obtain 
a high  FKX  (0.85  to  0.95)  the  oxygen  flow 
is  adjusted  to  distend  the  reservoir  bag. 
Although  this  system  can  potentially 


deliver  100%  oxygen,  this  level  cannot 
consistently  be  achieved  because  of  air 
leaks  around  the  mask  and  air  entrain- 
ment through  the  safety  inlet  valve.  Some 
humidification  of  the  inspired  oxygen  is 
usually  accomplished  with  a bubble-type 
humidifier. 


FIGURE  4:  NON-REBREATHING 
MASK.  (1)  Oxygen  supply  tubing;  (2)  In- 
spiratory valve;  (3)  Expiratory  valve;  (4) 
Safety  inlet  valve. 

Aerosol  Mask  and  Nebulizer  (Fig. 

5) — This  system  allows  complete 
humidification  of  the  source  gas  when  a 
heated  humidifier/nebulizer  is  used.-1'3 
Various  nebulizers  permit  a selection  of 
oxygen  concentrations  at  moderate  flow 
(up  to  approximately  50  L/min),  but  air 
entrainment  can  easily  occur  through  the 
side  holes  of  the  mask.  The  tracheal 
FIO-,  is  therefore  variable.  As  the  device 
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Aerosol  mask;  (2)  Large  bore  tubing  from 
nebulizer;  (3)  Two  large  holes  provided 
for  exhalation  and  air  entrainment. 

commonly  used  for  long-term  oxygen 
supplementation,  this  system  offers  a 
reasonable  compromise  of  humidity, 
flow,  and  FIO,  for  a patient  without 
special  needs.  Higher  flow  for  the  hyper- 
pneic  patient  is  possible  by  adding  a sec- 
ond nebulizer  in  parallel. 

CPAP  by  Facemask  (Fig.  6) — If 

arterial  oxygenation  remains  unsatisfac- 
tory with  the  above  systems  and  the  pa- 
tient is  alert,  cooperative,  and  able  to 
protect  his  airway,  a continuous  positive 
airway  pressure  (CPAP)  system  with  a 
tightly  fitted  face  mask  may  be 
attempted.4’5  This  breathing  circuit  pro- 
vides expiratory  positive  airway  pressure 
(EPAP)  during  spontaneous  ventilation 
similar  to  that  used  during  mechanical 
ventilation  as  positive  end-expiratory 
pressure  (PEEP).  The  beneficial  effect  of 
EPAP  on  arterial  oxygenation  is  through 
improvement  in  functional  residual  capa- 


city and  a decrease  in  pulmonary  shun- 
ting so  that  the  FI02  can  be  reduced  to 
below  toxic  levels.  In  addition,  a high  in- 
spiratory flow  provides  positive  airway 
pressure  during  inspiration  (1PAP)  and 
reduces  the  patient’s  work  of  breathing. 
Both  pressures  require  a tight  seal  over 
the  face  by  the  mask  which  is  secured  by 


FIGURE  6:  CONTINUOUS  POSITIVE 
AIRWAY  PRESSURE  (CPAP) 
ASSEMBLY.  (1)  CPAP  assembly; 
(2)  Large  bore  tubing  from  nebulizer  and 
oxygen  source;  (3)  Reservoir  bag; 
(4)  Safety  inlet  valve;  (5)  Inspiratory 
valve;  (6)  Patient  port;  (7)  Flex  tube; 
(8)  Face  mask  with  strap;  (9)  Expiratory 
valve;  (10)  Expiratory  port  (for  PEEP 
device);  (11)  Pressure  and  FIO,  monitor- 
ing port;  (12)  Pressure  gauge.  Gas  moves 
from  the  wall  nebulizer(s)  to  the  reser- 
voir and  to  the  patient.  Exhaled  gas  is 
diverted  by  the  one-way  valve  assembly 
to  the  PEEP  device  which  provides  ex- 
piratory pressure. 


a strap  around  the  patient’s  head.  A naso- 
gastric tube  is  recommended  to  prevent 
gastric  air  insufflation  and  the  attendant 
risk  of  emesis  with  aspiration.  This  system 
may  interfere  with  bronchial  hygiene, 
coughing,  suctioning,  and  eating  and 
ischemic  facial  skin  changes  may  occur 
due  to  the  mask  pressure.  Those  changes 
in  the  cardiovascular  system  which  may 
be  encountered  with  PEEP  may  also  oc- 
cur with  a CPAP  system.  Complete 
humidification  w ill  be  obtained  if  heated 
nebulizers  are  used.  This  system  impor- 
tantly provides  maximal  oxygen  supple- 
ment without  intubation  and  is  an  excel- 
lent system  for  selected  patients. 

If  the  above  techniques  are  ineffective 
in  reversing  hypoxemia  or  cannot  be 
utilized  because  of  poor  airway  protec- 
tion, decreased  level  of  consciousness, 
etc.,  only  then  will  tracheal  intubation  be 
necessary.  Thus,  as  w'ith  all  medical 
therapy,  the  provision  of  supplemental 
oxygen  should  be  designed  to  accomplish 
a predeterminted  goal  and  titrated  against 
the  usual  measure  of  success,  the  arterial 
blood  gas.  The  ability  of  the  physician 
to  fulfill  this  intent  will  be  enhanced  by 
selecting  the  proper  respiratory  therapy 
system. 
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Nearly  70,000  people  are  supported 
by  long-term  dialysis  in  the  United 
States  today.  In  addition,  acute 
renal  failure  is  often  prolonged  enough 
that  dialytic  support  is  required. 
Hemodialysis  remains  the  more  frequent- 
ly used  modality  in  both  the  chronic  and 
acute  settings.  However,  a recent 
modification  of  peritoneal  dialysis  has  led 
to  a resurgence  in  its  utilization  in  chronic 
renal  failure,  and  peritoneal  dialysis  does 
offer  certain  advantages  in  acute  situa- 
tions, as  well. 

Starling  published  data  in  1896  con- 
cerning the  permeability  of  the  periton- 
eum. Other  early  investigators  recognized 
the  potential  for  the  removal  of  endogen- 
ous wastes  by  the  peritoneal  route.  How- 
ever, safe,  especially  repetitive,  access  to 
the  peritoneal  cavity  was  the  limiting  fac- 
tor, and  it  was  not  until  the  mid-1960s 
that  a practical  method  for  such  access 
was  perfected. 

Although  the  peritoneal  surface  is  quite 
large,  the  number  of  capillaries  it  con- 
tains is  small,  and  these  are  separated 
from  the  peritoneal  cavity  by  relatively 
large  distances  (the  interstitial  space). 
Fluid  (dialysate)  once  infused  into  the 
cavity  is  stagnant  until  drained,  resulting 
in  resistance  to  transport  of  various 
substances  from  the  blood. 

Solute  or  waste  removal  is  not  only 
dependent  upon  the  resistance  to  its 
movement  across  the  separating  mem- 
branes and  spaces,  but  also  the  flow  rates 
of  the  blood  through  the  capillaries  of  the 
peritoneum  and  the  dialysate  into  and  out 
of  the  cavity.  The  former  is  relatively  fixed 
by  cardiac  output. 

Dialysate  flow  is  limited  by  patient 
tolerance,  as  most  will  not  hold  more  than 
two  liters  of  fluid  at  any  one  time. 
Dialysate  can  be  infused  by  a pump  rapid- 
ly. However,  drainage  must  be  by  grav- 
ity or  intra-abdominal  contents  will  be  en- 
trapped in  the  catheter.  Flow  rates  of 
dialysate  above  four  liters  per  hour  are 
not  possible. 


In  contrast,  hemodialysis  utilizes  ultra- 
thin  artificial  membranes  with  only  a few 
microns  separating  the  blood  and 
dialysate  and  with  high  blood  and 
dialysate  flow  rates  (250  and  500 
ml/minute,  respectively).  Fluid  removal, 
necessary  in  the  oliguric  patient,  is  a result 
of  osmosis  in  peritoneal  dialysis  and 
ultrafiltration  in  hemodialysis.  The  lat- 
ter involves  increasing  the  pressure  gradi- 
ent across  the  artificial  membrane  in  the 
direction  of  movement  of  fluid  from  the 
blood  with  transmembrane  pressures  as 
high  as  500  mm  Hg.  The  force  of  osmosis  j 
is  only  at  the  level  of  a few  mm  Hg.  Thus, 
hemodialysis  is  far  more  efficient  for  both 
fluid  and  waste  removal. 

Clinical  application  of  dialysis  should 
be  considered  in  the  settings  of  acute  and 
chronic  renal  failure  separately.  The  in-  j 
dications  for  dialytic  intervention  in  acute 
renal  failure  are  listed  in  Table  7.  Fluid 
removal  with  peritoneal  dialysis,  as  men- 
tioned, is  small  per  unit  of  time.  How-  .j 
ever,  by  frequent  exchanges  of  dialysate  ; 
over  several  days,  large  amounts  (often 
10-15  kgs.)  can  be  removed  from  the  fluid 
overloaded  patient.  The  relatively  small 
volumes  that  cross  from  the  blood  into 
the  peritoneum  each  hour  place  little 
stress  upon  the  often  unstable  cardiovas- 
cular system  of  acutely  ill  patients. 

Excessively  catabolic  patients  require 
large  quantities  of  waste  removal  daily  or 
progressive  azotemia  results.  The  low  ef- 
ficiency of  diffusive  transport  across  the 
peritoneal  membrane  may  limit  the  ability 
of  this  dialytic  method  to  “keep  up”  with 
catabolism.  Not  infrequently,  a patient 
must  be  converted  to  hemodialysis 
because  of  increasingly  worsening  values 
reflecting  the  outstripping  of  peritoneal 
dialysis  by  catabolism. 

Potassium  and  hydrogen  ion  homeo- 
stasis can  usually  be  well  maintained  with 
peritoneal  dialysis.  Commercial  dialysate 
is  only  available  without  potassium.  Ad- 
dition of  this  cation  can  be  tailored  to  the 
individual  patient’s  needs — overall  potas-  | 
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sium  balance  can  be  negative  or  positive. 
Dialysate  also  does  not  contain  bicarbon- 
ate. Calcium,  a necessary  component  of 
dialysate,  will  precipitate  from  solution 
if  the  pH  of  the  solution  is  elevated,  as 
would  be  the  case  if  it  contained  bicar- 
bonate. Instead,  acetate,  or  more  com- 
monly lactate,  is  added  in  manufacture. 

These  base  precursors,  when  absorbed 
into  the  blood,  are  metabolized  via  the 
tricarboxylic  acid  cycle  in  the  liver  with 
production  of  bicarbonate.  Generally,  net 
positive  bicarbonate  balance  occurs,  often 
to  the  point  of  frank  metabolic  alkalosis, 
after  a two  or  three  day  dialysis. 

Finally,  the  simplicity  of  peritoneal 
dialysis  allows  use  in  a multitude  of  set- 
tings. Access  placement  is  a bedside  pro- 
cedure, and  only  limited  by  recent 
surgery,  previous  processes  resulting  in 
effective  loss  of  the  peritoneal  space, 
communication  from  the  peritoneum  into 
other  body  cavities,  or  large  hernias. 

Chronic  renal  failure  leads  to  the  same 
perturbations  as  those  seen  with  acute 
renal  failure.  However,  the  long  period 
of  gradual  decline  in  function  and  con- 
comitant slow  elevation  of  wastes  normal- 
ly excreted  by  the  kidneys  is  coupled  with 
preservation  of  homeostatic  control  of 
fluid  and  electrolytes  until  late  in  the 
course  of  most  progressive  renal  diseases. 

In  addition,  the  patient’s  needs  are 
i more  than  just  physiologic  balance. 
Returning  to  meaningful  social  interac- 
tion with  a time-consuming,  chronic  pro- 
cedure must  be  considered  on  an 
individual  basis  to  distract  from  the  pa- 
tient’s previous  level  of  socialization  as 
little  as  possible. 

The  indications  for  chronic  assumption 
of  dialysis  listed  in  Table  2 are  really  just 
rearranged  from  those  in  the  acute  set- 
ting. Rarely  do  hyperkalemia  or  acidosis 
become  unmanageable  medically.  Even 
with  glomerular  filtration  rates  (GFR)  of 
5-10%  of  normal,  fluid  can  usually  be 
handled  with  loop  diuretics.  We  are  left, 
then,  with  symptomatic  uremia  and  the 
level  of  azotemia  as  the  primary  factors 
to  be  followed  in  patients  with  progressive 
renal  failure. 

Standard  practice  suggests  a GFR  of 
5ml/minute  or  below  as  unacceptable  for 


even  marginal  existence.  This  level  will 
correspond  to  a serum  creatinine  of  10 
mg/dl  in  an  average-sized  individual  with 
some  variation  in  extremes  of  muscle 
mass.  Certainly,  some  patients  will  need 
dialysis  at  a higher  level  of  GFR  if  other 


TABLE  1 

Indications  for  Dialysis 
in  Acute  Renal  Failure 

Fluid  overload 

Hypercatabolism 

Level  of  BUN/creatinine 

Hyperkalemia 

Acidosis 

Uremia 


TABLE  2 

Indications  for  Initiating 
Chronic  Dialysis 

Uremia 

GFR  5ml/minute 

Fluid  and/or  electrolyte  imbalance 
Acidosis 

Hypertensive  management 

Neuropathy 

Pericarditis 


TABLE  3 

Symptoms  of  Uremia 

Lethargy 

Easy  fatigueability 
Anorexia,  nausea,  vomiting 
Hiccups 
Pruritis 

Distal  paresthesias,  numbness 


maladaptions  are  severe.  Close  observa- 
tion for  uremic  symptoms  is,  thus,  quite 
important.  Table  3 lists  some  of  the  more 
prominent  symptoms.  Unfortunately,  the 
vagueness  of  these,  coupled  with  their 
gradual  development,  makes  recognition 
difficult  for  both  the  patient  and  the 
physician. 

The  lack  of  a finite  end-point  chemi- 
cally and  symptomatically  makes  repeti- 
tive testing,  questioning,  and  examination 
necessary  to  avoid  the  potentially  debili- 
tating neuropathy  or  lethal  pericarditis, 
the  worst  uremic  results. 


Peritoneal  dialysis  was  first  used  some 
30  years  ago  to  support  patients  with 
chronic  renal  failure.  The  initial  limita- 
tion was,  as  mentioned,  access  to  the  peri- 
toneal cavity.  A simple,  relatively  inflex- 
ible trochar  can  be  used  in  the  limited 
setting.  Some  more  permanent  device  is 
required  for  long-term  support.  Several 
catheters  are  now  available,  all  flexible 
for  comfort  and  safety.  Variability 
revolves  around  the  major  problems  in 
chronic  peritoneal  dialysis — infection  and 
lack  of  continued  patency.  Unfortunate- 
ly, no  catheter  design  has  eliminated  these 
problems,  but  even  the  simplest  offers 
acceptable  longevity  to  make  chronic 
peritoneal  dialysis  a viable  alternative  to 
hemodialysis. 

Intermittent  peritoneal  dialysis  (IPD) 
is  a variation  of  the  technique  described 
for  acute  renal  failure.  Repetitive,  usual- 
ly hourly,  exchanges  of  dialysate  are  per- 
formed for  10  to  12  hours  three  to  four 
times  a week,  using  a machine  for  infu- 
sion. IPD  has  never  made  a large  impact 
upon  chronic  dialysis  because  of  the  large 
time  commitment  and  the  tendency  for 
inadequate  dialysis.  Only  by  increasing 
the  length  can  removal  be  increased.  Fur- 
ther time  involvement  is  not  acceptable 
to  most  patients. 

In  1976  Popovich  and  Moncrief 
described  a modification  of  chronic 
peritoneal  dialysis  for  which  they  coined 
the  term  “Continuous  Ambulatory 
Peritoneal  Dialysis”  (CAPD),  a quite 
descriptive  name.  With  this  mode  the  pa- 
tient can  be  completely  ambulatory  ex- 
cept when  performing  an  exchange  of 
dialysate.  Fluid  is  nearly  continuously 
present  in  the  abdomen  for  diffusion  and 
osmosis.  Equilibrium  between  blood  and 
dialysate  does  not  occur  for  most  solutes 
until  8 to  10  hours  of  exposure.  Only  dur- 
ing the  exchange  for  fresh  dialysate  is 
transfer  of  wastes  not  proceeding.  Three 
to  five,  usually  four,  such  exchanges  are 
carried  out  each  and  every  day.  The  con- 
tinuousness makes  up  for  the  low  effici- 
ency of  peritoneal  transfer. 

Although  no  match  for  native  kidneys, 
CAPD  is  nearly  as  efficient  as 
hemodialysis  with  small  molecular  weight 
solutes  such  as  BUN  and  creatinine,  and 
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more  so  for  larger  so-called  middle 
molecules,  which  may  play  a significant 
role  in  uremic  toxicity,  especially 
neuropathy. 

The  simplicity  of  CAPD  is  attractive 
for  a number  of  patients.  The  lack  of 
machines,  not  having  to  deal  directly  with 
blood,  and  no  need  for  a helper  are  at- 
tributes for  those  living  alone  as  well  as 
others.  It  is  a home  therapy,  freeing  the 
patient  for  resumption  of  a more  mean- 
ingful lifestyle.  In  addition,  rapid  fluid 
shifts  do  not  occur,  requiring  less  cardi- 
ovascular stability  then  hemodialysis.  The 
diabetic  with  end-stage  renal  disease  and 
older  patients  may  benefit  more  from  the 
development  of  CAPD  than  others  for 
this  last  reason;  the  lack  of  need  for 
systemic  heparinization  may  lessen  the 
risk  of  intraocular  bleeding  from 
neovascular  diabetic  retinopathy,  a 
devastating  potential  with  hemodialysis. 

Infection  remains  a major  complica- 
tion, as  well  as  a limiting  factor  in  CAPD. 
The  most  benign  type  involves  the  area 
around  the  catheter,  a so-called  exit  site 
infection.  It  often  responds  to  oral  anti- 
biotics but  can  become  indolent  and  even 
lead  to  removal  of  the  catheter.  Infection 
along  the  subcutaneous  path  of  the 
catheter,  a tunnel  infection,  is  always 
serious,  requiring  catheter  removal. 

Finally,  peritonitis  can  result  from 
several  mechanisms.  Most  cases  are  ac- 


quired through  contamination  of  the 
dialysate  infusion  pathway  by  the  patient 
performing  his  or  her  exchange.  Intra- 
abdominal catastrophies  such  as  diver- 
ticulitis may  be  more  frequent  in  this 
group  and  can  cause  peritonitis.  These 
processes  will  present  with  cloudy 
dialysate  and  abdominal  pain  and 
tenderness.  Interestingly,  fever  is 
characteristically  minimal  or  absent,  and 
surprisingly  little  evidence  of  toxicity  is 
seen.  Fortunately,  medical  therapy  is 
often  successful  with  antibiotic  addition 
to  the  dialysate  and  continuation  of 
dialysis.  Nearly  one-half  of  the  cases  can 
even  be  treated  on  an  outpatient  basis. 

Staphylococcus  epidermidis  is  the  most 
common  contamination  induced  organ- 
ism responding  readily  to  cephalosporins. 
Gram-negative  peritonitis  may  require 
aminoglycosides  but  still  may  be  cleared 
medically,  although  less  frequently  than 
with  staph.  These  as  well  as  other  less 
common  skin  organisms  seem  to  be  ac- 
quired through  contamination  the  major- 
ity of  the  time.  Peritonitis  from  fecal 
soilage  is  polymicrobial  and  more  omin- 
ous. Surgical  removal  of  the  catheter  can 
result  from  persistence  of  the  peritonitis 
no  matter  what  the  organism.  Staphylo- 
coccus aureus,  pseudomonas,  and  fungi 
are  the  most  frequent  which  lead  to 
catheter  loss.  Following  prolonged  sys- 
temic antibiotics,  the  patient  may  be  able 


to  return  to  CAPD,  barring  extensive 
scarring. 

Peritoneal  dialysis  in  the  form  of 
CAPD  has  matured  over  the  past  five 
years  into  a viable  alternative  to 
hemodialysis  for  chronic  support.  These 
two  modes  of  therapy  should  not  be 
viewed  as  mutually  exclusive  but  rather 
possessing  special  benefits  for  various 
types  of  patients  and  patient  care  situa- 
tions. Together,  hemodialysis  and 
peritoneal  dialysis  offer  relatively  wide 
flexibility  for  patients  with  end-stage  renal 
disease,  as  well  as  those  with  acute  renal 
failure. 
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Diagnostic  Ultrasound  Imaging 
in  Pregnancy 

A National  Institutes  of  Health  Consensus  Report  Synopsis 


WILLIAM  D RAGAN,  M D 
Indianapolis 


i Ultrasonography  in  pregnancy  has 

become  a highly  developed  technology 
capable  of  detecting  many  fetal  structural 
and  functional  abnormalities.  The 
marked  increase  in  the  use  of  ultrasound 
coupled  with  concerns  regarding  its  safety 
and  efficacy  prompted  the  NIH  report. 
The  panel  addressed  the  following  ques- 
tions: 

1 . What  types  of  ultrasound  scanning 
are  currently  used  in  obstetric  practice? 
How  extensive  is  this  use?  What  is  known 
about  the  dose/exposure  to  the  fetus  and 
the  mother  from  each  type?  Exposure  to 
imaging  devices  has  been  to  static  and  real- 
time scanners.  The  percentage  of  preg- 
nant women  exposed  to  ultrasound  ex- 
amination ranges  from  15  to  40%  There 
are  no  data  on  the  dose  to  either  the 
mother  or  the  fetus  in  the  present  clinical 
setting. 

2.  For  what  purposes  is  ultrasound 
now  being  used  in  pregnancy?  For  each 
use  what  is  the  evidence  that  ultrasound 
improves  patient  management  and/or 
outcome  of  pregnancy?  The  following  28 
obstetric  applications  were  listed. 


This  synopsis  is  based  on  an  NIH  consensus 
development  conference  conducted  in  February 
1984.  Single  copies  of  the  complete  consensus 
statement  are  available  from  Michael  J . Bern- 
stein, Office  of  Medical  Applications  of 
Research,  Bldg.  1,  Rm.  216,  National  Institutes 
of  Health,  Bcthesda,  Md.  20205. 


• Estimation  of  gestational  age  for  pa- 
tients with  uncertain  clinical  dates,  and 
for  patients  who  are  to  undergo  scheduled 
elective  repeat  cesarean  delivery. 

• Evaluation  of  fetal  growth. 

• Vaginal  bleeding  in  pregnancy. 

• Determination  of  fetal  presentation. 

• Suspected  multiple  gestation. 

• Adjunct  to  amniocentesis. 

• Significant  uterine  size/clinical  dates 
discrepancy. 

• Pelvic  mass. 

• Suspected  hydatidiform  mole. 

• Adjunct  to  cervical  cerclage 
placement. 

• Suspected  ectopic  pregnancy. 

• Adjunct  to  special  procedures,  such 
as  fetoscopy,  intrauterine  transfusion, 
shunt  placement,  in  vitro  fertilization, 
embryo  transfer,  or  chorionic  villi 
sampling. 

• Suspected  fetal  death. 

• Suspected  uterine  abnormality. 

• Intrauterine  contraceptive  device 
localization. 

• Ovarian  follicle  development 
surveillance. 

• Biophysical  evaluation  for  fetal  well- 
being after  28  weeks  of  gestation. 

• Observation  of  intrapartum  events 
(e.g.,  version/extraction  of  second  twin, 
manual  removing  of  placenta,  etc.). 

• Suspected  polyhydramnios  or 
oligohydramnios. 

• Suspected  abruptio  placentae. 

• Adjunct  to  external  version  from 
breech  to  vertex  presentation. 

• Estimation  of  fetal  weight. 

• Abnormal  serum  alpha-fetoprotein 
value. 

• Follow-up  observation  of  identified 
fetal  anomaly. 


• Follow-up  for  identified  placenta 
previa. 

• History  of  previous  congenital 
anomaly. 

• Serial  evaluation  in  multiple 
gestation. 

• Evaluation  of  fetal  condition  in  late 
registrants  for  prenatal  care. 

The  panel  concluded  that  diagnostic 
ultrasound  for  pregnant  women  improves 
patient  management  in  pregnancy  out- 
come when  there  is  an  accepted  medical 
indication. 

3.  What  are  the  theoretical  risks  of 
ultrasound  to  the  fetus  and  the  mother? 
What  evidence  exists  from  animal  tissue 
culture,  and  human  studies  on  the  actual 
extent  of  the  risk?  A number  of 
epidemiological  studies  tend  to  support 
the  safety  of  diagnostic  ultrasound  in 
humans.  On  the  other  hand,  many  studies 
reporting  on  the  safety  of  diagnostic 
ultrasound  in  humans  were  considered 
inadequate. 

4.  Based  on  the  available  evidence, 
what  are  the  appropriate  indications  for 
and  the  limitations  on  use  of  ultrasound 
in  obstetrics  today?  It  was  the  consensus 
of  the  panel  that  ultrasound  examination 
in  pregnancy  should  be  performed  for  a 
specific  medical  indication. 

5.  What  further  studies  are  needed  of 
efficacy  and  safety  of  use  of  ultrasound 
in  pregnancy?  The  panel  recommended 
its  encouragement  and  support  of  a sus- 
tained research  effort  aimed  at  test 
systems  that  could  help  provide  a better 
data  base  for  developing  reasonable 
estimates  of  bioeffects  and  of  risk.  It  was 
thought  that  the  question  of  ultrasound’s 
contribution  to  reducing  morbidity  and 
mortality  should  be  documented. 
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ONLY 


A NEW  DIMENSION 
IN  THE 

HIGH-TECH  AGE 

Today,  in  the  High-Tech  Computer 
Age,  it  is  too  easy  to  forget  special 
groups  of  people  who  need  medical 
attention. 

House  Call  Physicians,  Inc.  is  a 
group  of  Indianapolis-based  physi- 
cians who  are  dedicated  to  bringing 
quality  medical  care  to  the  home, 
institution,  and  workbound  patient. 

The  patients  we  reach  are: 

• bedridden  or  shut-in 

• handicapped,  paraplegic, 
quadriplegic 

• chronically  or  terminally  ill 

• nursing  home  tenants 

• persons  needing  care  after  office 
hours  and  on  weekends 

• tourists  and  travelers 

• pediatric  and  geriatric  patients 

We  can  suture  minor  wounds  and 
care  for  many  minor  medical  ailments. 
We  can  do  EKG’s,  portable  x-rays, 
physical  exams,  draw  laboratory 
specimens  and  dispense  medicines 
CNO  NARCOTICS]. 


WE  CAN  BE  OF 
BENEFIT  TO  THE 
PERSONAL  PHYSICIAN 
WHEN  HE  OR  SHE: 

• feels  uncomfortable  advising  and 
treating  patients  over  the  phone 

• is  out  of  the  office 

• is  on  vacation 

• is  too  booked  to  see  a patient 
within  a reasonable  time  frame 

• cannot  attend  a chronically  or 
terminally  ill  patient  who  needs 
ongoing  physician  evaluation  and 
treatment  but  wishes  to  remain 
outside  the  confines  of  a hospital 

• requires  qualified  evaluation, 
treatment  and  detailed  informa- 
tion on  his/her  patient  at  their 
home 

House  Call  Physicians,  Inc.  is  not 
seeking  patients  for  long-term 
care.  We  will  assist  chronically  and 
terminally  ill  patients  under  the 
direction  of  their  personal  physi- 
cian. We  would  prefer  that  all 
patients  seeking  our  aid  would  first 
contact  their  personal  physician. 
Patients  not  having  a personal 
physician  are  referred  to  local 
physicians  for  follow-up. 

HOUSECAJLIL  PHYSICIANS,  INC. 

3561  NORTH  PENNSYLVANIA  ST. 
INDIANAPOLIS,  IN  46208 

317/923-Dr.  Dp.  317/933-3737 
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Being  Sensible  About  Salt 


IT  IS  NATURALLY  PRESENT  in  most 
foods.  It  is  added  to  canned,  pack- 
aged, and  frozen  foods  to  flavor  and 
preserve  them.  We  add  it  during  cook- 
ing. We  sprinkle  it  on  our  meal  at  the 
table.  It  makes  food  taste  good.  And  it 
is  good  for  us — in  limited  amounts. 

Salt  is  a necessary  part  of  life,  not  only 
because  it  flavors  and  protects  foods.  Our 
bodies  need  sodium,  which  is  present  in 
salt,  because  it  helps  to  maintain  blood 
volume,  regulate  water  balance,  transmit 
nerve  impulses,  and  perform  other  vital 
functions. 

But  many  people  consume  far  too 
much  of  it.  Salt  consists  of  40  percent 
sodium  and  60  percent  chloride.  One  tea- 
spoon of  salt  has  2 grams  of  sodium.  The 
Food  and  Nutrition  Board  of  the  Na- 
tional Academy  of  Sciences  believes  that 
an  adequate  and  safe  level  of  sodium  each 
day  is  1.1  to  3.3  grams.  Americans  now 
consume  between  2.3  and  6.9  grams  daily. 

Older  people  in  particular  should  be 
cautious  about  using  too  much  salt.  The 
main  reason  for  caution  is  that  overuse 
of  sodium  is  one  factor  that  is  associated 
with  high  blood  pressure  (HBP).  Having 
a family  history  of  HBP  and  being 
overweight  are  major  factors  too.  HBP, 
in  turn,  can  lead  to  heart  disease,  stroke, 
and  kidney  failure.  Blood  pressure  rises 
with  age,  and  all  of  these  disorders  are 
much  more  common  among  the  elderly. 

Restricting  the  amount  of  sodium  in  the 
diet  helps  lower  HBP  in  many  individuals 
who  already  have  the  disease.  It  also  can 
increase  the  effectiveness  of  drug  treat- 
ment, making  a lower  dosage  possible. 

As  people  grow  older  their  sensitivity 
to  flavors  and  smells  usually  decreases. 
Because  of  this,  there  may  be  a desire  for 
more  salt  to  combat  the  flat  taste  of 
foods. 

If  your  doctor  has  suggested  that  you 
cut  back  on  salt,  there  are  several  steps 


From  the  National  Institute  on  Aging,  Food 
and  Drug  Administration. 


you  can  take.  It  is  easy  to  change  a few 
dietary  habits  that  will  reduce  the  level 
of  sodium  without  changing  the  diet 
drastically. 

First,  learn  which  foods  in  general  con- 
tain less  sodium.  Fresh  foods  usually  have 
less  sodium  that  processed  ones.  Fresh 
meats,  for  example,  are  lower  in  sodium 
that  processed  ones  such  as  lunch  meats, 
bacon,  hot  dogs,  sausage,  and  ham,  all 
of  which  have  sodium  added  to  flavor  and 
preserve  them. 

Likewise,  most  fresh  vegetables  are 
naturally  low  in  sodium.  Canned 
vegetables  and  vegetable  juices  usually 
have  salt  added,  but  some  new  lines  are 
canned  without  it.  Plain  frozen  vegetables 
without  sauces  are  generally  low  in 
sodium.  Fresh,  frozen,  and  canned  fruits 
and  fruit  juices  are  low  in  sodium. 

Commercially  prepared  foods  such  as 
soups,  frozen  dinners,  and  other  conven- 
ience items  have  salt  added  in  their 
preparation.  Some  of  these  are  available 
with  substantially  less  sodium,  so  check 
the  labels. 

Snacks  such  as  potato  chips,  pretzels, 
corn  chips,  popcorn,  crackers,  and  nuts 
normally  have  a great  deal  of  salt  added 
and  are  best  used  sparingly. 

When  grocery  shopping,  look  for  low- 
sodium  and  sodium-free  items.  Many 
food  manufacturers  list  the  sodium  con- 
tent of  their  products  on  the  labels. 
(Foods  labeled  “salt-free,”  “sodium- 
free,”  “low-salt,”  or  “low-sodium”  must 
have  this  information.)  If  sodium  is  one 
of  the  first  three  ingredients  listed,  the 
product  is  high  in  sodium. 

When  cooking  meals  at  home,  try  to 
reduce  gradually  the  amount  of  salt  you 
use  each  day.  And  remember  that  adding 
salt  is  not  the  only  way  to  flavor  foods. 
You  can  also  use  lemon,  pepper,  herbs, 
spices,  onion  and  garlic  powders  (not 
salts),  powdered  mustard,  small  amounts 
of  sugar,  finely  chopped  garlic,  and  fresh 
grated  horseradish.  Experiment  with 
flavorings  you  haven’t  used  before. 


At  the  table,  taste  the  food  before  add- 
ing salt.  If  you  think  the  food  needs  some, 
add  only  a small  amount. 

Ketchup,  mustard,  relish,  salad  dress- 
ings, sauces,  brines,  and  dips  contain 
sodium.  As  your  use  of  salt  goes  down, 
it  may  be  tempting  to  use  more  of  these. 
But  go  easy  on  them.  Pickles  and  olives 
are  also  prepared  with  a considerable 
amount  of  sodium. 

If  food  tastes  more  bland  than  it  used 
to,  try  chewing  it  more  thoroughly. 
Chewing  breaks  down  food,  allowing 
more  molecules  to  interact  with  taste 
receptors  in  the  mouth.  It  may  also  help 
to  alternate  bites  of  different  foods. 
When  you  eat  several  bites  of  the  same 
food,  the  flavor  is  stronger  in  the  first 
bite  than  in  the  following  ones. 

Before  using  a salt  substitute  ask  your 
doctor  about  it.  These  preparations  usu- 
ally contain  potassium,  which  can  be 
harmful  to  people  with  some  medical 
conditions. 

Many  books  on  the  subject  of  cooking 
with  less  salt  are  now  available  in  libraries 
and  stores.  Newspapers  and  magazines 
often  offer  low-salt  recipes. 

When  eating  out,  choose  items  that  are 
less  likely  to  have  large  amounts  of  salt 
added.  Some  restaurants  will  prepare  low- 
sodium  meals  if  asked  to  do  so. 


A single  free  copy  of  Questions  About 
Weight,  Salt,  and  High  Blood  Pressure 
is  available  from  the  High  Blood  Pressure 
Information  Center,  120/80,  National  In- 
stitutes of  Health,  Box  AP,  Bethesda, 
Md.  20205. 

A single  free  copy  of  Sodium:  Think 
About  It  (529L)  can  be  obtained  by 
writing  to  the  Consumer  Information 
Center,  Pueblo,  Colo.  81009. 

The  Sodium  Content  of  Your  Food 
(138L)  is  available  for  $4.50  from  the 
Consumer  Information  Center,  Pueblo, 
Colo.  81009.  This  booklet  has  tables 
showing  the  sodium  content  of  common 
foods  and  nonprescription  drugs. 
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ire  prescribing,  see  complete  prescribing  information  in 
F CO.  literature  or  PDR.  The  following  is  a brief  summary. 


4RNING 

is  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
pertension  Edema  or  hypertension  requires  therapy 
ated  to  the  individual  If  this  combination  represents  the 
sage  so  determined,  its  use  may  be  more  convenient  in 
tient  management.  Treatment  of  hypertension  and  edema 
not  static,  but  must  be  reevaluated  as  conditions  in  each 
dent  warrant 


raindications:  Concomitant  use  with  other  potassium- 
ng  agents  such  as  spironolactone  or  amiloride.  Further  use 
uria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
ixisting  elevated  serum  potassium  Hypersensitivity  to  either 
nonent  or  other  sulfonamide-derived  drugs 
lings:  Do  not  use  potassium  supplemenfs,  dietary  or  other- 
unless  hypokalemia  develops  or  dietary  intake  of  potas- 
is  markedly  impaired.  If  supplementary  potassium  is 
ed,  potassium  tablets  should  not  be  used  Hyperkalemia 
iccur,  and  has  been  associated  with  cardiac  irregularities.  It 
ire  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
lay,  the  elderly  and  diabetics  with  suspected  or  confirmed 
insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
d.  If  hyperkalemia  develops,  substitute  a thiazide  alone, 
ct  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 

S equires  prompt  additional  therapy.  Thiazides  cross  the 
ntal  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
res  weighing  anticipated  benefits  against  possible  hazards, 
ding  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
se  reactions  seen  in  adults  Thiazides  appear  and  tri- 
-ene  may  appear  in  breast  milk  If  their  use  is  essential,  the 
it  should  stop  nursing.  Adequate  information  on  use  in 
en  is  not  available  Sensitivity  reactions  may  occur  in 
its  with  or  without  a history  of  allergy  or  bronchial  asthma, 
ole  exacerbation  or  activation  of  systemic  lupus  erythe- 
sus  has  been  reported  with  thiazide  diuretics, 
lutions:  Do  periodic  serum  electrolyte  determinations  (par- 
'ly  important  in  patients  vomiting  excessively  or  receiving 
iteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
rticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
i creatinine  determinations  should  be  made,  especially  in 
derly.  diabetics  or  those  with  suspected  or  confirmed  renal 
ciency.  Cumulative  effects  of  the  drug  may  develop  in 
its  with  impaired  renal  function  Thiazides  should  be  used 
aution  in  patients  with  impaired  hepatic  function.  They  can 
utate  coma  in  patients  with  severe  liver  disease.  Observe 
irly  for  possible  blood  dyscrasias,  liver  damage,  other  idto- 
atic  reactions.  Blood  dyscrasias  have  been  reported  in 
fs  receiving  triamterene,  and  leukopenia,  thrombocyto- 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
reported  with  thiazides  Thiazides  may  cause  manifestation 
nt  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
creased  when  used  concurrently  with  hydrochlorothiazide; 
e adjustments  may  be  necessary.  Clinically  insignificant 
tons  in  arterial  responsiveness  to  norepinephrine  have 
reported  Thiazides  have  also  been  shown  to  increase  the 
zing  effect  of  nondepolarizing  muscle  relaxants  such  as 
iurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
lie  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
ensive  effects  may  be  enhanced  in  post-sympathectomy 
ts  Use  cautiously  in  surgical  patients  Triamterene  has 
found  in  renal  stones  in  association  with  the  other  usual 
us  components.  Therefore,  Dyazide1  should  be  used  with 
n in  patients  with  histories  of  stone  formation.  A few  occur- 
; of  acute  renal  failure  have  been  reported  in  patients  on 
de'  when  treated  with  indomethacin  Therefore,  caution  is 
d in  administering  nonsteroidal  anti-inflammatory  agents 
dyazide'.  The  following  may  occur;  transient  elevated  BUN 
r latinme  or  both,  hyperglycemia  and  glycosuria  (diabetic 
s requirements  may  be  altered),  hyperuricemia  and  gout, 
g s intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
it  ossible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
leasurement  of  quinidine.  Hypokalemia  is  uncommon  with 
y de',  but  should  it  develop,  corrective  measures  should  be 
k such  as  potassium  supplementation  or  increased  dietary 
ti  of  potassium-rich  foods  Corrective  measures  should  be 
s ed  cautiously  and  serum  potassium  levels  determined, 
is  itmue  corrective  measures  and  Dyazide1  should  labora- 
r ilues  reveal  elevated  serum  potassium.  Chloride  deficit 
i;  ccur  as  well  as  dilutional  hyponatremia  Concurrent  use 
it  hlorpropamide  may  increase  the  risk  of  severe  hypo- 
at®  tia.  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
is  nance.  Calcium  excretion  is  decreased  by  thiazides, 
y le'  should  be  withdrawn  before  conducting  tests  for  para- 
iy  I function. 

hi  ies  may  add  to  or  potentiate  the  action  of  other  antihyper- 
:n  > drugs. 

it  cs  reduce  renal  clearance  of  lithium  and  increase  the  risk 
1 1 im  toxicity. 
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Taking  The  Bite  Out  Of  The  Bear. 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry’  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  U.S.  Savings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
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you’re  protected  by  a guaranteed  minimum. 
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TEFRA: 

How  It  Will  Affect  Your  Retirement  Plan 


The  tax  equity  and  Fiscal  Respon- 
sibility Act  of  1982  (TEFRA)  has 
wrought  major  changes  in  the  fed- 
' eral  income  tax  rules  governing  retirement 
plans.  Although  these  changes  cover 
many  areas,  those  with  the  greatest  im- 
pact include:  limitations  on  the  maximum 
deductible  plan  contributions  and 
benefits,  limitations  on  loans  to  plan  par- 
ticipants, rules  for  FIR-10  (Keogh)  Plans, 
required  distribution  rules,  estate  tax 
treatment  of  retirement  plan  benefits,  in- 
come tax  withholding  on  plan  distribu- 
tions and  special  requirements  for  top- 
heavy  plans. 

1.  Maximum  deductible  plan  contribu- 
tions and  benefits  have  been  significantly 
reduced,  effective  for  plan  years  begin- 
ning after  Dec.  31,  1982.  Retirement  plans 
can  be  divided  into  two  major  categories: 
defined  contribution  plans  and  defined 
benefit  plans.  A defined  contribution  plan 
provides  for  annual  contributions  based 
upon  a percentage  of  the  plan  partici- 
pant’s salary.  For  example,  a defined  con- 
tribution plan  may  specify  that  the  an- 
nual contribution  will  be  25%  of  each 
participant’s  salary.  A separate  plan  ac- 
count is  maintained  for  each  plan  par- 
ticipant and  it  is  credited  with  the 
employer’s  contribution  and  a pro  rata 
share  of  the  earnings  (or  losses)  generated 
by  the  plan’s  investments.  At  retirement, 
the  participant  receives  the  balance  in 
his/her  account;  thus,  prior  to  retirement, 
the  account  balance  at  retirement  is 
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unknown,  but  the  annual  contribution  rate 
is  predetermined.  Profit  sharing  plans, 
40 1 (k)  plans,  money  purchase  pension 
plans  and  target  benefit  pension  plans  are 
all  classified  as  defined  contribution 
plans. 

The  maximum  contribution  (per  par- 
ticipant) to  a defined  contribution  plan 
is  now  the  lesser  of  $30,000  or  25%  of 
annual  compensation.  For  unincorpor- 
ated practices,  the  maximum  limitation 
is  now  the  lesser  of  $30,000  or  20%  of 
annual  earned  income. 

A defined  benefit  plan  provides  for  a 
predetermined  monthly  retirement  benefit 
for  each  participant.  The  benefit  is  often 
based  upon  a combination  of  the  partici- 
pant’s salary  and  service  with  the 
employer.  For  example,  a defined  benefit 
plan  may  provide  for  a retirement  benefit 
equal  to  3%  of  average  salary  for  each 


year  of  service.  Thus,  if  a participant 
retires  with  25  years  of  service  and  an 
average  salary  of  $80,000,  he/she  would 
be  entitled  to  a monthly  retirement  benefit 
of  $5,000  (1/12  x $80,000  X 3%  x 25 
years  of  service).  Under  this  type  of  plan, 
separate  plan  accounts  are  not  maintained 
for  each  participant.  The  annual  plan 
contribution  is  determined  actuarially; 
thus,  the  benefit  at  retirement  is  predeter- 
mined, but  the  year-to-year  contribution 
is  the  unknown  factor. 

The  maximum  annual  benefit  under  a 
defined  benefit  pension  plan  has  been 
reduced  to  the  lesser  of  $90,000  or  100% 
of  annual  compensation.  The  maximum 
benefit  is  further  reduced  if  retirement  oc- 
curs before  age  62. 

2.  Loans  to  participants  are  often 
permitted  under  corporate  retirement 
plans.  They  are  now  limited  to  the  lesser 
of  $50,000  or  one-half  of  the  participant’s 
vested  interest  under  the  plan,  but  not  less 
than  $10,000.  All  plans  of  an  employer 
are  considered  a single  plan  for  purposes 
of  this  limitation.  Loans  to  sole  propri- 
etors, partners  and  shareholder-employ- 
ees of  Subchapter  S corporations  are  still 
prohibited. 

3.  HR-10  (Keogh)  Plans  will  benefit 
from  TEFRA’s  changes.  These  plans  are 
available  to  unincorporated  businesses 
(either  sole  proprietors  or  partnerships). 
They  are  available  as  defined  contribu- 
tion plans  or  defined  benefit  plans.  The 
(increased)  contribution  and  benefit 
limitations  have  been  listed  above.  Before 
TEFRA,  it  was  required  that  a bank  or 
insurance  company  be  the  trustee  for  such 
a plan.  However,  this  is  no  longer  re- 
quired; you  can  be  the  trustee  of  your 
own  plan  and  direct  your  own  plan  in- 
vestments. These  plans  are  now  permit- 
ted to  have  a gradual  vesting  schedule  to 
reduce  retirement  plan  costs  arising  from 
rapid  employee  turnover.  They  can  also 
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be  integrated  with  Social  Security  benefits 
(to  maximize  the  contributions/benefits 
for  key  employees). 

4.  Required  distribution  rules  for 
“key  employees”  became  effective  for 
plan  years  beginning  after  Dec.  31,  1983. 
Most  professionals  and  highly  paid 
employees  will  fall  under  the  definition 
of  a “key-employee.”  These  rules  impose 
a 10%  penalty  tax  on  plan  distributions 
made  to  a key  employee  before  his/her 
attainment  of  age  59 Vi,  except  in  cases 
of  disability  or  death.  Also,  a key 
employee  must  begin  to  receive  plan 
distributions  no  later  than  the  calendar 
year  in  which  he/she  reaches  age  70  Vz, 
even  if  still  employed.  Finally,  benefits 
payable  in  the  event  of  death  must  be 
distributed  from  the  plan  within  five  years 


after  the  date  of  death,  unless  the 
beneficiary  is  your  spouse.  The  Tax 
Reform  Act  of  1984  provided  certain 
limited  exceptions  to  these  distribution 
rules. 

5.  The  Federal  Estate  Tax  exclusion 

for  retirement  plan  benefits  paid  in  the 
form  of  an  annuity  or  in  installments  has 
been  limited  to  $100,000.  Prior  to 
TEFRA,  there  was  no  limitation  on  this 
exclusion  and  it  often  formed  an  impor- 
tant part  of  many  estate  plans.  The  Tax 
Reform  Act  of  1984  eliminated  the 
$100,000  estate  tax  exclusion,  after  1984. 
For  this  reason,  your  estate  plan  should 
be  reviewed  and  revised,  if  necessary. 

6.  Income  tax  withholding  is  now  re- 
quired for  distributions  from  retirement 
plans,  unless  the  recipient  elects  not  to 


have  the  withholding  apply. 

7.  Special  requirements  for  top-heavy 
plans  will  apply  to  plans  in  which  the 
benefits  for  key  employees  exceed  60% 
of  total  plan  benefits  (such  a plan  is  con- 
sidered to  be  a top-heavy  plan).  If  a plan 
is  top-heavy,  it  is  required  to  provide 
minimum  contributions  or  benefits  for  all 
participants  and  it  must  also  provide  for 
more  rapid  vesting  of  a participant’s 
benefits  than  a non-top-heavy  plan. 

Many  of  the  major  TEFRA  changes 
are  very  complicated  and  technical.  In  the 
interest  of  clarity,  some  of  the  more 
technical  rules  have  been  omitted  from 
the  preceding  commentary.  Since  the  facts 
and  details  of  all  retirement  plans  are  not 
identical,  competent  professional  advice 
is  highly  recommended. 
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PPO:  Opportunity  over  Adversity 


The  golden  era  in  the  practice  of 
medicine  in  this  country  is  practi- 
cally gone.  The  age  of  consumerism 
in  all  segments  of  our  nation  is  rapidly 
unfolding.  The  consumers — the  employ- 
ees, the  unions,  the  business  and  steel  in- 
dustry, the  third-party  payers — have 
started  to  realize  that  health  care  expen- 
diture of  $1  billion  a day  is  a situation 
that  is  no  longer  tenable  and  acceptable. 
The  runaway  cost  of  medical  care  is  in- 
deed making  the  health  economy  very 
sick. 

The  days  when  Dr.  Smith  could  admit 
patients  whenever  he  wanted  to,  order 
whatever  tests  he  desired,  keep  the  pa- 
tients in  the  hospital  as  long  as  he  or  the 
patients  wanted — whether  because  the  pa- 
tients did  not  have  a ride  home,  or 
because  it  was  more  convenient  for  Dr. 
Smith  to  delay  that  discharge — are  now 
gone.  The  hospital  administrator  who  en- 
couraged doctors  to  order  more 
laboratory  tests  and  x-rays,  until  the  pa- 
tient was  glowing  with  or  from  radiation, 
has  changed  overnight.  He  now  wants  us 
to  discharge  patients  as  early  as  possible, 
sometimes  earlier  than  what  is  medically 
proper.  He  now  monitors  how  much 
laboratory  utilization  we  do.  He  now 
realizes  his  big  pocket  will  be  empty  if 
he  does  not  operate  efficiently. 

One  billion  dollars  a day  in  health  care 
expenditures  is  indeed  staggering,  to  say 
the  least.  Even  physicians  and  other 
health  care  providers  in  the  country  agree 
it  is. 

There  is  enough  blame  to  go  around 
for  all  of  us  to  share:  the  patients,  who 
indiscriminately  demanded  medical  care 
from  their  doctors  . . . We,  the  “pro- 
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viders,”  who  succumbed  to  these  whims 
and  pressures  . . . and  at  times  kept  the 
patients  in  the  hospital  longer  than 
necessary,  ordered  a lot  of  tests  in  lieu 
of  a good  history  and  physical  examina- 
tion . . . The  hospitals,  who  encouraged 
us  to  overutilize,  and  who  charged 
whatever  fees  they  wanted  . . . The  in- 
surance carriers,  who  hiked  their 
premiums  and  also  delayed  payments  to 
the  providers  . . . The  business  industries, 
employers  and  unions,  who  supported  the 
employees  in  their  demand  for  more  . . . 
and  more  and  more  . . . Some  of  our  law- 
makers, who  passed  laws  that  were  ill- 
advised  just  to  get  votes  . . . 

So,  there  is  enough  blame  to  share 
among  all  of  us.  If  we  are  honest  with 
ourselves,  the  situation  should  be  ap- 
parent to  all  of  us.  This  is  not  the  time 
to  point  the  finger  at  somebody  else.  It 
is  the  time  to  ask,  “What  can  we  do  about 
this  dilemma?” 

They  say  that  a pessimist  is  one  who 
sees  the  hole  in  the  donut;  an  optimist 
sees  the  ring  of  bread  in  a donut.  A 


pessimist  sees  difficulty  in  every  oppor- 
tunity; an  optimist  sees  an  opportunity 
in  every  difficulty. 

I am  an  optimist,  like  many  of  you. 

I feel  that  out  of  this  dilemma,  something 
good  can  come,  but  that  something  good 
can  only  be  achieved  if,  and  only  if,  we 
organize  ourselves  into  a united  front. 

I believe  in  the  cliches,  “United,  we 
stand;  Divided,  we  fall,”  or,  “In  unity 
there  is  strength.”  They  may  sound  corny 
to  some,  but  think  about  this:  As  physi- 
cians, who  are  the  real  consumers  of 
hospitals,  we  can,  as  a united  group,  close 
any  hospital  we  want,  if  we  feel  the 
hospital  is  not  doing  its  job  in  maintain- 
ing quality  medical  care.  All  we  have  to 
do  is  to  stop  patronizing  that  institution. 

This  has  been  done  before  and  has  been 
found  effective.  But  I am  not  advocating 
this.  All  1 am  saying  is  that  we  as  doc- 
tors, when  united,  can  move  mountains, 
if  we  want  to. 

Now,  what  is  being  done  to  alleviate 
the  situation?  Alternative  forms  of 
delivery  of  health  care  are  coming  into 
the  picture.  You  have  HMO,  IPA,  IPO 
PPA,  PPO,  DRG  . . . etc.  But  do  not 
allow  your  breakfast  alphabet  cereals  to 
spell  out  which  one  is  best  for  you. 
Because  it  might  spell  TNT  or  END  for  , 
your  practice.  We  have  to  know  what  they 
are,  and  decide  which  one  with  which  we 
want  to  be  involved. 

HMO  is  certainly  not  the  answer. 
HMO  is  more  concerned  with  saving 
money.  In  this  situation,  quality  of  care 
suffers.  We  must,  as  guardians  of  the 
health  care  of  our  community,  choose  a 
system  of  delivery  that  will  maintain 
quality  care  and  at  the  same  time  be 
cost-efficient. 

Since  some  types  of  HMO  employ 
capitation,  where  the  doctors  are  pro-  t 
vided  a certain  amount  per  patient,  the 
less  money  that  is  spent  for  that  patient,  j 
the  better  for  that  doctor,  and  the  more 
money  he  keeps.  The  weakness  and  fal-  j 
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lacy  of  the  HMO  is  quite  obvious  here. 
We  also  feel  that  HMO  is  like  V.A. 
medicine  . . . and  a lot  worse.  HMO  is 
only  a few  steps  away  from  socialized 
medicine,  and  only  socialized  medicine  is 
worse  than  the  HMO. 

I was  asked  recently,  “If  HMO  is  that 
bad,  why  do  patients  like  it?  Why  do 
business  and  industry  like  it?” 

It  is  obvious.  The  public  is  gullible  and 
not  sophisticated  enough  . . . not  informed 
enough  ...  as  a matter  of  fact,  they  are 
often  deliberately  misinformed  to  fall  vic- 
tims to  the  beautiful  commercials  on  the 
radio,  TV,  or  newspaper  . . . about 
“HMO,  the  ideal  health  care  system 
where  you,  the  patients,  do  not  spend  a 
dime  to  get  the  best  medical  care  in  the 
world.” 

And  the  companies  may  choose  HMO 
because  they  are  concerned  first  about 
their  finances.  The  companies  that  are 
concerned  with  quality  care  first  will  ob- 
viously not  prefer  HMO. 

Let  me  relate  an  incident  that  actually 
happened  in  our  area,  just  to  illustrate 
a point. 

A young  girl  was  admitted  with  con- 
vulsive seizures.  The  pediatrician  sched- 
uled the  child  for  a spinal  tap.  The  coor- 
dinator of  this  HMO-type  program  called 
the  pediatrician  and  questioned  her  about 
the  indication  for  the  spinal  tap.  “Are 
you  a physician?”  the  pediatrician  asked 
the  voice  at  the  other  end  of  the  phone. 
The  coordinator  said  “No.”  “Then  you 
do  not  have  the  right  to  question  me  and 
my  medical  judgment,”  said  the  upset 
pediatrician. 

“Doctor,  in  that  case,  you  will  have 
to  transfer  the  child  to  a hospital  that  par- 
ticipates in  our  program,”  the  coor- 
dinator stated. 

“This  child  is  so  sick,  she  may  die.  If 
you  want  to  transfer  her,  you  order  her 
transfer  yourself,”  the  doctor  angrily 
replied. 

This  is  just  one  incident.  And  I am  sure 
you  have  heard  of  more  . . . and  even 
worse. 

The  incursion  into  our  medical  prac- 
tice and  judgment  by  non-physicians,  by 
those  who  are  not  our  peers,  must  not 
be  allowed.  If  we  get  organized  and  stop 


being  too  independent  for  our  own  good, 
we  still  have  a chance  to  preserve  a good 
degree  of  free  enterprise  in  the  practice 
of  medicine. 

The  rapidly  changing  practice  of 
medicine  in  this  country  dictates  unity 
among  doctors,  if  we  are  to  survive  and 
enjoy  our  profession.  We  are  at  that  point 
in  the  history  of  medicine  when  indepen- 
dence no  longer  means  freedom.  This  is 
a time  when  independently,  we  shall  fail; 
united,  we  have  a better  chance. 

I am  sure  most  of  us  in  this  room  watch 
the  news  and  weather  forecast  on  televi- 
sion. While  we  do  not  believe  that  the 
forecast  is  100%  accurate,  we  know  that 
to  a great  extent  it  is. 

The  same  thing  is  true  with  the  chang- 
ing medical  practice  weather.  When  I at- 
tend meetings  on  alternative  forms  of 
health  care  delivery,  and  listen  to  our  col- 
leagues and  friends  in  California,  I can 
almost  see  the  storm,  the  tidal  waves, 
coming  our  way  ...  in  this  direction.  And 
the  more  I learn  about  it,  the  more  I can 
sense  it  will  be  here.  As  a matter  of  fact, 
it  is  here.  At  the  risk  of  sounding 
melodramatic,  a calamity  is  fast  ap- 
proaching us. 

We  listen  to  the  weather  forecast 
because  we  would  like  to  forearm 
ourselves  when  we  leave  home.  If  the 
forecast  says  rain  is  coming,  we  take  our 
raincoat  or  umbrella.  There  are  some  in- 
dications the  storm  is  closing  in  . . . and 
a little  rain  has  already  started.  We  need 
the  best  “raincoat”  available. 

The  “raincoat”  we  are  proposing  is  a 
PPO,  Preferred  Provider  Organization, 
called  the  Comprehensive  Healthcare 
Utilization  Alternative.  This  is  a corpora- 
tion which  was  registered  with  the  state 
of  Indiana  June  21 , 1984,  after  two  years 
of  research  and  planning.  When  Califor- 
nia passed  a law  in  1982  allowing  for  the 
formation  of  PPOs,  we  knew  that  the 
midwest  would  follow  suit. 

The  main  objective  of  this  PPO  is  to 
provide  cost-efficient,  quality  medical 
care  to  our  community.  We  hope  to 
achieve,  among  others,  the  following: 

(1)  To  preserve  the  free  enterprise  system 
in  the  practice  of  medicine  in  this  area; 

(2)  to  maintain  the  fee-for-service  form 


of  reimbursement;  (3)  To  be  approved 
and  selected  as  the  preferred  providers  of 
the  major  business  companies  and  indus- 
tries in  northwest  Indiana,  and  therefore 
improve  the  patient  load  of  the  members 
or  the  participants  in  this  PPO; 

(4)  To  contract,  through  our  chosen 
broker,  with  the  businesses  and  industries 
in  our  area,  provide  them  with  say, 
15-20%  discount,  like  the  other  PPOs  are 
doing  in  California  and  other  states; 

(5)  To  benefit,  as  members  of  the  Com- 
prehensive Healthcare  Utilization  Alter- 
native, by  expeditious  reimbursement  of 
our  professional  fees,  which  could  be  paid 
within  7-10  days  from  the  billing  date; 

(6)  To  organize  the  doctors  into  a 
united  group  in  order  to  have  more  clout 
in  dealing  with  various  segments  in  our 
community,  including  hospitals;  (7)  To 
safeguard  the  quality  of  medical  care  for 
the  community  by  establishing  and  con- 
trolling a program  that  would  be  superior 
in  providing  quality  care  at  a cost- 
effective  level,  as  a preferred  alternative 
to  HMO,  etc.; 

(8)  To  limit  our  membership  to  those 
health  care  providers  who  are  sincerely 
interested  in  providing  quality  medical 
care  in  a cost-efficient  manner.  (Member- 
ship in  this  PPO  is  purely  voluntary.); 
(9)  To  add  more  icing  to  the  cake,  and 
to  benefit  the  employees  directly,  we 
could  also  provide  20%  discount  on  their 
deductible  or  co-payment  share. 

This  form  of  preferred  providers  alter- 
native is  actually  happening  now  in  many 
states.  The  only  difference  is  that  we  are 
proposing,  under  the  Comprehensive 
Healthcare  Utilization  Alternative,  a PPO 
that  is  established  and  controlled  by 
physicians,  in  contrast  to  those  in  other 
states  which  are  organized  and  controlled 
by  insurance  carriers,  business  industries, 
unions  or  hospitals. 

While  we  need  to  choose  a broker  and 
a marketing  firm,  to  do  the  negotiations 
and  contracting  for  us,  the  physicians, 
under  our  proposal,  shall  still  have  a great 
degree  of  control. 

The  Comprehensive  Healthcare  Utiliza- 
tion Alternative,  Inc.,  has  the  blessing  of 
the  Lake  County  Medical  Society  and 
many  segments  of  our  medical  commun- 
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ity.  While  PPO  is  by  no  means  a panacea, 
it  is  the  best  available  alternative,  which 
would  assist  us  in  achieving  those  goals 
enumerated  above,  as  long  as  it  is  man- 
aged properly  and  efficiently. 

Only  doctors  or  providers  who  would 
practice  good  medicine,  cost-effectively, 
will  be  accepted  as  members.  The  reason 
is  simple.  If  our  PPO  is  not  able  to  con- 
tain cost  significantly  for  the  third-party 
payers  by  practicing  good,  efficient 
medicine,  then  they  would  eliminate  us. 
The  doctor-members,  among  themselves, 
should  be  strict  with  their  utilization  and 
peer  review,  etc. 

In  my  meetings  with  the  unions,  insur- 
ance carriers  and  steel  companies,  they 
emphasize  that  while  they  are  interested 
in  cost  savings  and  discounts,  they  are 
also  interested  in  the  quality  of  care. 

I believe  that,  to  maintain  a semblance 


of  free  enterprise  in  the  practice  of 
medicine — the  fee-for-service  system — 
and  to  assure  quality  medical  care,  doc- 
tors must  run  and  control  this  PPO.  Of 
course,  we  need  to  retain  legal  assistance, 
marketing  firms  and  a broker  to  do  the 
contracting  for  us,  since  it  is  illegal — anti- 
trust— for  us  doctors  to  negotiate  fees 
ourselves  with  the  companies. 

I do  not  want  to  mislead  you  into 
thinking  that  establishing  and  managing 
a PPO  is  easy.  It  is  far  from  my  intent 
to  give  you  that  impression.  I have  just 
summarized  the  problem,  the  cause,  what 
alternative  solutions  there  are,  what  we 
propose,  and  how  to  achieve  our  objec- 
tives. The  actual  logistics  and  mechanics, 
the  details,  etc  . . . will  certainly  be  100% 
more  complicated  . . . and  we  will  need 
expert  help  ...  a lot  of  expert  help. 

And  this  costs  money.  Yes,  there  will 


be  annual  membership  dues.  How  much 
it  will  be  we  still  have  to  figure  out. 

Increasingly  severe  economic  stress  will 
affect  hospitals  and  doctors  over  the  next 
several  years.  Price  competition  and  pro- 
spective payments  have  placed  physicians 
and  hospitals  on  a collision  course.  To 
survive,  unified  goals  for  patient  care 
need  to  be  developed  by  doctors  and 
hospitals.  Physicians  will  have  to  establish 
a very  strong  organization  to  address 
these  issues  effectively  . . . for  their 
mutual  survival. 

We  need  to  prepare  for  the  future,  or 
we  will  be  controlled  by  it.  What  we  can 
do  is  to  keep  our  eyes  and  ears  open,  pro- 
ject current  trends,  and  design  ways  to 
respond  effectively. 

Now  is  the  time  to  take  action.  Tomor- 
row may  be  too  late.  . . . 
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Machines  and  Patient  Care: 
Is  Compassion  Still  Alive? 


i 

Questions  about  whether  or  not 
physicians  spend  enough  time  car- 
ing for  patients  have  been  raised 
for  years  and  have  become  particularly 
apt  as  medical  technology  and  informa- 
tion mushroom  and  as  the  trend  for 
medicine  moves  toward  specialization. 
Recently,  however,  it  appears  that  there 
has  been  a pendulum  swing  toward  plac- 
ing greater  emphasis  on  the  caring  aspects 
of  medical  practice,  both  during  the  prac- 
tice years  and  in  the  preparation  of  new 
physicians.  That,  at  least,  is  the  conten- 
tion of  the  May-June  1984  issue  of  The 

t Internist,  the  magazine  of  the  American 
Society  of  Internal  Medicine. 

“The  imbalance  between  the  curing 
and  caring  functions  (technology  and 
humanism)  . . . has  come  about  because 
of  an  overemphasis  on  scientific  matters 
in  the  education  of  physicians,’’  suggests 
William  Campbell  Felch,  M.D.,  editor  of 
The  Internist,  in  his  opening  remarks, 
i “Medical  school  candidates  are  selected 
for  their  intellectual  prowess,  not  their 
personal  warmth.  Both  pre-med  and 
medical  school  experiences  are  highly 
j competitive  and  devoted  to  soaking  up 
information.  The  residency  years  place 
major  emphasis  on  the  acquisition  of 
i technical  skills;  house  officers  frequent- 
ly perceive  those  years  as  being  funda- 
mentally dehumanizing.’’ 

Medical  students  Calvin  Cohen  and 
Bruce  Soloway  agree  with  Dr.  Fetch’s 
I thoughts,  explaining  that  “Students  ar- 
riving on  the  wards  in  their  third  year  of 
training  soon  learn  the  importance  of 
knowing  the  available  tests  and 
technological  interventions  and  of  being 
appropriately  eager  to  perform  or  to 

From  the  American  Society  of  Internal 
Medicine,  1 101  Vermont  Ave.  N.W.,  Suite  500, 
Washington,  D.C.  20005.  Copies  of  the  May- 
June  issue  of  The  Internist  are  available  from 
ASIM  for  $2  each. 


order  them.  . . . After  all,  although  an 
honest  exchange  of  information  and  car- 
ing between  doctor  and  patient  may  pro- 
duce an  occasional  ‘gem’  of  a historical 
detail  or  physical  finding,  such  interac- 
tion usually  contributes  little  or  nothing 
to  the  ‘primary  mission’  of  diagnosis  and 
treatment.” 

It  would  be  a mistake,  however,  to  con- 
clude that  technology  is  totally  responsi- 


A matter  of  humanism: 

Is  your  patient  ‘Joe  Smith’ 
or  is  he  simply  ‘the  guy 
with  the  fracture?’ 


ble  for  the  “dehumanization”  of  the 
medical  student  or  for  the  growing 
distance  between  doctors  and  patients  in 
general,  they  go  on  to  explain. 
Technology  is  merely  an  accomplice  in  the 
process;  there  are  other  reasons  as  well, 
including  economic  ones:  First,  empathe- 
tic  communication  is  not  reimbursable  by 
third-party  payers;  second,  procedures 
and  tests  generate  more  income  for  hos- 
pitals and  practitioners  than  do  extensive 
histories  or  exchanges  of  compassionate 
reassurance;  third,  physicians  today  face 
pressures  to  be  more  productive,  to  see 
more  patients  in  less  time  and  to  spend 
less  time  with  each  patient;  and  fourth, 
patients  have  come  to  expect  the  “quick 
cure”  by  chemical  or  technological  inter- 
ventions. 

But  even  within  the  present  economic 
and  technological  contexts,  there  is  much 
that  can  be  done  to  sensitize  physicians 
to  their  patients’  emotional  needs,  and  a 
major  part  of  the  responsibility  for  this 
effort  rests  on  medical  educators. 
Kathryn  Hunter,  Ph.D.,  assistant  pro- 
fessor of  Humanities  in  Medicine  at  the 
University  of  Rochester,  believes  that 


while  some  medical  students  have  an  in- 
nate gift  of  compassion,  others  can  be 
taught  to  be  humanistic.  It  is  up  to  the 
medical  school  admissions  committee  to 
cull  from  the  pool  of  applicants  those 
who  are  innately  compassionate  as  well 
as  those  with  the  potential  to  learn  that 
skill.  Once  the  students  are  selected.  Dr. 
Hunter  continues,  it  is  again  the  respon- 
sibility of  the  medical  school  to  encourage 
the  development  and  continuation  of 
compassionate  behavior. 

Emphasis  on  caring  shouldn’t  stop  with 
the  completion  of  medical  school,  how- 
ever, according  to  Julius  R.  Krevans, 
M.D.  In  his  article,  Dr.  Krevans  outlines 
the  efforts  of  the  American  Board  of  In- 
ternal Medicine  (ABIM)  to  assess  human 
qualities  in  professional  behavior  during 
residency  training.  Among  the  activities 
being  conducted  by  the  ABIM’s  Task 
Force  on  the  Humanistic  Qualities  in  the 
Internist  are  to  identify  the  humanistic  at- 
titudes, habits  and  behavior  that  should 
be  displayed  in  the  internist  and  to  iden- 
tify those  humanistic  qualities  an  individ- 
ual brings  to  the  educational  process  and 
those  qualities  acquired  in  the  educational 
setting. 

Richard  S.  Wilbur,  M.D.,  secretary  of 
the  Accreditation  Council  for  Continu- 
ing Medical  Education,  takes  the  idea  one 
step  further,  examining  the  shifting 
balance  in  continuing  medical  education 
(CME)  programs  from  those  that  empha- 
size the  scientific  aspects  of  medicine 
toward  those  that  emphasize  the  human 
aspects.  “The  increasing  number  of  CME 
offerings  devoted  to  the  patient  as  a 
human  being  rather  than  a case  of  disease 
is  a restatement  of  the  essential  need  for 
both  aspects  of  healing,”  he  concludes. 
“The  resurgence  of  humanism  in  pro- 
grams for  practitioners  reflects  our 
acknowledgment  of  the  unity  of  the 
human  body.” 


October  1 984 


Indiana  Medicine 


799 


come  to  where  the  action  will  be!  talk  about: 

Ue  IfaeMrn  Utlteif  Cm" 

get  involved,  be  heard!  air  your  ideas,  renew  old  friend- 
ships, help  keep  organized  medicine  on  the  move! 


ON  TAP 

• House  of  Delegates  Sessions 

• Reference  Committees 

• Ethical  Implications  of  Clinical 

Judgment  — National  Speakers 

• Medical  Section  Meetings 


PLUS 

• Surprise  — An  extra  evening  of  entertainment  is  planned 

• Exhibits 

• Receptions 

• Presidents  Dinner  — Music  by  a nationally  known  Big  Band! 

• Special  Entertainment  for  Members! 

• Watch  for  Promotional  Literature  . . . 


RADISSON  PLAZA  HOTEL 

Indiana's  Newest  and  Most  Luxurious 

Indianapolis  • October  19-22,  1984 
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RESOLUTION  84-1 

Introduced  by:  Miami  County  Medical  Society 

Subject:  Physician  Members  of  Hospital  Boards  of  Trustees 

Referred  to:  Reference  Committee  No. 

Whereas,  The  laws  of  Indiana  permit,  however,  do  not  require  physician  members 
on  hospital  Boards  of  Trustees;  and 

Whereas,  Local  communities  have  long  established  traditions  of  appointing  non- 
physician dedicated  civic  and  business  leaders  to  such  boards;  and 

Whereas,  Such  members  often  lack  prior  knowledge  and  experience  regarding  the 
needs  of  the  local  hospital  or  in  the  field  of  health  care;  and 

Whereas,  Local  physicians  obviously  possess  the  most  authoritative  knowledge  and 
experience  regarding  the  needs  of  the  local  hospital;  and 

Whereas,  Economic  and  competitive  factors  mandate  prudent  management  of  hospi- 
tals today  more  than  ever;  therefore  be  it 

Resol ved , That  the  ISMA  exert  its  strongest  efforts  to  pass  legislation  to 
require  at  least  one  local  physician  voting  membership  on  any  tax  supported 
hospital  Board  of  Trustees. 


RESOLUTION  84-2 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Committee  Structure 

Referred  to:  Reference  Committee  No. 

Whereas,  Expertise  and  interest  from  knowledgeable  physicians  enhances  the  acti- 
vities of  a committee;  and 

Whereas,  The  present  committee  structure  of  not  less  than  4 and  not  more  than  5 
members  is  limiting;  therefore  be  it 

Resol ved , That  Section  7.02  of  the  ISMA  Bylaws  be  amended  to  read:  Except  as 
otherwise  stated  in  the  Bylaws,  a committee  shall  consist  of  not  less  than  five 
(5)  members  appointed  from  the  general  membership  of  the  Association  and  shall 
be  appointed  annually  by  the  President,  (remaining  portion  of  7.02  is  unchanged) 


RESOLUTION  84-3 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Redefinition  of  Functions  of  the  Executive  Committee 

Referred  to:  Reference  Committee  No. 

Whereas,  The  1983  Supplemental  Report  of  the  Chairman  of  the  Board  included  a 
report  of  the  ad  hoc  Committee  to  Study  the  Structure/Function  of  the  Executive 
Committee  (as  per  Resolution  81-1)  requested  amendments  to  the  presently  stated 
functions  of  the  Executive  Committee;  therefore  be  it 
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Resol ved,  That  Section  5.0601  final  paragraph  be  amended  by  substitution  to 
read.  The  authority  and  functions  assigned  by  the  Board  to  the  Executive 
Committee  shall  be  reviewed  annually  at  the  first  regular  meeting  of  the  Board 
of  Trustees;  and  be  it  further 

Resol ved.  That  Section  3.0401  final  sentence  be  amended  by  deletion,  [shall  be 
arranged  by  the  Executive  Committee  except  where  scientific  papers  are  included, 
in  which  event  the  scientific  part  of  the  program];  and  be  it  further 


Resol ved , That  Section  4.0301  fourth  paragraph  be  amended  by  deletion  [at  such 
time  as  may  be  arranged  by  the  Executive  Committee];  and  be  it  further 


Resol ved.  That  Section  4.0305  last  paragraph,  final  sentence  be  amended  by  addi- 
tion, at  least  annually;  and  be  it  further 


Resol ved.  That  Section  4.0305  final  sentence,  last  paragraph  (as  amended)  becomes 
6.0202  and  all  other  sections  and  subsections  be  renumbered  accordingly;  and  be 
it  further 

Resol ved.  That  Section  6.01  be  amended  by  addition  to  end  of  first  sentence, 
from  its  voting  members;  and  be  it  further 


Resol ved , That  Section  6.01  be  amended  by  deletion  of  all  following  the  3rd 
sentence;  (final  sentence  - Its  Secretary  shall  be  the  Executive  Director  of  the 
Association.);  and  be  it  further 

Resol ved , That  a new  Section  6.02  be  added  and  all  following  sections  and  sub- 
sections be  renumbered  accordingly  (Quorums  becomes  6.  0201),  6.02  DUTIES:  It 

shall  meet  with  the  Executive  Director  on  the  call  of  the  Chairman,  or  of  any 
three  (3)  members  to  plan  and  execute  such  work  as  may  be  necessary  for  the 
welfare  of  the  Association  and  the  conduct  of  the  Executive  Director's  office 
and  such  other  duties  as  the  Board  may  specify  during  the  intervals  between  the 
meetings  of  the  Board,  and  shall  report  its  actions  to  the  Board;  and  be  it 
further 

Resol ved,  That  Section  6.05  be  amended  by  addition,  following  the  first  3 words, 
and  with  approval  of  the  Board;  and  be  it  further 


Resol ved , That  Section  7.1003  be  amended  by  substitution,  (5th  sentence)  The 
actions  of  this  committee  shall  be  certified  to  the  Board  of  Trustees.  (6th 
sentence)  Each  year  a report  of  the  Committee's  activities,  including  a finan- 
cial accounting  report  of  the  fund  itself  as  administered  by  the  trustee,  shall 
be  made  a part  of  the  Board  Chairman's  annual  report  to  the  House  of  Delegates; 
and  be  it  further 


Resol ved , That  Section  7.1008  be  amended  by  substitution  (next  to  last  sentence 
first  paragraph),  The  arrangements  and  the  character  of  any  and  all  technical 
exhibits  must  meet  with  the  approval  of  the  Board  of  Trustees  of  the  Association, 
(last  sentence,  first  paragraph)  It  shall,  with  the  approval  of  the  Board  of 
Trustees  prepare  a program  for  scientific  work  for  the  Annual  Convention  in 
which  shall  be  included  the  respective  programs  for  section  meetings  which  shall 
be  prepared  through  cooperation  with  the  offices  of  the  various  sections,  and  it 
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shall  with  the  approval  of  the  Board  of  Trustees,  arrange  for  scientific  exhibits 
as  a part  of  the  Annual  Convention;  and  be  it  further 


Resol ved.  That  Section  14.00  and  its  subsections  be  amended  by  substitution. 
Board  of  Trustees  be  substituted  for  Executive  Committee  throughout  entire 
Section  14.00  and  its  subsections. 


RESOLUTION  84-4 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Duties  and  Responsibilities  of  Reduce  Drunk  Driving  Committee 

Referred  to:  Reference  Committee  No. 

Whereas,  The  1983  House  of  Delegates  mandated  a new  Reduce  Drunk  Driving 
Committee;  and 

Whereas,  The  duties  and  responsibilities  of  said  committee  are  hereby  submitted 
to  this  1984  House  of  Delegates  for  its  approval;  therefore  be  it 

Resol ved , That  Section  7.  0806  be  added  to  the  ISMA  Bylaws,  to  read:  The  purpose 

of  the  Reduce  Drunk  Driving  Committee  is  to  reduce  deaths  and  injuries  to 
Indiana  citizens  due  to  drunk  driving  by  50%  during  the  next  5 years  and  an 
additional  25%  during  the  following  5 years.  The  unprecedented  nature  of  this 
important  commitment  to  the  public  requires  that  the  Committee's  activities  be 
broad  in  scope. 


RESOLUTION  84-5 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Duties  and  Responsibilities  of  Commission  on  Sports  Medicine 

Referred  to:  Reference  Committee  No. 

Whereas,  The  1983  House  of  Delegates  mandated  a new  Commission  on  Sports 
Medicine;  and 

Whereas,  The  duties  and  responsibilities  of  said  commission  are  hereby  submitted 
to  this  1984  House  of  Delegates  for  its  approval  ; therefore  be  it 

Resolved,  That  Section  7.1014  be  added  to  the  ISMA  Bylaws,  to  read:  The 

Commission  on  Sports  Medicine  shall  provide  liaison  between  the  ISMA  and  various 
athletic  organizations.  The  Commission  will  research  issues  and  make  recommen- 
dations in  a variety  of  areas  relating  to  sports  medicine  in  our  state,  in  an 
attempt  to  improve  the  medical  care  of  Indiana  athletes  and  related  personnel. 


RESOLUTION  84-6 
Introduced  by: 
Subject : 
Referred  to: 


ISMA  Commission  on  Constitution  and  Bylaws 
Article  III  — I SMA  Constitution — Component  Societies 
Reference  Committee  No. 
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Resol ved , That  Article  1 1 1--Component  Societies,  be  amended  to  read:  Component 

societies  are  those  county,  district  or  other  medical  societies  as  specified  in 
the  bylaws  contained  within  the  state  of  Indiana,  and  who  hold  charters  from 
this  Association. 


RESOLUTION  84-7 

Introduced  by:  Resident  Medical  Society 

Subject:  ISMA  Bylaws  Section  12.03— Intern  and  Resident  Medical 

Society  (IRMS) 

Referred  to:  Reference  Committee  No. 

Whereas,  The  position  of  medical  intern  no  longer  exists  in  Indiana;  and 

Whereas,  The  term  Intern  is  used  throughout  Section  12.03  and  its  subsections; 
therefore  be  it 

Resol ved.  That  the  word  Intern(s)  be  deleted  in  Sections  12.03,  12.0301,  12.0302, 
12. 0303,  and  12.0304  of  the  ISMA  Bylaws;  and  be  it  further 

Resol  ved.  That  the  name  of  this  organization  shall  be  the  Resident  Medical 
Society  (RMS)  of  the  Indiana  State  Medical  Association. 


RESOLUTION  84-8 

Introduced  by:  Resident  Medical  Society 

Subject:  Resident  Medical  Society  Representatives 

on  the  ISMA  Board  of  Trustees 
Referred  to:  Reference  Committee  No. 

Whereas,  The  Resident  Medical  Society  is  a newly  organized  and  chartered 
component  society  of  the  Indiana  State  Medical  Association;  and 

Whereas,  The  members  of  the  Resident  Medical  Society  practice  in  and  train  in 
different  areas  throughout  the  state  of  Indiana  and  therefore  do  not  fall  in  the 
category  of  any  one  district;  and 

Whereas,  Resident  physicians  have  concerns  different  from  those  of  other  prac- 
ticing physicians;  and 

Whereas,  More  effective  communication  and  interaction  are  desired  between  resi- 
dent physicians  and  the  leadership  of  the  Indiana  State  Medical  Association; 
therefore  be  it 

Resol  ved , That  the  Resident  Medical  Society  should  have  one  full-voting  member 
represent  the  Society  on  the  Indiana  State  Medical  Association  Board  of  Trustees. 
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RESOLUTION  84-9 

Introduced  by:  Resident  Medical  Society 

Subject:  Resident  Medical  Society  Representation 

in  the  ISMA  House  of  Delegates 
Referred  to:  Reference  Committee  No. 

Whereas,  The  Resident  Medical  Society  has  been  established  as  a component 
society  of  the  Indiana  State  Medical  Association;  and 

Whereas,  Members  of  the  Resident  Medical  Society  are  dues-paying  members  of  the 
Indiana  State  Medical  Association;  and 

Whereas,  Members  of  the  Resident  Medical  Society  are  presently  physicians-in- 
training  and  present  and/or  potential  members  of  county  medical  societies;  and 

Whereas,  County  medical  societies  presently  are  allotted  one  delegate  to  the 
ISMA  House  of  Delegates  per  fifty  members  and  fraction  thereof;  and 

Whereas,  The  Resident  Medical  Society  presently  is  allotted  only  one  delegate 
and  one  alternate  delegate  to  the  ISMA  House  of  Delegates,  regardless  of  the 
number  of  members;  therefore  be  it 

Resol ved.  That  the  representation  of  the  Resident  Medical  Society  in  the  ISMA 
house  of  Delegates  be  one  delegate  per  fifty  members  and  any  fraction  thereof, 
in  a manner  consistent  with  the  present  system  used  for  county  medical  societies. 


RESOLUTION  84-10 

Introduced  by:  Ramon  Dunkin,  M.D.,  President,  Indiana  Society  of  Internal 

Medici ne 

Michael  A.  Hogan,  M.D.,  Chairman,  Indiana  Chapter,  American 
Academy  of  Pediatrics 

Charles  W.  Hachmeister,  M.D.,  President,  Indiana  Academy  of 
Family  Physicians 

Subject:  Cognitive  Services  Reimbursement 

Referred  to:  Reference  Committee  No. 

Whereas,  All  physicians  (regardless  of  specialty)  provide  a mix  of  both  cognitive 
and  procedural  services;  and 

Whereas,  Cognitive  services  can  be  defined  as  those  services  that  directly 
employ  the  physicians'  perception,  judgment  and  knowledge  to  find  out  what  is 
wrong  with  the  patient  and  to  decide  the  best  course  of  treatment;  and 

Whereas,  Technological  procedures  involve  the  use  of  technology  and/or  manual 
skills  to  obtain  clinical  data  or  to  treat  disease;  and 

Whereas,  Most  existing  reimbursement  systems  provide  disproportionately  low 
allowances  for  such  cognitive  services  as  complete  histories  and  physical  exam- 
inations, office,  nursing  home  and  hospital  visits,  and  medical  and  surgical 
consultations  in  comparison  to  procedural  services;  and 
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Whereas,  Many  technological  procedures  also  require  considerable  cognitive  skill 
and  judgment  on  the  part  of  the  physician  providing  the  procedure;  and 

Whereas,  The  cognitive  skills  required  to  provide  those  procedures  are  also 
reimbursed  at  a disproportionately  low  level  compared  to  the  actual  performance 
of  the  procedure;  and 

Whereas,  This  reimbursement  discrepancy  may  contribute  to  high  medical  care 
costs  by  rewarding  physicians  for  ordering  tests  and  procedures,  and  by  penal- 
izing them  for  spending  time  with  patients  and  deciding  not  to  order  costly 
procedural  services;  and 

Whereas,  There  is  a growing  body  of  opinion  and  research  to  support  the  concept 
that  a reimbursement  system  that  better  rewards  cognitive  services  might  help 
moderate  medical  care  expenditures  and  promote  the  kind  of  caring,  personalized 
approach  to  health  desired  by  most  patients  and  physicians  alike;  therefore  be 
it 

Resol ved , That  the  Indiana  State  Medical  Association  support  the  concept  that 
third  party  payors  should  provide  more  equitable  reimbursement  for  physicians' 
cognitive  services  in  comparison  with  their  procedural  services;  and  be  it 
further 

Resol ved.  That  the  Indiana  State  Medical  Association  take  appropriate  action  to 
promote  this  concept  with  third  party  payors,  business  groups  and  other  pro- 
fessional associations. 


RESOLUTION  84-11 

Introduced  by:  ISMA  Executive  Committee 

Subject:  Future  ISMA  Convention  Locations 

Referred  to:  Reference  Committee  No. 

Whereas,  The  Board  of  Trustees  of  ISMA  on  October  20,  1980  took  action,  "That 
for  future  planning  the  annual  meeting  be  held  every  other  year  in  Indianapolis, 
and  if  possible,  rotating  the  meeting  on  a north  and  south  basis  in  alternate 
years;  and 

Whereas,  This  recommendation  has  been  followed  with  a successful  meeting  in 
Evansville  in  1983;  and 

Whereas,  Future  meetings  are  planned  for  South  Bend  in  1985,  French  Lick  in 
1987,  and  Merrillville  in  1989;  and 

Whereas,  The  one  distinctive  drawback  of  meetings  in  noncentral i zed  locations 
is  the  necessity  for  many  physicians  to  travel  greater  distances  to  attend  the 
annual  convention;  and 

Whereas,  Lack  of  close  and  immediate  access  to  ISMA  records  in  the  headquarters 
office  from  time  to  time  obstructs  immediate  background  information  requests  of 
reference  committees  and  the  House  of  Delegates  as  they  deliberate;  and 
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Whereas,  Transporting  staff  to  distant  convention  sites  adds  more  to  the  total 
cost  of  the  convention;  therefore  be  it 


Resol  ved , That  following  the  annual  convention  in  South  Bend  in  1985  all  future 
annual  conventions  of  ISMA  be  held  in  Indianapolis  and  Marion  County  or  in  other 
areas  adjacent  to  or  in  close  proximity  to  the  Indianapolis  area. 

MEETING  SCHEDULE: 


Oct.  19-22,  1984 
Oct.  11-14,  1985 
Oct.  31  - Nov.  3,  1986 
Oct.  30  - Nov.  2,  1987 
Nov.  4-7,  1988 
Nov.  1989 


Radisson  Plaza,  Indianapolis 

Century  Center  and  Marriott  Hotel,  South  Bend 

Hyatt  Regency,  Indianapolis 

French  Lick 

Adams  Mark,  Indianapolis 
Holiday  Plaza,  Merrillville 


RESOLUTION  84-12 

Introduced  by:  ISMA  Section  on  Directors  of  Medical  Education 

Subject:  Payment  for  Health  Care  Services 

Referred  to:  Reference  Committee  No. 

Whereas,  A special  feature  of  the  American  system  for  the  payment  of  health 
care  services  has  been  its  inclusion  of  certain  costs  of  health  professions  edu- 
cation and  health  research  in  the  payment  for  health  services;  and 

Whereas,  The  public  needs  well  trained  committed  health  professionals;  and 

Whereas,  Research  provides  the  basis  for  improving  the  quality  of  health  care; 
and 

Whereas,  Withdrawal  of  financial  support  could  have  undesirable  consequences; 
and 

Whereas,  Withdrawal  of  financial  support  could  also  alter  the  makeup  of  individual 
entering  the  health  professions,  therefore  be  it 

Resol ved.  That  payment  systems  should  help  support  health  professions  education 
and  some  forms  of  research. 


RESOLUTION  84-13 

Introduced  by:  ISMA  Executive  Committee 

Subject:  Uniform  Dues  Reimbursement  Policy 

Referred  to:  Reference  Committee  No. 

Whereas,  Resolution  67-6  instructed  ISMA  to  establish  a system  of  computerized 
billing  for  the  collection  of  all  dues  and  for  distribution  of  those  dues 
separately  to  the  respective  societies;  and 
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Whereas,  ISMA  has  received  requests  from  both  county  and  district  societies  for 
special  reimbursement  procedures;  and 

Whereas,  Special  reimbursement  procedures  present  both  an  administrative  drain 
and  a financial  drain  for  ISMA;  therefore  be  it 

Resol ved , That  ISMA  establish  a uniform  dues  reimbursement  policy  that  provides 
for  ISMA  distributing  county  and  district  dues  on  a monthly  basis  and  that  those 
checks  be  mailed  within  ten  days  of  the  close  of  each  month's  business. 


RESOLUTION  84-14 

Introduced  by:  ISMA  Executive  Committee 

Subject:  Dues  Increase 

I Referred  to:  Reference  Committee  No. 

Whereas,  The  breadth  and  depth  of  ISMA  activities  and  programs  continue  to 
escalate  in  proportion  to  the  increasing  necessary  involvement  of  organized 
medicine  in  legislation,  public  relations,  member  communications  and  govern- 
mental affairs,  all  designed  to  defend  the  individual  physician's  freedom  to 
practice  quality  care;  and 

Whereas,  The  economy  has  experienced  a cumulative  rate  of  inflation  of  76% 
since  1975,  the  last  year  of  a dues  increase  for  ISMA  members;  and 

Whereas,  The  fiscal  1983-84  budget  contains  a forecast  of  a $35,000  deficit;  and 

Whereas,  The  budget  projection  for  fiscal  1984-85  will  be  substantially  greater; 
and 

Whereas,  The  special  $25  dues  increase,  authorized  for  a two  year  period  by  the 
1982  House  of  Delegates  "to  pursue  all  avenues,  including  litigation  if  neces- 
sary regarding  our  opposition  to  health  insurance  programs  requiring  participa- 
tion agreements  and  to  establish  a fund  for  promotion  of  medical  philosophy  and 
principles"  becomes  void  at  the  end  of  fiscal  1984;  and 

Whereas,  The  percent  of  ISMA  income  derived  from  dues  is  54%  with  the  balance 
coming  from  investments  and  other  non-dues  sources;  therefore  be  it 

Resol ved.  That  effective  January  1985  ISMA  dues  be  increased  $54.00  to  two 
hundred  thirty-five  dollars  ($235)  per  year  to  establish  a solid  monetary  base 
for  ISMA's  continued  growth  and  effective  impact  on  anticipated  and  unanticipated 
changes  in  the  medical  care  delivery  system. 


RESOLUTION  84-15 

Introduced  by:  Resident  Medical  Society  of  the  Indiana  State  Medical 

Association 

Subject:  Resident  Medical  Society  Representation  on  ISMA  Commissions 

Referred  to:  Reference  Committee  No. 
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Whereas,  Physicians-i n-trai ni ng  and  young  physicians-in-practice  represent  a 
growing  proportion  of  the  physicians  in  organized  medicine;  and 

Whereas,  The  Resident  Medical  Society  has  been  established  as  a component 
society  of  the  Indiana  State  Medical  Association  to  represent  physicians-in- 
training;  and 

Whereas,  The  Resident  Medical  Society  is  not  a part  of  any  region  represented  by 
an  ISMA  trustee  medical  district;  and 

Whereas,  Each  medical  district  is  allotted  at  least  one  member  on  each  com- 
mission of  the  Indiana  State  Medical  Association;  and 

Whereas,  Physicians-in-training  are  not  represented  on  ISMA  commissions;  and 

Whereas,  Resident  physicians  have  concerns  different  from  those  of  other  prac- 
ticing physicians;  therefore  be  it 

Resol ved.  That  the  ISMA  President  appoint  at  least  one  resident  physician  to 
each  commission  of  the  Indiana  State  Medical  Association. 


RESOLUTION  84-16 

Introduced  by:  12th  District  Medical  Society 

Subject:  Increasing  Supply  of  Physicians 

Referred  to:  Reference  Committee  No. 

Whereas,  The  number  of  graduating  physicians  has  increased  to  the  point  of 
meeting  the  physician/population  needs;  and 

Whereas,  Physician  over  population  creates  a condition  leading  to  under  utiliza- 
tion of  talents;  and 

Whereas,  It  does  not  appear  that  a solution  to  this  problem  has  been  sought 
vigorously  at  an  official  licensure  level;  therefore  be  it 

Resol ved.  That  the  Medical  Licensing  Board  of  Indiana  be  requested  to  actively 
seek  an  appropriate  solution  to  this  potential  problem  and  communicate  these 
actions  back  to  the  Indiana  State  Medical  Association. 


RESOLUTION  84-17 

Introduced  by:  George  T.  Lukemeyer,  M.D.,  President,  ISMA 

Subject:  Medical  Staff  Section 

Referred  to:  Reference  Committee  No. 

Whereas,  Recent  changes  in  the  delivery  of  health  care  and  its  reimbursement 
have  increased  the  complexity  of  medical  staff  functions  and  responsibilities; 
and 
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Whereas,  The  American  Medical  Association  has  formed  a Medical  Staff  Section  to 
respond  to  these  changes  in  the  medical  care  environment;  therefore  be  it 


Resol ved , That  the  Indiana  State  Medical  Association  follow  the  leadership  of 
the  American  Medical  Association  and  form  an  Indiana  Hospital  Medical  Staff 
Section;  and  be  it  further 

Resol ved.  That  the  Indiana  State  Medical  Association  encourage  all  hospitals  in 
the  state  to  send  an  elected  representative  to  both  state  and  national  meetings 
of  said  section. 


RESOLUTION  84-18 

Introduced  by:  ISMA  Board  of  Trustees 

Subject:  Medical  Practice  Law  Revision 

Referred  to:  Reference  Committee  No. 

Whereas,  The  Indiana  Medical  Practice  Law  does  not  require  any  graduate  medical 
education  in  an  accredited  program  in  the  U.S.  prior  to  taking  the  Indiana  FLEX 
examination;  and 

Whereas,  All  graduates  of  LCME  and  AOA  accredited  schools  and  non  LCME  and  non 
AOA  accredited  schools  may  take  the  Indiana  FLEX  examination  if  proof  of  gradu- 
ation is  considered  valid;  and 

Whereas,  graduates  of  non  LCME  and  non  AOA  accredited  schools  exceed  the  number 
of  graduates  of  LCME  and  AOA  accredited  schools  taking  the  Indiana  FLEX  examina- 
tion and  have  a poorer  pass  record;  and 

Whereas,  If  graduates  of  non  LCME  and  non  AOA  accredited  schools  pass  the 
Indiana  FLEX  examination  they  are  granted  a provisional  license  to  practice  in 
Indiana  for  a period  not  to  exceed  two  years  and  must  serve  under  the  "precep- 
torship"  of  a county  medical  society  or  a hospital  medical  staff;  and 

Whereas,  the  terms  "preceptor"  and  "preceptorshi p"  as  expressed  in  the  medical 
practice  law  do  not  convey  the  intent  of  the  law  regarding  supervision  rather 
than  education  causing  confusion  in  the  interpretation  and  implementation  of 
that  provision  of  the  law;  and 

Whereas,  the  new  FLEX  I and  FLEX  II  examination  requirements  of  the  Federation 
of  State  Licensing  Boards  are  to  be  implemented  in  June  1985;  therefore  be  it 

Resol ved , That  that  portion  of  the  Indiana  Medical  Practice  Law  which  specifies 
that  foreign  medical  graduates  (graduates  of  foreign  medical  schools)  who  have 
not  completed  two  years  of  postgraduate  training  prior  to  passing  the  Indiana 
FLEX  examination  must  agree  to  practice  under  the  preceptorshi p of  a county 
medical  society  or  hospital  medical  staff  be  deleted;  and  be  it  further 

Resol ved,  That  all  reference  to  foreign  medical  graduates  be  deleted  and 
replaced  by  the  term  "graduates  of  non  LCME  or  non  AOA  accredited  schools";  and 
be  it  further 
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Resol ved , That  to  be  eligible  to  take  the  FLEX  I examination  all  candidates  must 
have  evidence  of  the  completion  of  all  the  requirements  to  receive  their  M.D., 
D.O.  or  equivalent  degree  from  a non  LCME  or  non  AOA  accredited  school  ; and  be 
it  further 

Resol ved.  That  FLEX  I must  be  passed  by  the  candidate  prior  to  the  completion  of 
PGY  I in  an  accredited  program;  and  be  it  further 

Resol ved.  That  to  be  eligible  to  take  FLEX  II  the  candidate  must  have  success- 
fully  passed  FLEX  I and  successfully  completed  PGY  I in  an  accredited  program; 
and  be  it  further 

Resol ved , That  the  Indiana  Medical  Licensing  Board  be  fully  advised  of  the 
aforementi oned  plans  and  recommendations. 

LCME  = Liaison  Committee  on  Medical  Education 
AOA  = American  Osteopathic  Association 
FLEX  = Federation  Licensing  Exam 
PGY  = Post  Graduate  Year 


RESOLUTION  84-19 

Introduced  by:  Carroll  County  Medical  Society 

Subject:  Meeting  Days  of  ISMA  Annual  Convention 

Referred  to:  Reference  Committee  No. 

Whereas,  At  present  the  ISMA  annual  meeting  is  scheduled  for  Friday  through 
Monday;  and 

Whereas,  Monday  is  the  busiest  day  in  many  practices;  therefore  be  it 

Resol ved , That  the  annual  meeting  of  ISMA  be  changed  to  a Thursday  through 
Sunday  format. 


RESOLUTION  84-20 

Introduced  by:  Fountai n-Warren  County  Medical  Society 

Subject:  Chairman  of  the  Executive  Committee 

Referred  to:  Reference  Committee  No. 

Whereas,  In  corporate  organi zati onal  structure  usually  the  Chairman  of  the  Board 
of  Trustees  serves  as  Chairman  of  the  Executive  Committee;  and 

Whereas,  In  this  organization  the  Executive  Committee  regularly  reports  and  is 
accountable  to  the  Board  of  Trustees;  and 

Whereas,  The  Chairman  of  the  Board  should  be  most  able  to  direct  the  Executive 
Committee  and  to  report  any  actions  taken  to  the  Board;  therefore  be  it 

Resol ved , That  the  Chairman  of  the  Board  also  serve  as  Chairman  of  the 
Executi ve  Committee. 
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RESOLUTION  84-21 

Introduced  by:  Fountai n-Warren  County  Medical  Society 

Subject:  Annual  Meeting  Site 

Referred  to:  Reference  Committee  No. 

Whereas,  The  Executive  Committee  has  introduced  Resolution  84-11  dealing  with 
this  subject;  and 

Whereas,  The  reasoning  in  support  of  the  resolution  is  extremely  sound;  and 

Whereas,  There  is  an  exception  for  the  1985  annual  meeting  before  the  policy  is 
adopted  and  instituted;  therefore  be  it 

Resol ved , That  the  policy  of  a central  annual  meeting  site  take  effect  immedi- 
ately and  the  1985  site  be  returned  to  the  Indianapolis  area. 


RESOLUTION  84-22 

Introduced  by:  Marion  County  Medical  Society 

Subject:  Review  of  Regulations 

Referred  to:  Reference  Committee  No. 

Whereas,  The  Indiana  State  Medical  Association  is  charged  with  the  study  of  and 
response  to  legislative  and  regulatory  proposals  as  to  their  effect  upon  the 
practice  of  medicine  and  the  protection  of  the  public  health;  and 

Whereas,  The  Indiana  State  Medical  Association  is  charged  with  keeping  "the  pro- 
fession informed  at  all  times  concerning  its  area  of  responsibility;"  and 

Whereas,  Substantial  regulations  affecting  the  delivery  of  medical  and  health 
service  have  been  and  are  being  promulgated  under  statutory  authority  by  a 
variety  of  agencies  without  being  brought  to  the  attention  of  component 
societies  and  members;  therefore  be  it 

Resol ved , That  an  appropriate  body  within  the  Indiana  State  Medical  Association 
conduct  a thorough  evaluation  of  heal th-rel ated  agencies  promulgated  and  pro- 
posed (1983  to  present)  regulations  with  regard  to  their  impact  on  the  protec- 
tion of  the  public  health  and  consistency  with  the  statutory  authorities  under 
which  these  regulations  have  been  or  may  be  proposed;  and  be  it  further 

Resol ved , That  progress  reports  on  these  efforts  be  made  on  a monthly  basis  to 
component  societies. 


RESOLUTION  84-23 

Introduced  by:  Marion  County  Medical  Society 

Subject:  Clarifying  Generic  Substitutions 

Referred  to:  Reference  Committee  No. 

Whereas,  The  Indiana  State  Medical  Association  supported  generic  substitution 
legislation  to  assist  the  citizens  of  Indiana  in  obtaining  lower  cost  pharma- 
ceutical products  when  medically  appropriate;  and 
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Whereas,  Clinical  effectiveness  of  generic  drugs  due  to  differences  in  bio- 
availability of  their  contents  is  recognized  by  physicians,  despite  the  drugs 
being  chemically  equivalent;  and 

Whereas,  The  best  clinical  results  for  patients  nay  be  obtained  through  the  phy- 
sicians' consideration  of  these  differences  in  generic  drugs;  and 

Whereas,  The  interest  of  the  public  is  not  served  by  advertising  and  other  pre- 
sentations which  diminish  the  differences  among  generic  drugs;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  undertake  programs  to 
better  inform  the  public  regarding  the  substantial  differences  which  may  have 
adverse  consequences  on  the  therapeutic  effect  of  generic  drugs. 


RESOLUTION  84-24 

Introduced  by:  Marion  County  Medical  Society 
Subject:  Closing  of  Staffs  and  Services 
Referred  to:  Reference  Committee  No. 


Whereas,  The  freedom  of  choice  available  to  patients  can  be  detrimental ly 
affected  by  the  limitations  of  alternatives  available  to  physicians  rendering 
services  in  a hospital  situation;  therefore  be  it 


Resol ved , That  the  Indiana  State  Medical  Association  oppose  efforts  by  any 
hospital  which  serves  to  limit  physicians'  free  choice  and  competitive 
alternatives  through  the  closing  of  Medical  Staffs,  Sections  of  Medical  Staffs, 
or  which  limit  physician  access  to  services  based  on  arbitrary  objectives  which 
do  not  clearly  enhance  patient  care. 


RESOLUTION  84-25 

Introduced  by:  Howard  County  Medical  Society 

Subject:  Suggested  Name  Change  from  Impaired  Physicians 

Committee  to  Distressed  Physicians  Committee 
Referred  to:  Reference  Committee  No. 

Whereas,  The  name  of  Impaired  Physicians  Committee  implies  a determination  of 
impairment  before  an  actual  evaluation  has  been  accomplished;  and 

Whereas,  The  intent  of  the  committee,  either  county  or  state,  is  to  deal  with 
distressed  physicians  before  impairment  has  occurred;  and 


Whereas,  Early  intervention  is  more  conducive  to  assistance  or  remediation; 
therefore  be  it 

Resol ved , That  the  name  of  the  local,  county  and  state  Impaired  Physician 
Committees  be  changed  to  Distressed  Physician  Committee. 
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RESOLUTION  84-26 

Introduced  by:  Fort  Wayne  Medical  Society 

Subject:  Consumer  Protection  Division,  Office  of  Attorney  General 

Referred  to:  Reference  Committee  No. 

Whereas,  The  Indiana  Law  (Indiana  Code  Section  25-1-7-5)  requires  that 
complaints  coming  to  the  Consumer  Protection  Division  of  the  Office  of  Attorney 
General , State  of  Indiana,  and  concerning  licensees  of  the  Medical  Licensing 
Board,  State  of  Indiana,  must  be  forwarded  to  the  Medical  Licensing  Board  for 
resolution  of  the  complaint  through  negotiation;  and 

Whereas,  These  complaints  have  and  will  continue  to  be  forwarded  to  the  Medical 
Licensing  Board  after  negotiation,  resolution  and/or  decision  by  panel  or  trial 
on  the  complaint  has  al ready  taken  place;  and 

Whereas,  These  complaints  to  the  Medical  Licensing  Board  take  valuable  time  away 
from  other  important  duties  that  are  required  of  the  Medical  Licensing  Board; 
therefore  be  it 

Resol ved.  That  the  Indiana  State  Medical  Association  take  appropriate  action  to 
change  and/or  modify  the  Indiana  Code  to  exempt  physicians  from  the  jurisdiction 
of  the  Consumer  Protection  Division,  Office  of  Attorney  General  in  those 
instances  where  the  complaint  against  the  physician  has  been  resolved  previ- 
ously. 


RESOLUTION  84-27 

Introduced  by:  Clark  County  Medical  Society 

Subject:  Free-Standing  Emergency  Centers 

Referred  to:  Reference  Committee  No. 

Whereas,  Officials  of  several  hospital  associations  and  other  independent  medi- 
cal groups  have  expressed  intent  to  purchase,  build,  or  subsidize  "f ree-standi ng" 
emergency  centers;  and 

Whereas,  Presently  there  are  no  state  regulations  provided  by  the  Indiana  State 
Board  of  Health  to  govern  and  monitor  their  operation;  and 

Whereas,  Use  of  the  words  "emergency"  or  "urgent"  in  the  names  of  such  centers 
may  cause  patients  with  true  life-threatening  emergencies  to  be  present  there 
i nappropriately  and  with  tragic  consequences;  and 

Whereas,  free-standing  emergency  centers  generally  do  not  provide  for  continuity 
of  patient  care  which  may  further  fragment  the  delivery  of  medical  services  and 
lessen  the  quality  of  care  for  the  patient;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  Commission  on  Legislation 
review  the  matter  of  the  regulation  of  both  hospital  and  medical  group-sponsored 
free-standing  emergency  centers  and  draft  legislation  for  introduction  into  the 
Indiana  General  Assembly  which  would  broadly  define  and  regulate  the  utilization 
of  similar  terms  and  words  associated  with  "emergency  centers". 
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RESOLUTION  84-28 

Introduced  by:  Vanderburgh  County  Medical  Society 

Subject:  Uniform  Dues  Reimbursement  Policy  to  Counties 

Referred  to:  Reference  Committee  No. 

Whereas,  Resolution  67-6  instructed  ISMA  to  establish  a system  of  computerized 
billing  for  the  collection  of  all  dues  and  for  distribution  of  those  dues 
separately  to  the  respective  societies;  and 

Whereas,  Vanderburgh  County  Medical  Society  has  complied  with  that  system  to 
date;  and 

Whereas,  ISMA  reimburses  county  dues  to  county  medical  societies  by  different 
arrangements  resulting  in  inequities  in  the  amount  of  interest  earned  by  county 
medical  societies;  and 

Whereas,  Vanderburgh  County  Medical  Society  would  like  the  ability  to  bill  for 
special  dues  categories  and  to  acknowledge  receipt  of  dues  in  a timely  manner; 
therefore  be  it 

Resol ved , That  ISMA  establish  a uniform  dues  reimbursement  policy  that  provides 
for  ISMA  reimbursing  county  and  district  dues  to  each  respective  society  within 
thirty  (30)  days  of  receipt,  revise  the  billing  form  to  permit  special  county 
dues  categories,  and  send  an  acknowledgment  of  receipt  of  dues  to  the  member  on 
behalf  of  Vanderburgh  County  Medical  Society  and  ISMA. 


RESOLUTION  84-29 

Introduced  by:  Section  on  Preventive  Medicine  & Public  Health 
Subject:  Funding  of  Basic  Public  Health  Services 

Referred  to:  Reference  Committee  No. 

Whereas,  There  is  an  increasing  need  and  demand  for  public  health  services,  many 
of  these  services  are  mandated  by  federal  and  state  legislation,  and  are  imple- 
mented by  local  health  departments;  and 

Whereas,  There  has  been  a long  standing  problem  of  adequate  funding  for  county 
health  departments,  depriving  many  citizens  of  essential  basic  health  services; 
and 

Whereas,  The  Indiana  Association  of  Public  Health  Physicians  is  preparing 
legislation  to  address  these  financial  problems;  therefore  be  it 

Resol ved , That  the  ISMA  support  legislation  for  state  funding  of  local  health 
jurisdiction  and  approve  the  principle  of  state  funding  for  all  basic  public 
health  services;  and  be  it  further 

Resol ved , That  this  House  of  Delegates  direct  the  ISMA  Commission  on  Legislation 
to  support  said  legislation. 
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inflammation,  pain 
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New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe.  ..  less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin'  Tablets (ibuproten) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established  Us e Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS,  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets, 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done. 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  Ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosmophilia,  rash,  etc  ),  Motrin  should  be  discontinued 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels, 

Coumarin  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1 % (but  less  than  3%)-Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence);  Central  Nervous  System:  Dizziness*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite,  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS). 

Incidence  less  than  1%-Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests.  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosmophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting,  anaphylaxis;  bronchospasm  (see  CONTRAINDICATIONS); 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dryeyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%-Causal Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis,  Hematologic:  Bleeding 
episodes  (eg  , epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlem  vasculitis;  Renal:  Renal  papillary 
necrosis. 

‘Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin . (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

“Reactions  are  classified  under  Probable  Causal  Relationship  ( PCR )"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under " Causal  Relationship  Unknown  ' if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t i d,  or  q i d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain:  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  med  b-7  s 
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Early  Dietary  Habits 

Dietary  habits  established  in  childhood 
are  very  likely  to  extend  into  adulthood. 
Infants  fed  on  low-salt  and  unsweetened 
baby  food  do  not  develop  a preference 
for  these  additives  and  are  able  to  enjoy 
diets  without  salt  and  sugar  later  in  life. 
Another  dietary  component  may  soon  be 
added  to  the  list.  The  American  Institute 
for  Cancer  Research  reports  that  Cornell 
researchers  are  convinced  that  certain 
nutrients  promote  tumor  growth  and 
others  inhibit  it.  Several  scientific  groups 
have  concluded  that,  based  on  the 
evidence  available,  dietary  guidelines  to 
lower  cancer  risk  are  warranted. 

Fat  is  what  they  are  talking  about  now. 
Dr.  Colin  Campbell,  Professor  of  Nutri- 
tional Biochemistry  at  Cornell  Universi- 
ty, in  speaking  in  Indianapolis  to  the 
American  School  Food  Service  Associa- 
tion, recommended  that  diets  for  school 
children  be  reduced  in  fat  content  from 
the  average  of  40%  down  to  30%  and 
preferably  lower.  The  percentage  of  fat 
is  calculated  on  the  ratio  of  fat  calories 
to  total  calories.  Dr.  Campbell  also 
recommended  making  up  the  decrease  in 
calories,  caused  by  lowering  the  fat  con- 
tent, by  increasing  the  amount  of  fruits, 
vegetables  and  whole  grain  cereal 
products. 

Bystander  CPR 

“A  bystander  who  knows  cardiopul- 
monary resuscitation  (CPR)  can  mean  the 
(difference  between  life  and  death  for  a 
I heart  attack  victim.”  The  American  Col- 
!ege  of  Emergency  Physicians  opens  a 
press  release  with  the  above  statement  and 
follows  with  several  pieces  of  good  ad- 
vice from  an  article  in  the  August  issue 
of  Annals  of  Emergency  Medicine. 

The  thrust  of  the  release  is  that,  since 
the  most  frequently  encountered  indica- 
tion for  CPR  is  heart  attack,  most  of  the 
CPR  instruction  is  given  to  the  wrong  age 
bracket.  CPR  students  average  age  33. 
Fleart  attack  victims  are  almost  always 
over  40  and  many  are  many  years  over 
40.  The  advice  is  that  CPR  instruction 
be  given  to  people  of  all  ages  and,  in  par- 
ticular, in  the  case  of  those  over  40,  to 
the  people  who  are  associated  with  them 
at  home  and  at  work. 

Another  good  suggestion  in  the  Annals 


article  is  made  by  the  author,  William  B. 
Carter,  Ph.D.,  who  has  developed  a train- 
ing course  for  emergency  dispatchers 
who,  it  has  been  demonstrated,  are  able 
to  give  instructions  by  phone  to  the 
emergency  caller,  which  facilitates  the  un- 
trained caller  to  perform  CPR  immedi- 
ately. 

King  County  (Washington)  now  has  a 
telephone  CPR  program.  Now,  anyone 
in  that  county  who  witnesses  a cardiac 
arrest  may  provide  emergency  care  im- 
mediately, instead  of  waiting  for  outside 
help  during  the  critical  first  few  minutes. 

Heart  attacks,  of  course,  are  not  the 
only  causes  of  cardiac  arrest.  Lightning 
is  one  of  the  several  causes  and  there  are 
other  traumatic  events  such  as  auto  ac- 
cidents that  may  stop  your  ticker.  Ac- 
cidental electrocution  by  high  voltage  cur- 
rents occur  rather  commonly. 

In  fact,  everyone  from  teenagers  on  up 
should  have  a good  course  in  CPR  and 
regular  reviews  in  the  process.  Some  in- 
dustries limit  the  number  of  CPR  trainees 
in  their  factories  and  offices  to  a 
manageable  number  who  can  be  given 
regular  up-to-date  retraining  and  review 
courses  on  a periodic  basis.  Retraining  is 
important,  just  as  important  as  the 
primary  training. 

Fads  and  Novelties 

Guest  Editorial 

One  interesting  feature  of  practice  ex- 
perience is  the  fun  of  watching  medical 
fads  and  novelties  come  and  go  and, 
hopefully,  not  being  caught  up  in  each 
one  as  it  waxes  and  wanes. 

I am  not  advocating  cigarette  smoking 
for  pregnant  women,  or  anyone  else. 
Considering  the  present  medical  hoop-la 
about  smoking  by  pregnant  women,  1 
smile  a bit  as  I recall  that  many  of  the 
doctors  who  are  in  their  30s  and  40s  were 
born  in  the  era  when  large  numbers  of 
women  of  child-bearing  age  smoked  lots 
of  cigarettes  whether  they  were  pregnant 
or  not.  One  wonders  whether  that  is  what 
is  the  matter  with  some  of  our  doctors; 
personally,  I doubt  it. 

In  dealing  with  obstetrics  and  newborn 
infants,  one  of  the  “new”  ideas  of  today 
is  “bonding”  of  infant  and  parent.  It  is 
presented  as  such  an  important  concept. 
As  nearly  as  I can  determine,  the  idea  is 


a take  off  on  the  observation  that  newly 
hatched  goslings  and  ducklings  tended  to 
“bond”  to  the  first  moving  creature  in 
sight  and  follow  it  as  though  it  were  the 
parent.  Such  ludicrous  sights  as  a duck- 
ling trying  to  secure  “mothering”  from 
a dog  or  a human  were  portrayed  in  news 
media  pictures.  I never  made  such  ex- 
periments so  I am  not  an  authority  on 
the  subject,  nor  am  I in  a position  to  call 
such  ideas  “hoaxes.” 

I am  aware  that  during  the  1930s  and 
the  1940s,  and  through  most  of  the  1950s, 
most  of  the  mothers  giving  birth  in  our 
hospitals  were  given  large  doses  of 
sedatives  during  labor,  and  general 
anesthesia  at  the  time  of  delivery.  The 
mothers  became  aware  that  they  were  no 
longer  pregnant  several  hours  after  their 
babies  had  been  resuscitated  and  taken 
to  the  nurseries.  The  mothers  learned  the 
sex  of  the  infant  three-eight  hours  after 
the  birth.  During  those  times,  the  babies 
were  kept  in  the  nurseries  except  for  be- 
ing brought  to  the  mothers  for  feeding 
during  mother’s  waking  hours.  Fathers 
rarely  touched  the  infant  until  the  day  of 
discharge. 

Until  the  1940s,  mothers  stayed  in  the 
hospital  at  least  10  days  following 
delivery.  Many  of  our  present-day  doc- 
tors were  born  under  such  a system.  Is 
that  one  of  our  problems  today?  Did  we 
become  “bonded”  to  the  female  figures 
in  scrub  dresses  who  changed  our  diapers 
in  the  nurseries  instead  of  to  our  mater- 
nal ancestors? 

Many  other  concepts  and  ideas  are 
worth  our  pondering.  Step  therapy  of 
hypertension  with  the  first  step  being 
thiazides;  jejuno-ileal  surgery  for  obesi- 
ty; coronary  bypass  surgery  in  tens  of 
thousands  of  cases  each  year.  Some  of 
the  disease-of-the-month-club  selections 
of  historic  interest  were  the  indiscriminate 
labeling  of  chronic  brucellosis,  hypogly- 
cemia, focus  of  infection,  and  proscrip- 
tion of  estrogenic  hormones  for  post- 
menopausal women.  Many  others  can  be 
added  to  the  list  by  any  good  doctor  who 
is  over  the  age  of  40. 

I believe  the  admonition  about  being 
neither  the  first  nor  the  last  to  try  new 
therapies  is  attributed  to  Doctor  Osier. 
Maybe  he  knew  something  that  some  of 
us  have  not  learned,  or  have  forgotten. — 
L.A.  Arata,  M.D.,  Shelbyville 
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Erma  Bombeck  has  written  of  a dream 
she  had  that  every  volunteer  in  the  coun- 
try, disillusioned  with  the  lack  of  com- 
passion, had  set  sail  for  another  coun- 
try. She  passed  quiet  hospitals  where  there 
were  no  flowers  in  patients’  rooms.  The 
home  for  the  aged  was  “like  a tomb.” 
The  infirm  sat  in  wheelchairs  that  would 
never  move.  Social  agencies  had  their 
doors  closed,  health  agencies  cancelled 
research,  alcoholics  cried  out  in  despair. 
She  fought  in  her  sleep  to  catch  a glimpse 
of  the  ship  again,  because  “it  was  to  be 
my  last  glimpse  of  civilization  ...  as  we 
were  meant  to  be.” 

We  can’t  let  this  happen.  We  don’t 
think  you  would  want  it  to  happen  either. 
Dear  Doctor:  The  ISMA  AUXILIARY 
needs  your  Spouse!!  We  need  an  in- 
terested, active,  caring,  and  informed 
membership.  Auxiliary  wants  to:  help 
educate  people  to  take  care  of  their 
health;  assist  with  legislative  issues  involv- 
ing health  care;  and,  be  supportive  of 
medical  families’  needs.  “Together  we 
can  make  a difference.” 

There  are  many  rewards  for  being  ac- 


tive in  programs  that  serve  the  com- 
munities in  which  we  live.  Our  members 
belong  to  the  Auxiliary  because  they  can 
be  of  service;  because  they  can  keep  in- 
formed; and,  because  they  can  work  for 
fair  legislation  involving  health  matters. 
If  your  spouse  is  not  a member,  won’t 
you  encourage  her/him  to  join  today? 
Our  membership  committee  is  willing  and 
eager  to  assist  in  any  way.  Your  county 
society  should  encourage  the  formation 
of  an  auxiliary  if  you  do  not  have  one 
at  this  time.  Can  we  assist  you? 


ATTENTION,  ATTENTION, 
MEDICAL  EAMILIES 

We  hope  to  see  your  medical  family  at 
the  ISMA  Fall  Convention  in  Indiana- 
polis at  the  Radisson  Hotel  on  October 
19  to  22.  There  are  activities  planned  for 
the  spouses  on  Saturday  morning.  Aux- 
iliary Day  is  on  Sunday,  October  21,  with 
lunch  planned  at  the  Woodstock  Coun- 
try Club.  See  you  there!! 


Membership  forms  the  base  for  our 
AUXILIARY  RAINBOW.  We  must 
strive  daily  to  keep  a strong  base — a 
strong  membership— for  our  healthy 
RAINBOW.  Other  aspects  of  our  RAIN- 
BOW are  as  follows:  green  equals  AMA- 
ERF  fund  raising;  yellow  equals  health 
projects;  orange  equals  legislative  activi- 
ties; and  red  equals  our  theme,  “MAKE  1 
SOMEONE  HAPPY  BY  CARING  AND 
SHARING.”  We  hope  to  have  a color- 
ful year  with  something  of  interest  for 
everyone  with  a pot  of  gold  at  the  end! 

Auxiliary’s  goals  for  this  year  are  as  j 
follows: 

1.  To  assist  the  ISMA  with  health- 
related  projects 

2.  To  increase  our  membership 

3.  To  increase  county  participation  in 
our  state-wide  health  project  called 
“An  Early  Start  to  Good  Health”  j 

4.  To  provide  leadership  training  for 
county  officers  and  chairmen 

5.  To  encourage  and  assist  county  aux- 
ilians  as  they  participate  in  health  1 
related  endeavors  in  their  home 
communities 


INDIANA  STATE  MEDICAL  ASSOCIATION  AUXILIARY 
Executive  Committee 


President Judy  Koontz  (Mrs.  James  A.) 

Vincennes 


President-Elect Muriel  Osborne  (Mrs.  John) 

Muncie 


1st  Vice  President Alfrieda  Mackel  (Mrs.  Frederick) 

Huntertown 


Area  Vice  Presidents 

Northern Vivian  Priddy  (Mrs.  Marvin  E.) 

Fort  Wayne 


Central Anne  Throop  (Mrs.  Frank  B.) 

Indianapolis 


Southern Dorothy  Bickers  (Mrs.  Everett) 

Floyds  Knobs 


Recording  Secretary Martha  Stout  (Mrs.  Francis  E.) 

Muncie 


Treasurer Mary  Jo  Gutwein  (Mrs.  Gilbert) 

Lafayette 


Past  President Hulda  Classen  (Mrs.  Peter) 

Elkhart 


Editor Ellaine  Cox  (Mrs.  Alfred) 

South  Bend 


Finance  Secretary Karen  Schleinkofer  (Mrs.  Robert) 

Fort  Wayne 


Parliamentarian . 


.Charlotte  Bennett  (Mrs.  Abner) 
Evansville 
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EXTRA!  EXTRA! 

READ  ALL  ABOUT  HOW 

DOCTORS  CAN  HELP  INFLUENCE 

THE  DECISIONS  OF  CONGRESS  AND  THE 
STATE  LEGISLATURE  REGARDING  MEDICAL  ISSUES! 

THEN  . . . Please  complete  the  form  which  appears  in  this  publication  and  return  the  form  promptly.  Don't  pass 
up  the  chance  to  help  determine  the  direction  of  medical  practice  in  The  United  States. 


The  American  Medical  Association  and  The  Ameri- 
can Medical  Association  Auxiliary  want  to  ensure 
that  medicine  continues  to  have  a positive  effect  on 
the  political  process.  They  are  combining  efforts  to 
conduct  a national  voter  registration  called  PRO- 
JECT MEDVOTE.  This  is  a bi-partisan  effort 
designed  to  ascertain  what  physicians,  spouses  and 
voteable  age  children  are  registered  to  vote  and  to 
make  being  registered  easier  for  them.  MAKING 
YOUR  VOTE  COUNT  IS  PART  OF  RESPONSI- 
BLE MEDICAL  CITIZENSHIP.  You  cannot  vote 
however,  if  you  do  not  have  an  up  to  date  registration. 

In  Indiana,  we  are  doing  our  best  to  have  a deputy 
registrar  representing  each  of  the  two  major  political 
parties  from  each  county  medical  society  and/or 
auxiliary,  and  through  them,  to  help  all  members  of 
the  medical  families  to  be  registered  to  vote. 

We  are  fortunate  that  in  Indiana,  we  can  have  deputy 
registration  in  the  home  and  at  medical  functions. 
WE  NEED  YOUR  HELP  IN  ORDER  TO  DE- 
TERMINE WHAT  MEMBERS  OF  THE  MED- 
ICAL FAMILIES  ARE  REGISTERED  OR  NEED 


TO  BE  REGISTERED.  REMEMBER:  Registra- 
tion in  the  home  or  at  a location  other  than  the 
County  Court  House  can  be  done  until  September 
27.  You  can  still  register  after  that  at  your  County 
Court  House  or  designated  voters  registration  loca- 
tion until  October  6th.  If  a child  will  have  become 
eighteen  (18)  by  Election  Day  (November  6,  1984) 
he/she  may  register  to  vote  and  vote.  If  you  will  have 
moved  between  the  last  election  and  November  6, 
you  must  transfer  your  registration.  If  you  have  not 
voted  within  the  last  two  years,  your  name  has 
probably  been  purged  from  the  records  and  you  must 
reregister. 

STAND  UP  AND  BE  COUNTED!  Please  complete 
the  information  form  appearing  in  this  publication. 
Indiana  is  known  for  interest  in  politics  and  good 
government.  With  the  information  which  you  supply 
us,  we  will  do  our  best  to  get  you  registered.  Remem- 
ber, however,  the  final  effort  is  your  responsibility. 
350,000  A.M.A.  members  and  Auxiliary  plus 
spouses,  family  and  employees  = 1,000,000  eligible 
voters.  THAT'S  VOTING  POWER. 


PLEASE  COMPLETE  THIS  FORM  AND  RETURN 
PROMPTLY  TO:  MRS.  DWIGHT  W.  SCHUSTER 
6510  N.  CHESTER  AVE.,  INDIANAPOLIS,  IN  46220 

PHYSICIAN'S  NAME  


HOME  ADDRESS  

COUNTY  Registered?  □ yes  □ no 

SPOUSE  Registered?  □ yes  □ no 

VOTEABLE  AGE  CHILDREN: 


Registered?  □ yes  □ no 
Registered?  □ yes  □ no 


I 
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PHYSICIANS 


ENJOY  the 

freedom  you  deserve 


Christian  Hospital,  a 728-bed  acute  care  regional 
health  care  center  in  suburban  North  St  Louis 
County,  seeks  physicians  to  staff  our  expanding  epi- 
sodic care  centers  on  a full-|or  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training 
without  continuing  overhead  expenses  or  investment 
capital.  In  addition,  our  staff  scheduling  offers  you 
the  freedom  to  spend  time  with  your  family  or  pursue 
the  recreational  and  cultural  advantages  of  metropol- 
itan St.  Louis. 


The  ideal  candidate  will  be  well  trained  in  Family 
Practice  or  Internal  Medicine 

Along  with  an  excellent  salary  and  compensation 
package,  we  offer  you  the  opportunity  to  join  an 
organization  that  is  on  the  leading  edge  of  the  chang- 
ing health  care  field.  If 


(flows,,™ 

ll  Physician  Recruiter 
Christian  Hospital  Northeast 


this  unique  opportu- 
nity sounds  interesting 
to  you,  please  call 
(314)  355-2300.  ext 
5141  (collect)  for  fur- 


11133  Dunn  Hd  |.  ISt  Louis,  MO  63136  ther  details. 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 


could  be  used  to  buy  real  estate! 


It’s  true!  Current  tax  law  makes  it  possible  for  you  to  own  resort 
real  estate  from  what  you’ve  been  paying  in  withholding  taxes. 
For  all  the  details  on  how  you  can  stay  FREE  for  three  days 
and  two  nights,  vacation  in  a Bermuda-like  atmosphere,  play 
golf  in  Scotland,  all  within  30  minutes  of  Sarasota.,  and  maybe 
come  away  with  a piece  of  real  estate  that’ll  turn  your  1040  into 
a blessing  , write  today1  Or,  for  faster  action,  call  collect 
1-813-493-2500. 


The  Plantation 

Golf  & Country  Club 


500  Rockley  Blvd.,  Venice,  FL  33593 


OB-GYN- PEDIATRICIAN  TEAM 

New  Hospital  Opening  in  Fall  of  1984  in  Fulton,  Missouri 


This  represents  an  outstanding  medical  practice  opportunity.  County  of  30,000  primary  ser- 
vice area  with  fine  small  community  of  12,000+  hosting  two  nationally  known  colleges 
and  a growing  industrial  base.  We  are  close  to  the  Lake  of  the  Ozarks  as  well  as  multiple 
other  recreational  opportunities  and  facilities.  The  Hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited  an  orthopedic  surgeon  to  build  its  surgical  team 
to  two.  There  are  over  400  births  in  this  County  each  year,  and  the  pediatric  population 
is  growing  steadily.  Residents  want  the  best  in  specialist  medical  care. 


For  further  information  regarding  guarantees  or  other  considerations  contact 


Robert  M.  Spille,  Administrator,  Callaway  Community  Hospital, 
Hospital  Drive,  Fulton,  MO  65251,  314-642-3376. 
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TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  Fesler  Hall  224,  1120  South  Dr.,  Indianapolis  46223. 


1.  A mother  comes  with  her  child  for  a 
checkup  with  you.  Upon  questioning  her, 
you  find  out  that  she  has  a car  seat.  She 
then  describes  it  to  you  as  one  that  hooks 
under  the  back  of  the  seat,  “sits  up  nice 
and  high,”  collapses,  and  has  “a  nice 
armrest  for  him  to  rest  his  arms.”  You 
could: 

a.  Check  the  back  of  the  seat  to  see  if 
the  seat  has  been  crash-tested  or  if  the 
date  of  manufacture  was  after  Jan. 

1,  1981. 

b.  Have  her  contact  the  manufacturer  to 
see  if  the  seat  meets  federal  safety 
standards. 

c.  Suggest  that  she  put  her  child  in  a seat 
belt  until  she  can  determine  if  the  seat 
is  safe. 

d.  Suggest  that  she  make  a cover  for  the 
seat  so  that  the  seat’s  vinyl  does  not 
get  too  hot. 

e.  Do  everything  but  “d.” 

2.  In  order  to  determine  if  parents  are  us- 
ing a car  seat  correctly,  you  would  ask 
them: 

a.  Where  they  have  put  the  car  seat  belt  4. 
on  the  seat  (i.e.,  through  the  frame, 
around  the  seat). 


Child  Safety  Seats 

CONTINUED  FROM  PAGES  775-779 

b.  If  required,  is  the  seat’s  tether  strap 
attached  correctly? 

c.  Do  they  use  the  seat’s  internal  harness 
straps  and/or  shield  as  indicated? 

d.  Is  the  seat  reclined  at  a correct  angle? 

e.  Which  way  is  the  child  facing  in  the 
car? 

f.  All  of  the  above 

3.  Parents  frequently  complain  that  children 
do  not  like  their  safety  seats.  What  is  the 
best  advice  you  might  give  parents  to  help 
alleviate  problems  they  may  be  having? 

a.  Tell  the  child  he  will  have  to  sit  in  the 
seat,  because  if  he  doesn’t,  he  might 
get  killed. 

b.  Tell  mom  and  dad  to  strap  the  child 
in  and  ignore  the  noise. 

c.  Suggest  that  they  purchase  special  toys 
for  the  child  to  play  with  only  in  the 
car  seat. 

d.  Practice  using  the  seat  on  short  trips 
and  gradually  increase  the  lengths  of 
the  trips  until  the  child  is  comfortable. 

e.  c and  d. 

A new  mother  is  ready  to  leave  the 
hospital.  She  has  borrowed  a car  seat 
from  the  hospital  and  has  been  instructed 


on  its  proper  use.  You  notice  that  she  has 
placed  the  car  seat  front  facing  in  the  rear 
seat.  You  should: 

a.  Congratulate  her  for  obtaining  and 
using  a car  seat. 

b.  Explain  the  impor'ance  of  infants 
riding  rear-facing  and  supervise  the 
proper  installation  of  the  seat. 

c.  Take  the  seat  out  and  put  it  back  in 
properly  yourself,  seat  belt  and  all. 

d.  Ask  a nurse  to  re-install  the  car  seat 
while  giving  mom  further  instruction. 

e.  Make  mom  get  out  her  instruction 
sheets,  read  them,  and  do  it  over 
herself. 

5.  Indiana’s  child  passenger  safety  law  re- 
quires that  children  from  birth  to  age  5 
ride  in  a car  seat. 

a.  True 

b.  False 

6.  For  a safety  seat  to  be  considered  prop- 
erly used,  it  must  meet  which  of  the  re- 
quirements listed  below: 

a.  The  seat  must  have  been  manufac- 
tured after  Jan.  1,  1981. 

b.  The  seat  must  be  fastened  to  the  seat 
of  the  car  with  a seat  belt. 

c.  The  seat  must  be  used  with  whatever 
internal  harness  system  is  part  of  the 
seat. 

d.  The  seat  must  be  reclined  correctly  ac- 
cording to  the  manufacturer’s 
instructions. 

e.  All  of  the  above. 

CONTINUED  ON  PAGE  830 


SEPTEMBER 
CME  QUIZ 
Answers 


Following  are  the  answers  to  the  CME  quiz  that  appeared 
in  the  September  1984  issue:  “Diagnosis,  Evaluation  and 
Treatment  of  the  Child  with  a Simple  Febrile  Seizure,” 
by  Philip  F.  Merk,  M.D.  and  John  E.  Heubi,  M.D. 

1.  b 6.  b 

2.  a 7.  b 

3.  d 8.  a 

4.  b 9.  a 


5.  d 


10.  b 


Answer  sheet  for  Quiz:  (Child  Safety  Seats) 


1. 

2. 

3. 

4. 

5. 


6. 

7. 

8. 

9. 

10. 


a b c d e 
a b 
a b 

a b c d e 
Clip  & Attach 


Question  10. 

I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  I.U.  School  of  Medicine. 
I have  read  the  article  and  answered  the  quiz  on  the  answer 
sheet  above.  I understand  that  my  answer  sheet  will  be  graded 
confidentially,  at  no  cost  to  me,  and  that  notification  of  my 
successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application 
for  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  I also  understand  that  if  1 do  not  answer  80% 
of  the  questions  correctly,  I will  not  be  advised  of  my  score  but 
the  answers  will  be  published  in  the  next  issue  of  Indiana 
Medicine  for  my  information. 


Name  (please  print  or  type) 


Address 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month’s  quiz,  send  your  completed,  signed  ap- 
plication before  Nov.  10,  1984  to  the  address  appearing  at  the  top  of 
this  page. 
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Control  Your  High  Blood 
Pressure  Without  Drugs 

By  C.  M.  Bennett,  M.D.  Copyright  1984, 
Doubleday  & Company,  Inc.,  New  York. 
392  pages,  hardcover,  $15.95. 

Control  Your  High  Blood  Pressure 
Without  Drugs!  is  beamed  primarily  at 
persons  with  elevated  blood  pressure.  The 
volume  is  targeted  secondarily  at  physi- 
cians, especially  over-prescribers.  The 
author  urges — indeed  pleads — that  prop- 
er diet,  rational  exercise,  and  control  of 
stress  largely  replace  the  use  of  drugs  in 
managing  essential  hypertension.  He 
would  not,  however,  completely  eliminate 
medication  for  proper  indications,  even 
though  the  title  of  the  book  implies 
otherwise. 

This  well  qualified  author  attributes 
hypertension  to  varying  combinations  of 
excessive  sodium  intake,  stress,  suscepti- 
bility (perhaps  genetic),  and  time.  His  ap- 
proach includes  a change  in  lifestyle,  in- 
cluding elimination  of  nicotine  in  all 
forms,  avoidance  of  caffeine,  and 
judicious  (if  any)  use  of  alcohol. 

He  supports  his  thesis  with  numerous 
anecdotes,  placing  particular  emphasis  on 
the  numerous  untoward  effects  of  the 
usual  medications  employed  in  treating 
hypertension,  as  well  as  the  side  effects 
of  sedatives,  laxatives,  and  the  like.  The 
author’s  sincerity  and  dedication  shine 
through  when  he  says,  “Sometimes  I feel 
like  Paul  Revere  trying  to  awaken  a sleep- 
ing populace.’’ 


“Most  of  my  money  is  invested  in  postage 
— trying  to  collect  my  fees  from  the  Gov- 
ernment and  patients!” 


In  his  spelling  out  of  the  serious,  even 
disabling  side  effects  of  diuretics,  the 
“blockers”  (chiefly  beta-blockers), 
vasodilators,  other  antihypertensive 
drugs,  and  additional  medications,  the 
pictures  he  paints  are  bleak — and  con- 
siderably more  realistic  than  the  informa- 
tion presented  in  the  PDR.  This  reviewer 
does  feel,  however,  that  Dr.  Bennett  is 
not  justified  in  placing  such  low  side  ef- 
fect beta-blockers  as  nadolol  and  atenolol 
in  the  same  boat  with  propranolol.  (But 
his  indictment  of  propranolol  coincides 
exactly  with  this  reviewer’s  experience.) 
Another  cavil:  the  low-sodium  diet  re- 
quired to  achieve  the  effect  wrought  by 
diuretics  is  impractical,  if  not  impossible. 
(This  reviewer  knows!)  But,  as  the  author 
asserts,  it  is  fatuous  to  take  a diuretic  and 
not  energetically  restrict  sodium  at  the 
same  time. 

The  book  is  divided  into  an  Introduc- 
tion, “The  Program,”  Readings,  and  Ap- 
pendices. “The  Program”  is  a series  of 
exercises  covering  12  weeks  and  comprises 
a sound  psychosomatic  approach  to 
minimizing  stress. 

This  well  written  book,  which  sells  for 
$15.95,  is  enthusiastically  recommended 
for  patients  with  essential  hypertension, 
ideally  after  a few  words  of  guidance 
from  their  physicians.  Its  approximately 
400  pages  provide  much  of  value  for  pa- 
tients and  physicians  alike,  especially 
those  physicians  who  rely  too  heavily  on 
medication. 

W.  D.  Snively,  Jr.,  M.D. 

Evansville 
Internal  Medicine 


Surgery  of  the 
Musculoskeletal  System 

C.  McCollister  Evarts,  M.D.,  chief 
editor,  4 volumes.  Copyright  1983, 
Churchill-Livingstone,  New  York.  $250. 

This  is  a very  comprehensive  text  con- 
taining chapters  by  approximately  150  or- 
thopedic specialists  from  all  over  the 
United  States.  There  are  ninety-six  pages 
of  subject  index  in  each  volume,  but  no 
author  index.  The  material  is  presented 
under  twelve  main  headings,  each  with 
a separate  editor,  and  each  containing 
from  seven  to  twenty-five  chapters.  In  the 
preface  Dr.  Evarts,  Chairman  Depart- 
ment of  Orthopedics  of  Rochester 


University  School  of  Medicine  and  Den- 
tistry, states  that  “the  purpose  of  this 
book  is  to  present  in  one  source  the  in- 
formation needed  to  assess,  plan,  and 
perform  a surgical  procedure  on  the 
musculoskeletal  system  of  the  adult.” 
Considering  the  galaxy  of  stars  assembled 
to  get  the  four  volumes  together  one 
would  judge  that  his  task  has  been  ac- 
complished well. 

Physicians  of  Indiana  will  be  interested 
to  learn  that  Dr.  Donald  B.  Kettelkamp, 
chairman  of  the  Orthopedic  Department 
of  Indiana  University  School  of  Medicine, 
is  Editor  of  the  section  on  “The  Knee”, 
comprised  of  fourteen  separate  chapters. 
Because  of  recent  improvements  in 
ligamentous  reconstruction  of  the  knee 
and  total  joint  replacement  at  times  with 
prosthetic  devices  this  is  an  important 
chapter.  Dr.  William  M.  Capello  and 
Terry  R.  Trammel,  also  of  Indiana 
University  Medical  Center,  present 
chapters  on  “The  Indiana  Conservative 
Hip  Arthroplasty”  and  “Operative  Treat- 
ment of  Adult  Scoliosis”,  respectively. 

Indiana  physicians,  especially  those  in 
Richmond,  will  have  a special  interest  in 
the  chapter  on  “Management  of  Adult 
Osteomyelitis”  of  which  Jon  T.  Mader, 
M.D.,  son  of  John  H.  Mader  of  the  Reid 
Memorial  Hospital  staff  of  Richmond, 
Indiana  is  co-author.  Jon’s  principal 
research  work  has  been  on  the  use  of  oxy- 
gen in  hyperbaric  chambers  for  anaerobic 
infections,  which,  of  course,  are  common 
in  osteomyelitis.  He  and  his  co-author 
correctly  point  out  the  necessity  for 
establishing  as  completely  as  possible  the 
location  and  extent  of  the  infectious  proc- 
ess and  the  need  for  good  debridement 
and  surgical  removal  of  necrotic  tissue. 
Properly  chosen  antibiotic  therapy  must 
often  be  accompanied  by  hyperbaric  oxy- 
gen exposure  for  optimum  results. 

This  set  of  volumes  will  be  of  value  to 
all  surgeons  and  those  especially  involved 
in  sports  medicine.  For  orthopedic 
surgeons  it  will  probably  prove  to  be 
indispensable. 

Paul  S.  Rhoads,  M.D. 

Richmond 
Internal  Medicine 
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Current  Pediatric 
Diagnosis  & Treatment 

8th  Edition,  edited  by  C.H.  Kempe, 
M.D.,  H.  K.  Silver,  M.D.,  and  D. 
O’Brien,  M.D.  Copyright  1984,  Lange 
Medical  Publications,  Los  Altos,  Calif. 
1,164  pages,  softcover,  $27. 

The  8th  edition  of  Current  Pediatric 
Diagnosis  & Treatment  is  indeed  current. 
It  represents  an  update  of  the  7th  edition 
published  only  two  years  ago.  The  text 
is  beamed  at  a wide  spectrum  of  health 
professionals  involved  in  the  care  of 
children.  As  was  the  case  with  previous 
editions,  most  of  the  contributors  are  pre- 
sent or  former  members  of  the  faculty  of 
the  pediatrics  department  of  the  Univer- 
sity of  Colorado  School  of  Medicine.  This 
fact  in  itself  represents  an  enormous  plus 
for  the  volume  since  the  department  in 
question  is  one  of  the  world’s  finest,  both 
in  research  and  in  its  clinical  application. 

In  addition  to  the  thorough  revision  of 
the  entire  book,  the  chapters  on 
adolescence  and  on  emergencies  and  ac- 
cidents have  been  completely  rewritten. 
An  intriguing  new  chapter  on  dysmor- 
phology  (birth  defects)  has  been  added. 
It  includes  such  subheads  as  “Interacting 
Systems  in  Terato-genesis,”  “A 


Classification  of  Dysmorphic  Features,” 
“Drug-Related  Disorders,”  “A  Clinical 
Approach  to  the  Dysmorphic  Infant,” 
and,  finally,  a helpful  “Protocol  for  Deci- 
sion Making.” 

The  text  is  appropriately  and  adequate- 
ly illustrated  and  is  sturdily  bound.  I 
recommend  it  enthusiastically  for 
everyone  involved  in  pediatrics,  family 
medicine  and  related  specialties. 

W.  D.  Snively,  Jr.,  M.D. 

Evansville 
Internal  Medicine 

Dell  Publishing  has  a paperback  entitled 
Pickles  and  Ice  Cream:  The  Complete 
Guide  to  Nutrition  During  Pregnancy. 
The  authors  are  Mary  Abbott  Hess,  R.D., 
M.S.  and  Anne  Elise  Hunt.  The  book  is 
endorsed  by  Dr.  Spock.  $6.95. 

Dell  Publishing  has  issued  a paperback 
edition  of  Feed  Your  Self  Right.  The 
author  is  Lendon  Smith,  M.D.,  a best- 
selling author,  internationally  known  for 
his  nutritional  guidance.  The  book  eval- 
uates all  types  of  disorders  associated  with 
each  stage  of  adulthood  and  suggests 
remedies  and  preventives  for  each  in  an 
easy-to-comprehend  manner.  $7.95. 


West  Publishing  has  a new  book, 
Medical  Proof  of  Social  Security  Disa- 
bility, written  by  Dr.  David  A.  Morton, 
a senior  medical  consultant  with  the 
Arkansas  State  Agency  for  Disability 
Determination.  Dr.  Morton  shows  what 
must  be  included  in  the  medical  record 
and  how  a claim  may  be  rejected  because 
of  wording.  He  explains  the  exact  word- 
ing of  the  official  SS  Impairment  Listings 
and  how  to  apply  them  to  the  claim.  He 
also  shows  how  a patient  may  qualify  for 
benefits  even  if  disability  fails  to  meet  any 
listing.  He  helps  to  break  down  common 
medical  terms  into  terms  that  attorneys 
and  administrators  understand  and  ar- 
ranges them  in  a glossary.  585  pages, 
$52.50. 

Care  Institute  announces  Alcohol  in 
America:  The  Price  We  Pay.  The  author 
is  Rashi  Fein,  Ph.D.,  a Harvard  Medical 
School  economist.  He  advocates  increases 
in  the  amount  of  government  and  insur- 
ance spending  on  alcoholism  prevention 
and  treatment.  He  estimates  the  cost  of 
alcohol  abuse  to  America  as  high  as  $120 
billion  per  year.  Dr.  Fein  states  that  an 
enlarged  investment  in  alcohol  treatment 
could  actually  shrink  overall  health  care 
costs.  $8.95. 


An  Ounce  of  Prevention 


Suggestion : Do  not  create  unreasonable  expecta- 
tions about  the  results  of  treatment. 

Discussion:  On  the  surface,  this  recommendation 
may  seem  to  be  a frivolous  one  since  it  could  be 
presumed  that  prudent  physicians  and  surgeons 
would  refrain  from  such  self-serving  dialogue  with 
their  patients. 

However,  contrary  to  this  logical  assumption,  an 
examination  of  claim  files  reveals  that  this  is  one 
of  the  most  frequently  made,  formal  allegations 
against  policyholders  in  certain  specialty  areas: 

• Neurosurgery:  Laminectomy — guaranteeing 
improved  athletic  abilities  or  complete  relief  from 
pain. 

Defense  recommendation  prepared  by  the  Medical  Lia- 
bility Mutual  Insurance  Company,  New  York,  N.Y. 


• Orthopedic  Surgery:  Fracture  care — guarantee- 
ing full  use  of  extremity  with  no  restriction. 

• Plastic  Surgery:  Elective  cosmetic  surgery — 
guaranteeing  a new  lease  on  life,  beauty,  etc. 

• Ophthalmology:  Cataract  surgery — guarantee- 
ing perfect  vision. 

• Ob/Gyn:  Tubal  ligations — guaranteeing  no 
further  pregnancies. 

• Urology/General  Surgery:  Vasectomy — guar- 
anteeing sterility. 

These  allegations,  whether  based  in  truth  or 
fabricated,  can  be,  if  not  eliminated,  at  least  legal- 
ly squelched  if  a doctor  maintains  meticulous  record 
of  pre-treatment  discussions  with  patients  on  the 
potential  hazards  of  each  procedure. 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  ot  the  following  infections  when  caused  by  susceptible 
strains  ot  the  designated  microorganisms 
Lower  respiratory  injections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  ot  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  lo  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  ANO  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  theretore.  it  is  important  to 
consider  ns  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
tlora  ol  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy,  appropriate  bactenologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
ot  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  * (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  m the  presence  ot 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  he  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usaoe  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  perlormed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor  ’ (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,0  20,  0 21 , and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ot  this  product  for 
use  in  infants  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ot  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  ol  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  d in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic  - Slight  elevations  in  SGOT.  SGPT  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  H in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R 


Note  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylans  j 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 

Eli  Lilly  Industries  Inc 

Carolina.  Puerto  Rico  00630 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  FIELD  REPRESENTATIVES 


Indianapolis  Office 

VERNON  E.  HOOVER,  JOHN  J.  LINDENSCHMIDT, 
and  PHILIP  R.  YOUNG 

Suite  23 7,  6100  North  Keystone  Avenue 
Mailing  Address:  P.O.  Box  20576,  Indianapolis  46220 
(317)  255-6525 


Fort  Wayne  Office 
ROBERT  B.  NEWELL 
Suite  265,  2260  Lake  Avenue 
Fort  Wayne  46805 
(219)  422-4783 
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STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIP... 

INFLUENCE  AMA  POLICY 


Participate « Influence  Organized  Medicine  • 
Participate  • Solve  Medical  Staff  Concerns  • 
Participate  * Face  Medical  Staff  Issues  • 
Participate  • Predict  Medical  Staff  Trends  • 

Participate  • 


AMA  Hospital  Medical  Staff  Section 
Fourth  Assembly  Meeting 
November  29-December  3, 1984 
Hilton  Hawaiian  Village 
Honolulu 


For  Information  Contact: 


American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 


Brand  name 
drug  or 
generic  drug? 


Your  better  judgement  is  the  best  prescription. 


It's  up  to  you,  the  doctor,  to 
decide  whether  to  prescribe 
brand  name  or  generic  drugs. 
When  you  think  generics  are  in 
the  best  interest  of  your  patients, 
Peoples  Drug  Stores  can  save 
them  up  to  50%  on  the  cost  of 
their  prescriptions. 

Peoples  is  a leader  in 
offering  generic  drugs  equivalent 


in  quality  to  brand  name  drugs. 
We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehen- 
sive generic  drug  program. 

Today  we  believe  we  stock  the 
largest  supply  of  both  brand 
name  and  generic  drugs. 

If  you  have  a question  about 
a generic  drug  or  need  any  other 
assistance  from  a Peoples 


pharmacist,  use  our  special 
unlisted  phone  number.  Each 
Peoples  Drug  Store  has  one.  It's 
given  only  to  doctors  and 
answered  only  by  our  pharma- 
cists. If  you  don’t  have  this 
number  yet,  just  call  your  nearest 
Peoples  Drug  Store  and  ask  the 
pharmacist  for  the  special 
"doctors  only”  number. 


5 r~> 

PEOPLES  DRUG 
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News  from  the  AMA 

• A special  task  force  on  professional 
liability  has  been  created  by  the  AMA 
board  of  trustees.  It  will  be  chaired  by 
James  H.  Sammons,  M.D.,  executive 
vice-president.  In  testimony  before  Con- 
gress, the  AMA  said  the  average  incidence 
of  claims  has  risen  from  3.3  per  100  physi- 
cians before  1978  to  8.0  per  100  physi- 
cians in  the  period  from  1978  to  1983. 
Trustee  James  S.  Todd,  M.D.,  said  the 
AMA’s  Committee  on  Professional 
Liability  reports  that  “no  segment  of 
litigation  has  had  a more  rapid  growth 
during  the  past  15  years  than  claims 
emanating  from  health  care.” 

• Medical  licensing  boards  will  be 
notified  by  the  AMA  when  a physician 
loses  his  license  for  incompetence.  The 
AMA  is  concerned  that  physicians  who 
have  been  found  unfit  to  practice  in  one 
jurisdiction  are  able  to  relocate  and  prac- 
tice in  another  jurisdiction  where  they 
hold  a license.  Using  the  AMA  Physician 


CME  Quiz  . . . 

CONTINUED  FROM  PAGE  823 

7.  If  parents  place  their  2-year-old  in  a 
federally  approved  booster  seat,  they  are 
violating  the  requirements  for  restraint 
of  young  child  passengers  indicated  by 
Indiana  law. 

a.  True 

b.  False 

8.  If  parents  place  their  2-year-old  in  a 
booster  seat  equipped  with  a tethered 
harness  system  in  the  back  seat  of  the  car, 
they  can  use  just  the  lap  belt  to  restrain 
the  child  in  the  seat. 

a.  True 

b.  False 

9.  You  are  told  by  parents  that  they  only 
have  a two-passenger  motor  vehicle.  The 
mother  intends  to  carry  her  newborn  in- 
fant in  her  arms  on  their  trip  home  from 
the  hospital.  They  tell  you  that  this  is  their 
only  means  of  transportation  and  that 
they  cannot  buy  another  car.  There  is  a 
fold-down  armrest  between  the  two 
bucket  seats  in  their  car.  They  ask  you 
if  they  could  use  a safety  seat  in  this  area. 
Your  best  response(s)  in  this  situation: 

a.  A safety  seat  cannot  be  installed  in 
an  area  where  there  is  no  seat  belt  and 
the  seat  back  that  the  child  faces  must 
be  padded  its  full  height. 

b.  On-lap  travel  is  extremely  dangerous 
and  places  small  infants  and  children 
in  a position  for  serious  injury  or 
death. 


Masterfile,  the  AMA  will  send  informa- 
tion on  a disciplinary  action  in  one  state 
to  all  other  states  where  the  physician  has 
held  a license. 

• The  voluntary  fee  freeze  is  supported 
by  73a/o  of  physicians,  according  to  a 
study  commissioned  by  the  AMA.  Based 
on  775  telephone  interviews  with  a ran- 
dom sample  of  physicians,  the  AMA 
estimated  that  the  one-year  halt  to  fee  in- 
creases would  save  Americans  about 
$1.41  billion. 


Asthma  Handbook 

The  American  Lung  Association,  with 
the  aid  of  a grant  from  Key  Phar- 
maceuticals, has  published  The  Asthma 
Handbook , a new  self-help  guide  for 
adults  with  asthma.  Key  will  distribute  the 
book  to  physicians  for  use  in  office  prac- 
tice. The  ALA  will  also  distribute  it  na- 
tionwide through  local  Lung  Association 
offices. 


c.  Indiana  law  requires  that  an  infant  be 
placed  correctly  in  a federally  ap- 
proved safety  seat. 

d.  At  least  for  the  ride  home  from  the 
hospital,  the  parents  should  trade  cars 
with  a relative  or  friend  that  would 
seat  more  than  two  passengers. 

e.  All  of  the  above. 

10.  Match  the  answers  below  with  the  cor- 
rect terms: 

Answers 

1.  Seats  used  for  children  from  birth  to 
40  pounds. 

2.  Straps  inside  safety  seats  that  contain 
child  in  the  seat. 

3.  Part  of  the  harness  system  that  is 
usually  a large  plastic  padded  piece 
that  protects  the  child’s  midsection. 

4.  A padded  tray  that  is  not  part  of  the 
internal  harness  system. 

5.  Seats  used  for  children  from  birth  to 
20  pounds. 

6.  Strap  that  comes  off  the  back  of  the 
seat  that  must  be  attached  to  an  an- 
chor plate  directly  behind  the  seat. 

7.  Used  on  lap-shoulder  belts  to  help 
secure  safety  seat  to  seat  of  car. 

Terms 

Armrest 

Convertible 

Tether  strap 

Infant-only 

Harness  system 

Locking  clip 

Shield 


l.u.  Sets  Up  DNA  Bank 

The  Department  of  Medical  Genetics 
at  the  I.U.  Medical  Center  campus  in  In- 
dianapolis has  established  a DNA  bank, 
the  first  of  its  kind  in  the  world. 

DNA  is  extracted  from  the  white  cells 
of  approximately  one  ounce  of  blood  I 
drawn  from  a donor’s  vein.  There  are 
more  than  3,000  known  genetic  diseases.  1 
In  order  for  medical  geneticists  to  help 
families  who  face  the  risk  of  inheriting  | 
and  passing  on  one  of  these  conditions, 
the  DNA  of  each  family  is  preserved  for 
tests  presently  available  and  for  tests  | 
discovered  in  the  future.  Each  deposit  of  I 
DNA  will  be  available  only  to  the  donor 
or  another  responsible  member  of  his  or 
her  family. 

There  are  limited  resources  for  bank- 
ing DNA  of  individuals  who  cannot  af- 
ford the  banking  costs.  The  DNA  bank 
is  supported  by  the  I.U.  School  of 
Medicine,  the  Hereditary  Disease  Foun-  i 
dation,  chapters  of  the  Huntington’s  J 
Disease  Foundation  of  America  and  a 
bequest  from  the  Lena  Marcus  Trust  of  j 
New  York  City. 


Diagnostic  Imaging  Study 

A study  recently  completed  by  the 
Medical  College  of  Wisconsin  indicates  ' 
that  under  prospective  reimbursement  the 
reduction  in  conventional  imaging  testing, 
resulting  from  the  introduction  of  CT, 
can  produce  savings  that  will  significantly  , 
offset  the  cost  of  CT  acquisition.  Such 
savings  may  allow  the  50-  to  200-bed  com- 
munity hospital  to  provide  CT  services 
at  a price  that  is  competitive  with  larger 
urban  hospitals,  according  to  a press  ‘ 
release  prepared  by  the  Medical  Systems 
Group,  General  Electric  Co.,  Milwaukee. 

The  10-month  study  of  the  diagnostic 
imaging  needs  of  a random  sample  of 
Wisconsin  community  hospitals  without 
CT  concluded  that  institutions  could 
amortize  the  capital  and  operating  costs 
of  an  advanced  CT  scanner  by  providing 
just  over  900  procedures  a year  and  charg- 
ing about  $300  per  examination. 

The  in-depth  study,  which  covered 
eight  of  49  Wisconsin  hospitals  in  the  50- 
to  200-bed  range  that  have  more  than 
2,000  admissions  per  year,  was  aimed  at 
helping  the  medium  size  community 
hospital  to  more  effectively  plan  to  meet  , j 
its  diagnostic  imaging  needs. 
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DES  Daughter  Loses  Suit 

A diet hylstilbest rol  manufacturer  was 
entitled  to  a directed  verdict  in  a product 
liability  action,  a federal  trial  court  in 
South  Dakota  has  ruled. 

In  an  action  by  a DES  daughter,  the 
manufacturer  moved  for  a directed  ver- 
dict on  the  ground  that  the  patient  had 
no  evidence  that  it  knew  of  the  adverse 
reaction  in  1949  when  her  mother  took 
the  drug. 

Granting  the  motion  for  a directed  ver- 
dict, the  trial  court  said  the  manufacturer 
had  no  duty  to  warn  of  adverse  reactions 
it  did  not  know  of  or  should  not  have 
foreseen. — McEthaney  v.  Eli  Lilly  & 
Company , 575  F.  Supp.  228  (D.C.,  S.D., 
Nov.  25,  1983). 

(A  previous  decision  in  this  case  was 
reported  by  the  AM  A in  The  Citation, 
Vol.  49,  No.  2,  p.  20.) 

Drug  Overdose  Treatment 

Activated  charcoal,  taken  by  mouth, 
is  reported  to  function  as  an  effective 
treatment  for  drug  overdose.  A recent  ar- 
ticle in  JAMA  told  of  a young  woman 
who  had  ingested  large  doses  of  ter- 
butaline  sulfate  and  theophylline.  The 
serum  theophylline  half-life  fell 
significantly  after  administration  of  oral 
activated  charcoal,  50  g,  every  six  hours. 


Alcoholism  Retreat 

Koala  Centers,  alcohol  and  drug  abuse 
treatment  centers  in  Lebanon  and  Col- 
umbus, will  sponsor  a two-day  retreat 
Oct.  20-21  with  Claudia  Black  for  adult 
children  of  alcoholics.  It  will  be  at  the 
Holiday  Inn  in  Columbus. 

Ms.  Black,  a nationally  known  lecturer 
and  television  personality,  is  the  author 
of  It  Will  Never  Happen  to  Me  and  My 
Dad  Loves  Me — My  Dad  Has  a Disease. 

For  information,  call  Ron  Brown  at 
(317)  844-7070  or  Candace  Backer  at 
(812)  376-1711. 

Cigarette  Safety  Act 

The  House  of  Representatives  passed 
H.R.  1880,  the  Cigarette  Safety  Act,  on 
Aug.  6.  The  Senate  has  before  it  a similar 
measure,  S.  1935. 

The  House  bill  establishes  an  Inter- 
agency Committee  to  oversee  the  work 
of  a technical  group  that  will  study  ways 
to  develop  a cigarette  with  a “minimum 
propensity  to  ignite  upholstered  furniture 
or  mattresses.” 

More  than  60,000  residential  fires  a 
year  are  attributed  to  cigarettes,  and 
cigarette-ignited  fires  resulted  in  more 
than  2,100  deaths  in  1981,  making 
cigarettes  the  number  one  cause  of  fire 
deaths  in  the  United  States. 


Humanitarian  Award 
Created 

The  directors  of  Reid  Memorial 
Hospital,  Richmond,  have  established  an 
award  recognizing  unusual  contributions 
to  health  care  by  a physician. 

The  Rhoads  Humanitarian  Award  is 
named  for  Dr.  Paul  S.  Rhoads,  director 
of  medical  education  at  the  hospital. 

The  honoree  must  be  a resident  of 
Reid’s  service  area  and  meet  at  least  one 
of  nine  specified  criteria.  These  achieve- 
ments include  serving  as  an  example  of 
humanitarianism  in  medicine,  providing 
leadership  and  increasing  public  under- 
standing of  health  care. 

‘Law  for  the  Medical  Office’ 

The  American  Association  for  Medical 
Assistants  has  published  “Law  for  the 
Medical  Office”  and  a workbook  to  ac- 
company the  text.  “Law  for  the  Medical 
Office”  is  a comprehensive  introduction 
to  a complete  subject.  Suitable  for  both 
home  study  and  classroom  learning,  it  is 
a complete  course,  composed  of  a text 
and  workbook  with  two  self-scoring 
examinations. 

For  complete  information  in  regard  to 
price  schedules  for  the  two  books,  write 
the  Association  at  20  N.  Wacker  Drive, 
Chicago  60606,  or  phone  (312)  899- 1 500. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  recipients 
of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Educa- 
tion hours  earned,  and  is  acceptable  proof  in  most  states 
requiring  CME  in  re-registration  that  the  mandatory 
hours  of  CME  have  been  accomplished. 


Atassi,  Bassem,  Merrillville 
Boyd,  Carl  R.,  Logansport 
Brillhart,  James  R.,  Indianapolis 
Brown,  Earl  R.,  Indianapolis 
Coutz,  Marla,  Cicero 
Cowen,  Richard  L.,  Evansville 
Eastlund,  Marvin  E.,  Fort  Wayne 
Echsner,  Herman  J.,  Columbus 
Engel,  Howard  R.,  South  Bend 
Fortuna,  Frank  W.,  Beech  Grove 
Graf,  Russell  E.,  Syracuse 


Gregory,  David  L.,  Columbus 
Harper,  James  W.,  East  Chicago 
Haswell,  John  N.,  Vincennes 
Kephart,  Stewart  B.,  Bluffton 
Ko,  Benny  S.,  Terre  Haute 
Larson,  Michael  S.,  Munster 
Lee,  Lorin  L.,  Indianapolis 
Marley,  Carma  M.,  Indianapolis 
Marquinez,  A.  A.,  East  Chicago 
Mason,  Earl  J.,  Gary 
Matherly,  Ryan  D.,  Elkhart 


Miranda,  Conrado  R.,  Winchester 
Morone,  Ralph  P.,  Indianapolis 
Patel,  Shodhan  L.,  Munster 
Patel,  Suresh  M.,  Connersville 
Pierce,  Gene  S.,  Floyds  Knobs 
Pierce,  William  J.,  Merrillville 
Shah,  P.  N.,  Fort  Wayne 
Silvers,  L.  M.,  N.  Manchester 
Stegemoller,  Ronald  K.,  Danville 
Ungemach,  Willo  F.,  Fort  Wayne 
Zia-Borhan,  M.  A.,  Bedford 
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Here  and  There 

Dr.  Michael  Burnley  of  Evansville  has 
been  certified  by  the  American  Board  of 
Emergency  Medicine. 

Dr.  John  E.  Joyner,  an  Indianapolis 
neurological  surgeon,  has  been  elected 
board  chairman  of  the  National  Medical 
Association. 

I)r.  Ray  L.  Henderson  of  Indianapolis 
has  been  elected  chairman  of  the  National 
Medical  Association’s  Internal  Medicine 
Section. 

Dr.  Harry  A.  Mahannah,  a Muncie 
psychiatrist,  participated  in  a panel 
discussion  on  “The  Role  of  the  Mental 
Health  Expert  in  Custody  Disputes”  dur- 
ing a recent  seminar  in  Columbus. 

Dr.  Glen  A.  Brunk,  a Carmel  urologist, 
discussed  methods  of  treating  sexual 
dysfunction  during  an  August  meeting  of 
the  Hendricks  County  Hospital  Ostomy 
Club. 

Dr.  James  A.  Crossin  of  Indianapolis 
has  been  elected  president  of  the  Indiana 
Chapter,  American  College  of  Surgeons, 
for  1984-85;  Dr.  Joe  G.  Jontz  of  Fort 
Wayne  is  president-elect,  and  Dr.  Robert 
E.  Lempke  of  Columbus  is  secretary- 
treasurer. 

Dr.  Ara  V.  Dumanian  of  Hammond 
discussed  coronary  artery  surgery  during 
a July  meeting  of  the  Michigan  City 
Mended  Hearts  Club. 

Dr.  Anthony  J.  Cossell  of  Noblesville 
was  guest  speaker  at  the  August  meeting 
of  the  Riverview  Hospital  Cardiac  Club. 


“I  wonder  where  the  people  who  claim 
there  is  a surplus  of  doctors  got  their 
information.” 


Dr.  Wallace  R.  Van  Den  Bosch, 

medical  director  of  the  Alzheimer’s 
disease  detection  program  at  Caylor- 
Nickel  Medical  Center,  Bluffton,  ad- 
dressed the  clinic’s  newly  formed  support 
group  in  August. 

Dr.  Franklin  D.  Wilson,  an  Indiana- 
polis orthopedic  surgeon,  led  the  discus- 
sion during  an  August  sports  medicine 
seminar  in  Indianapolis. 

Dr.  John  G.  Mathis  and  Dr.  V incent 
C.  Scuzzo  of  South  Bend  addressed  a July 
meeting  in  South  Bend  of  the  Michiana 
Chapter,  National  Foundation  for  Ileitis 
and  Colitis. 

Dr.  John  E.  Gilliland  of  Franklin 
discussed  his  experiences  in  Honduras  as 
a member  of  a traveling  medical  teaching 
team  during  an  August  meeting  of  the 
Franklin  Lions  Club. 

Dr.  Raymond  J.  Doherty  of  Merrillville 
discussed  adolescent  alcohol  and  drug 
abuse  during  a July  community  awareness 
seminar  sponsored  by  the  Alcoholism  In- 
stitute of  The  Methodist  Hospitals. 

Dr.  David  S.  Batt,  an  Indianapolis 
rheumatologist,  discussed  arthritis  dur- 
ing a July  health  forum  at  Anderson 
College. 

Dr.  King  S.  Jones  of  Michigan  City 
received  a Distinguished  Service  Award 
from  his  alma  mater,  Howard  University, 
during  the  recent  annual  meeting  of  the 
National  Medical  Association.  (He  was 
winner  of  ISMA’s  1981  Physician  Com- 
munity Service  Award.) 


Third  Generation  Doctor 

When  Dr.  Paul  Siebennrorgen ’s 
daughter  became  his  family  practice 
associate  in  July,  it  marked  the  first  time 
one  family  has  provided  three  consecutive 
generations  of  physicians  to  Terre  Haute. 

Dr.  Susan  Siebenmorgen  Amos,  a 1981 
graduate  of  the  I.U.  School  of  Medicine, 
joined  her  father  in  the  practice  of  fam- 
ily medicine  this  summer  after  completing 
a three-year  residency  at  Terre  Haute’s 
Union  Hospital. 

Her  father.  Dr.  Paul  Siebenmorgen, 
chairman  of  the  ISMA  Board  of  Trustees, 
entered  practice  in  Terre  Haute  with  his 
father,  the  late  Dr.  Louis  Siebenmorgen, 
in  1946. 

Dr.  Amos’  husband  Kenneth  is  a safety 
engineer  for  the  Meridian  Insurance  Co. 


Dr.  J.  Winston  Harper  of  East  Chicago 
served  as  volunteer  team  physician  for  the 
10  members  of  the  Guyana  squad  who 
participated  in  the  1984  Olympics,  held 
in  Los  Angeles  this  summer. 

Dr.  Ronald  Hamaker  of  Indianapolis 
discussed  “Intraoperative  Radiation 
Therapy”  at  the  International  Conference 
on  Head  and  Neck  Cancer  in  Baltimore 
in  July;  he  also  participated  in  a panel 
discussion  on  “Management  of  the  N, 
Neck.” 

Auto  Occupant  Safety 

The  AMA  has  announced  it  is  pleased 
that  the  Dept,  of  Transportation  has 
issued  a final  rule  concerning  automobile 
occupant  protection. 

Under  this  rule,  the  DoT  has  decided 
to  require  automatic  occupant  protection 
systems  (such  as  airbags  or  passive  in- 
teriors) in  all  passenger  automobiles, 
based  on  a phase-in  schedule  beginning 
Sept.  1,  1986.  The  schedule  remains  in 
place  unless,  before  April  1,  1989,  two- 
thirds  of  the  U.S.  population  is  covered 
by  mandatory  seat  belt  use  laws  that  meet 
specific  conditions. 

Recently,  the  AMA  reaffirmed  its 
policy  that  supports  mandatory  seat  belt 
use  laws.  It  also  supports  mandated  child 
passenger  restraint  laws,  legislative  action 
to  promote  availability  of  effective  seat 
belts  in  all  school  buses,  and  legislative 
action  to  promote  availability  of  effec- 
tive seat  belts  in  all  motor  vehicles  in 
public  use,  including  such  conveyances  as 
buses  and  taxi  cabs. 


“The  computer  gives  you  two  choices:  You 


can  go  to  a diet — or  go  to  pot!” 
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New  ISMA  Members 

The  following  physicians  were  wel- 
comed in  July  as  new  members  of  the  In- 
diana State  Medical  Association: 
Michael  D.  Aja,  M.D.,  Indianapolis, 
therapeutic  radiology 
Robert  B.  Bradfield,  M.D.,  Indiana- 
polis, therapeutic  radiology 
Sue  E.  Braunlin,  M.D.,  Indianapolis, 
anesthesiology 

David  W.  Brewer,  M.D.,  Evansville, 
family  practice 

Chester  R.  Burkett,  M.D.,  Poseyville, 
family  practice 

Stephen  D.  Coon,  M.D.,  Indianapolis, 
therapeutic  radiology 
Daniel  P.  DeCamp,  M.D.,  Green- 
wood, family  practice 

Donald  E.  Duggan,  M.D.,  Beech 
Grove,  family  practice 
Michael  W.  French,  M.D.,  Indiana- 
polis, neurology 

Latif  M.  Hamed,  M.D.,  Indianapolis, 
ophthalmology 

David  A.  Fleck,  M.D.,  Indianapolis, 
orthopedic  surgery 


Marshall  E.  Hicks,  M.D.,  Indiana- 
polis, radiology 

Stephen  P.  Hollenberg,  M.D.,  Elkhart, 
obstetrics  and  gynecology 

Verlin  T.  Houck,  M.D.,  Nappanee, 
family  practice 

Richard  W.  Jackson,  M.D.,  Beech 
Grove,  orthopedic  surgery 

§ 
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Douglas  Jensen,  M.D.,  Elkhart,  otor- 
hinolaryngology 

Walter  C.  Johantgen,  Jr.,  M.D.,  Indi- 
anapolis, anesthesiology 

Alan  H.  Johnson,  M.D.,  Evansville, 
orthopedic  surgery 

Erica  P.  Juergens,  M.D.,  Beech  Grove, 
family  practice 


3-Year  Accreditation 

The  CPC  Valle  Vista  Hospital  in 
Greenwood  has  been  granted  a three-year 
accreditation  by  the  Joint  Committee  on 
Accreditation  of  Hospitals.  The  hospital 
is  devoted  to  treatment  of  psychiatric  ill- 
nesses and  chemical  dependencies  in 
adults  and  adolescents. 

White  House  Fellowships 

The  application  period  is  now  open  for 
the  White  House  Fellowship  program, 
designed  to  provide  gifted  and  highly 
motivated  Americans  with  first-hand  ex- 
perience in  government  and  leadership. 

U.S.  citizens  are  eligible  to  apply  dur- 
ing the  early  and  formative  years  of  their 
careers.  There  are  no  basic  educational 
requirements  and  no  special  career  or  pro- 
fessional categories.  Employees  of  the 
federal  government  are  not  eligible,  with 
the  exception  of  career  military  personnel. 

During  a one-year  assignment  in 
Washington,  fellows  serve  as  special 
assistants  to  Cabinet  secretaries  or  senior 
members  of  the  White  House  staff  In  ad- 


dition, they  participate  in  an  extensive 
educational  program  that  includes 
seminars  with  top  government  officials, 
leading  scholars,  journalists  and  private 
sector  leaders. 

Application  forms  and  additional  in- 
formation can  be  obtained  from  the 
President’s  Commission  on  White  House 
Fellowships,  712  Jackson  Place,  N.W., 
Washington,  D.C.  20503— (202)  395-4522. 
Applications  must  be  postmarked  no  later 
than  Dec.  1,  1984. 


DRG  Physician  Guide 

The  Greater  Cleveland  Hospital 
Association  has  published  Case  Approach 
to  DRG  Assignment:  A Guide  for  Physi- 
cians. The  booklet  was  prepared  to  assist 
physicians  in  understanding  and  dealing 
with  DRG  assignment,  and  is  recom- 
mended to  ISMA  members. 

Prices:  1 to  24  books  are  $12.50  each 
plus  $3  postage  and  handling,  25  to  50 
books  are  $10  each  plus  lot  shipping 
charge,  51  books  or  more  are  $9  each  plus 
lot  shipping  charge.  Make  check  payable 


Phyllis  Martin-Simmerman,  M.D., 
Lafayette,  diagnostic  radiology 

Freeman  Miller,  M.D.,  Goshen,  ortho- 
pedic surgery 

Richard  O.  Oni,  M.D.,  Gary,  ortho- 
pedic surgery 

Stephen  G.  Pappas,  M.D.,  Indiana- 
polis, neurology 

Lana  K.  Patch,  M.D.,  Beech  Grove, 
family  practice 

Jack  C.  Siebe,  M.D.,  Gary,  family 
practice 

Brett  A.  Stephens,  M.D.,  Indianapolis, 
diagnostic  radiology 

Stanley  D.  Strycker,  M.D.,  Milford, 
family  practice 

Michael  A.  Strzelecki,  M.D.,  South 
Bend,  unspecified 

Christine  Tsolakos,  M.D.,  Plainfield, 
family  practice 

James  R.  VanCuren  II,  M.D.,  Goshen, 
obstetrics  and  gynecology 

Kolala  Vasudevamurthy , M.D., 
Marion,  internal  medicine 

Thomas  R.  Vidic,  M.D.,  Elkhart, 
neurology 


to  The  Center  for  Health  Affairs,  Greater 
Cleveland  Hospital  Association,  1226 
Huron  Road  at  Playhouse  Square,  Cleve- 
land, Ohio  44115,  Attn:  Management 
Services  Division.  Phone  number  is:  (216) 
696-6900. 


“I  strongly  recommend  this  company.  It 
has  just  undergone  major  surgery  and, 
unless  complications  set  in,  should  be  back 
on  its  feet  within  the  year.” 
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PHYSICIANS'  DIRECTORY 


CARDIOLOGY 


INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Abdel  A.  Zeni,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(31  7)  359-3501  PHYSICIAN  REFERRAL  ONLY 


1 500  Albany  Street 
Suite  #912 

Beech  Grove,  Indiana  46107 
(31  7)  786-921  1 


PERIPHERAL 

COLON  AND  RECTAL 

VASCULAR  SURGERY 

SURGERY 

AUSTIN  L.  GARDNER,  M.  D.,  F.A.C.S. 
MALCOLM  B.  HERRING,  M.  D.,  F.A.C.S. 

AND 

DANIEL  R.  LeGRAND,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

DAVID  L.  MADISON,  M.D. 

FOR  THE  PRACTICE  OF 
VASCULAR  SURGERY 

AT 

8402  HARCOURT  ROAD,  SUITE  613 

INDIANAPOLIS,  INDIANA  46260 
OFFICE  HOURS  BY  APPOINTMENT 
TELEPHONE  (31  7)  872-4129 


W.  M.  KENDRICK,  M.D. 

G.  A.  DONNALLY,  M.D. 

R.  JAMES  WILSON,  M.D. 

Certified:  International  Board  of  Proctology 

Practice  limited  to  Colonscopy, 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-1160 

(JCAH  Accredited) 
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PHYSICIANS'  DIRECTORY 

PLASTIC  SURGERY 

ALCOHOLISM 

TREATMENT 

PLASTIC  & HAND  SURGERY  CLINIC,  INC. 

1944  N.  Capitol  Ave.  Indianapolis  46202 

"An  office  surgery  facility” 

HAROON  M.  QAZI,  M.D.,  F.A.C.S. 
Diplomate,  American  Board  of  Plastic  Surgery 
Phone:  317-923-4822 317-926-3466 


PSYCHIATRY 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634-9930 

James  R.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 

Larry  M.  Davis,  M.D.  George  McAfee,  M.D. 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 

Emergency  Psychiatric  Availability  24  Hours  a Day 


JOHN  J.  SAALWAECHTER,  M.D. 
BEN  H.  PARK,  M.D. 
RITCHIE  COONS,  M.D. 
DAVID  L.  PHILLIPS,  M.D. 
MICHAEL  J.  CHADWICK,  M.D. 
DAVID  L.  GREGORY,  M.D. 
JAMES  R.  DAVIS,  M.D. 
LARRY  M.  DAVIS,  M.D. 

Individualized  Treatment 
for  Alcoholism/Drugs 


Men  — Women  — Adolescents 


1711  Lafayette  Avenue 
Lebanon,  Indiana  46052 
(317)  482-3711 

2223  Poshard  Drive 
Columbus,  Indiana  47202 
(812)  376-1711 

8925  N.  Meridian  St. 
Indianapolis,  Indiana  46260 
(317)  848-7666 


4307  E.  Third  St. 


Bloomington,  Indiana  47401 
(812)  333-3012 


428  S.  Washington  St. 
Suite  347 

Marion,  Indiana  46952 
(317)  668-7067 


Douglas  Bullington,  M.D. 


Program  Director 


COUNTERPOINT  CENTER 

at  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46142 
31  7/887  1 348 


• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-a-day 
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CARDIOLOGY 

DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 

MICHAEL  L.  SMITH,  M.D.  DENNIS  K.  DICKOS,  M.D. 

CASS  A.  PINKERTON,  M.D.  JOHN  D.  SLACK,  M.D. 

JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 

JANE  HOWARD,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 


ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  413 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


TELEPHONE  (317)  875-9316 
(TOLL-FREE)  800-732-1482 
DAY  OR  NIGHT 
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INTERNAL  MEDICINE 

CLINICAL,  ANATOMIC 
PATHOLOGY 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 


Thomas  Wm.  Alley.  M D , FACP 
George  W Applegate,  M.D 
Charles  B.  Carter,  M.D. 

William  H.  Dick.  M D . FACP 


Theodore  F.  Hegeman,  M.D. 
Douglas  F Johnstone.  M.D. 
Wendy  L.  Kindig,  M D 
LeRoy  H King.  Jr..  M.D  , FACP 


Mary  A.  Margolis.  M D 

1633  N.  Capitol,  #722,  Indianapolis  46202  Ph:  317-926-0757 


By  Physician  Referral 

Answering  Service  926-3466 

CLINICAL  NEPHROLOGY,  RENAL  TRANSPLANTATION,  HEMO- 
DIALYSIS, PERITONEAL  DIALYSIS,  HYPERTENSION,  FLUID  AND 
ELECTROLYTE  IMBALANCE,  CRITICAL  CARE. 


MERIDIAN  MEDICAL  GROUP,  INC. 

3130  North  Meridian  Street 
P.  O.  Box  88273 
Indianapolis,  Indiana  46208 
(317)  927-1221 


CARDIOLOGY 

Richard  M.  Nay,  M.D.  927-1212 
Warren  E.  Coggeshall,  M.D  927-1217 
Richard  R.  Schumacher.  M.D. 927-1247 
Martin  R See,  M.D.  927-1299 

GASTROENTEROLOGY 

Robert  D.  Pickett.  M.D  927-1242 
Lee  G.  Jordan.  M.D  927-1263 
Martin  P.  Meisenheimer.  M.D  927-1220 
John  C Kohne,  M D 927-1295 

HEMATOLOGY-ONCOLOGY 

James  E Schroeder.  M.D  927-1245 
Frank  A.  Workman.  M.D  927-1269 

INFECTIOUS  DISEASES 

Michael  Zeckel.  M D 927-1273 
Thomas  G.  Slama,  M.D  .8424  Naab  Road 
Robert  L Baker,  M.D.  927-1283 

PULMONARY  DISEASES 

Michael  R Niemeier.  M.D.  927-1310 


INTERNAL  MEDICINE 


Hunter  A.  Soper,  M.D. 

927-1253 

Douglas  H.  White.  Jr , M.D. 

927-1256 

B T.  Maxam.  M D 

927-1239 

Michael  B DuBois.  M.D 

GERIATRICS 

927-1222 

Patricia  K.  Hendershot.  M.D 

927-1240 

Douglas  J Moeller,  M.D. 

927-1278 

Timothy  J.  Story.  M.D 

927-1268 

John  F.  Schaefer.  Jr..  M.D. 

927-1300 

METABOLISM  & 

ENDOCRINOLOGY 

William  M.  Holland,  M.D 

927-1235 

NEUROLOGY 

EEG  & EMG  LAB 

Norman  W.  Oestrike,  M.D 

927-1359 

Charles  E Rehn.  M.D. 

927-1377 

John  R.  Scott.  M.D 

927-1350 

Bradford  R.  Hale.  M.D. 

PEDIATRICS 

927-1274 

Robert  J.  Alonso,  M.D. 

927-1340 

Michael  W French.  M.D. 

927-1343 

The  Medical  Laboratory 

of  Drs  Thornton  Hoymond  Costm  Buehl 
Bolinger  Warner  McGovern  McClure  Hooker 


5940  West  Raymond  Street,  Indianapolis,  Indiana  46241 

Phone:  (317)  248-2448 


COMPLETE  LABORATORY  SERVICES 


H.  C Thornton,  M.D.  (1  902-1  978) 
J.  L.  Haymond,  M.D  , F.C.A.P 
R.  L.  Costin,  M.D.,  F.C.A  P. 

I A . Buehl,  M D.,  F.C.A.P 
G.  L Bolinger,  F.C.A.P 
T.  M Warner,  M.D.,  F.C.A.P 
F D McGovern,  Jr.,  M.D.,  F.C.A  P 
R.  O.  McClure,  M.D.,  F.C.A.P 
R P Hooker,  M D.,  F.C.A.P 


• MICROBIOLOGY 

• SEROLOGY 

• CHEMISTRY 

• SURGICAL  PATHOLOGY 

• HEMATOLOGY 
» COAGULATION 

• FORENSIC 

• CYTOLOGY 

• EKG 

• VETERINARY  PATHOLOGY 

• TOXICOLOGY 

• HOUSE  CALL  PHLEBOTOMY 

• COURIER  SERVICES 


CLINICAL  AND  ANATOMIC  PATHOLOGY 


RHINOLOGY 


By  appointment  only  317-359-9636 

CARL  B.  SPUTH,  M.D. 

Diseases  & Surgery  of  Nose  & Sinuses 
Plastic  Surgery  of  the  Nose 
Nasal  Allergy,  Rhinomanometry 

5506  E.  16th  St  Indianapolis  46218 
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MEMORIAL  CLINIC  OF  INDIANAPOLIS 

3266  North  Meridian  Street 
P.O.  Box  88380 
Indianapolis,  Indiana  46208 


Joseph  E.  Walther,  M.D. 

Medical  Director 

CARDIOLOGY/ELECTROPHYSIOLOGY 

Peter  R.  Foster,  M.D. 

John  R.  Kindig,  M.D. 

Michael  E.  Lapp,  M.D. 

Douglas  E.  Pitts,  M.D. 

HEMATOLOGY-ONCOLOGY 

Fred  O.  Butler,  M.D. 

Raymond  E.  Markham,  Jr.,  M.D. 

INTERNAL  MEDICINE 

Harold  F.  Burdette,  M.D. 

Robert  Flanders,  Jr.,  M.D. 

Bruce  M.  Goens,  M.D. 

Thomas  L.  Hutchinson,  M.D. 

Thomas  J.  Petrin,  M.D. 

Stephen  H.  Pollom,  M.D. 

Gregory  A.  Spurgin,  M.D. 

SURGERY 

Jerremy  M.  Ramp,  M.D. 


SATELLITE  OFFICES: 

3850  Shore  Drive,  Suite  205 
495  Westfield  Road,  Noblesville 
8424  Naab  Road,  Suite  1 -J 
1604  N.  Capitol  Avenue 
5502  E.  16th  Street,  Suite  35 
202  Meadows  Drive,  Danville 


FOR  ALL  OFFICES  CALL  (317)  924-6131 
BY  APPOINTMENT  ONLY 


Raymond  A.  Carucci 
Executive  Director 

GASTROENTEROLOGY 

Robert  H.  Bishop,  M.D. 

W.  Michael  McCune,  M.D. 

Robert  J.  Whitmore,  M.D. 

INFECTIOUS  DISEASES 

Scott  C.  Bruins,  M.D. 

PULMONARY/ALLERGY/CRITICAL  CARE 

David  B.  Cook,  M.D. 

Ramon  S.  Dunkin,  M.D. 

Mason  R.  Goodman,  M.D. 

Douglas  J.  Horton,  M.D. 

Barton  J.  Rusk,  M.D. 

Robert  A.  Strawbridge,  M.D. 

Frederick  A.  Tolle,  M.D. 

RADIOLOGY 

Norman  D.  Gardner,  M.D. 

NUCLEAR  CARDIOLOGY/MEDICINE 

James  D.  Schroering,  M.D. 

Ronald  I.  Veatch,  M.D. 
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ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Byram  Gates  Middleton  House, 
listed  on  the  National  Registry  of  Historic  Places 

1828  North  Illinois  Street 
Indianapolis,  Indiana  46202 


Laurence  H.  Bates,  M.D., 
William  M.  Dugan,  Jr.,  M.D., 
Redmond  P.  Hogan,  III,  M.D., 
Deborah  S.  Provisor,  M.D., 
Gregory  W.  Smith,  M.D. 

ADULT  AND  PEDIATRIC 
ONCOLOGY  - HEMATOLOGY 

Telephone  317-927-5770  24  hours 
Appointments:  317-927-5774 

TOLL  FREE:  1-800-ONC-HEME 
(662-4363) 

Physician  Referral  Only 


Attention  Indiana  Physicians 


The  Physicians'  Directory  is  the  most  ethical 
and  professional  method  of  announcing  specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours,  and  telephone 
number  for  the  convenience  of  colleagues  in 
referring  patients. 

The  title  of  diplomate  of  a specialty  examin- 
ing board,  a requirement  for  admission  to  the 
Directory,  offers  its  assurance  of  qualifications, 
whether  listed  or  not. 


Family  physicians  may  announce  office 
schedules  that  are  reciprocally  staggered  in 
order  to  provide  access  to  evening  and  weekend 
and  holiday  medical  service. 

In  addition  to  providing  benefits  to  physicians, 
the  Directory  is  a practical  means  of  providing 
financial  support  for  Indiana  Medicine 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  Directory 
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FAMILY  PRACTICE:  Opportunity  available  through 
1 984  at  Ohio's  Celina  Medical  Center  (a  lakeside 
recreational  and  industrial  community  setting). 
Well  established  patient  base  with  good  growth 
potential.  Modern,  well  equipped  office  building 
and  support  staff  provided.  Guaranteed  income 
with  excellent  fringe  benefits  through  a 55-phy- 
sician multispecialty  group  practice.  Contact:  H. 
Charles  Smith,  M.D.,  Medical  Director,  Caylor- 
Nickel  Medical  Center,  One  Caylor-Nickel  Square, 
Bluffton,  Ind.  46714-1219)  824-3500,  Ext. 
6300. 

GENERAL/FAMILY  PRACTICE,  Southern  Cali- 
fornia — CIGNA  Healthplans  of  California  has  over 
28  facilities  in  Los  Angeles  and  Orange  Counties 
and  more  than  350,000  members.  Our  370  full- 
time physicians  enjoy  a personal  patient  popula- 
tion and  continuity  of  care.  Significant  growth  has 
created  opportunities  for  experienced  specialists 
and  General  and  Family  Practitioners  to  join  our 
professional  team  and  share  in  our  excellent  com- 
pensation and  benefits  package.  For  more  infor- 
mation send  curriculum  vitae  to  Director/Physician 
Recruitment:  CIGNA  Healthplans  of  California, 
700  N.  Brand  Blvd. , Suite  500,  Glendale,  CA 
91203. 

EMERGENCY  AND  FAMILY  PRACTICE  oriented 
physician  wanted  to  staff  a minor  emergency 
walk-in  center.  Salary  and  benefits  negotiable.  Op- 
tion of  part  ownership.  Located  50  miles  from  In- 
dianapolis in  a cooperative  and  progressive 
medical  community.  Call  or  write  James  E.  Whit- 
field, M.D.,  3109  W.  Sycamore,  Kokomo,  Ind. 
46901  -1317)  457-8381. 


RENT  LUXURIOUS  FLORIDA  condominium  Hut- 
chinson Island.  Two  bedroom,  two  bath.  Golf,  ten- 
nis, pool,  private  beach.  Call  Tom  Stayton,  (317) 
636-4535. 

GENERAL  SURGEON -Board  certified  or  Board 
eligible.  To  join  eight-member  family  practice 
medical  center.  Have  full-time  radiologist.  Major 
specialties  consult  on  regular  basis.  Located  at  In- 
ternational Falls  in  northern  Minnesota.  Near 
Voyageurs  National  park.  Year  around  outdoor 
recreation  abounds.  Served  by  major  airline. 
Population  20,000.  Send  curriculum  vitae  to  Dr. 
James  R.  Schuft,  Falls  Medical  Center, 
Shorewood  Drive,  International  Falls,  Minn. 
56649. 

WANTED:  Physician  for  a new  convenient  care 
facility  in  large  midwestern  community.  Experi- 
ence in  family  practice  or  emergency  medicine. 
Competitive  salary  and  benefits,  flexible  schedule. 
Reply  in  confidence  to:  Box  1631,  Marion,  Ind. 
46952. 

MEDICAL  DIRECTOR -Opportunity  for  physician 
with  experience  in  medical  group  practice  ad- 
ministration to  join  established  HMO  in  Madison, 
Wisconsin.  Group  Health  serves  29,000  patients 
with  its  staff  of  20  physicians  and  total  staff  of 
180.  Excellent  salary  and  benefit  program.  This 
represents  a rewarding  opportunity  to  develop  or 
progress  your  career  in  medical  administration. 
Contact:  John  Mueller,  Group  Health 

Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-41  56. 


OB/GYN  -Group  Health  Cooperative  has  1984 
opening  for  Board  certified  eligible  obstetrician 
and  gynecologist.  GHC  is  an  established,  rapidly 
expanding  HMO.  Staff  enjoy  a stable  salary  plus 
excellent  benefit  program  including  5-6  weeks  of 
time  off  plus  $3,000  CME  funding.  Madison  is 
a city  of  200,000  population;  University  of 
Wisconsin;  and  4 lakes.  Contact:  John  Mueller, 
Group  Health  Cooperative,  1 South  Park  St., 
Madison,  Wisconsin  5371  5-1608)  251-41  56. 

EMERGENCY  CENTER  PH YSICIAN  - Expanding 
group  of  minor  emergency  centers  in  southern  In- 
diana. Prefer  experience  in  Family  Practice  or 
Emergency  Medicine.  Salary  and  benefits  com- 
petitive. Reply  in  confidence  to:  INDE,  Box  1631, 
Marion,  IN  46952. 

CARDIOLOGIST : Opportunity  to  practice  cardiol- 
ogy with  well  established  practice  conveniently 
located  to  a large  teaching  hospital.  Duties  include 
supervising  and  interpreting  Treadmills,  Holter 
monitors,  2D  and  M-Mode  Echocardiography  per- 
formed in  office,  patient  examinations,  hospital 
rounds  and  cardiac  catheterizations.  Abilities  to 
do  streptokinase  and/or  angioplasty  desirable.  Ex- 
cellent beginning  salary  and  fringe  benefits. 
Located  in  Pennsylvania.  Reply  with  C-V  to  Car- 
diologists, Ltd.,  p.c.,  Mellon  Pavilion,  4815  Liberty 
Ave.,  Pittsburgh,  PA  1 5224. 

FAMILY  PRACTICE-INDUSTRIAL  MEDICINE-A 
balanced  practice  awaits  you  in  beautiful  S.E. 
Wisconsin.  Associate  needed  to  share  this  rapidly 
growing  practice.  Contact  Westmound  Clinics, 
683  Westmound,  Waukesha,  Wl  531 86  — (41 4) 
549-9100. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  nor- 
thwestern Indiana.  Contact  Dr.  Daniel  Philipsborn 
at  (31  2)  248-5557. 

B.E.,  B.C.  FAMILY  PRACTITIONER  to  join  a busy 
family  practice  in  Indiana.  Close  to  large  city 
medical  center  20  miles  away.  Send  resume  to 
Dr.  V.  N.  Goel,  296  Hidden  Valley  Drive, 
Lawrenceburg,  Ind.  47025. 

EMERGENCY  MEDICINE  Position  Available 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  Hobart  and 
Gary,  Indiana.  Contact  Dr.  Cornelius  Arnold  at 
(312)  747-71  1 5. 
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Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Only  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  of  a truly  commercial  nature  (e.g.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  for  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Box  numbers  are  not  available. 

Charges: 

Indiana  physicians 25C/word  ($5  min) 

Out-of-state  physicians 35C/word  ($7  min) 

Hospitals/health  care  facilities  50e/word  ($10  min) 

Realtors/commercial  recruitment 

and  all  others 75e/word  ($15  min) 

Deadline:  First  working  day  of  month  preceding  month  of  publication. 

Payment  Procedure:  Payment  in  advance  is  not  required.  Invoices  and  tearsheets 
are  mailed  to  advertisers  upon  publication.  Indiana  Medicine  is  issued  on  the  10th  of 
each  month. 

Address:  Indiana  Medicine,  3935  N.  Meridian  St.,  Indianapolis,  Ind.  46208. 
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EMERGENCY  PHYSICIAN  needed  to  join  career 
oriented  physicians  staffing  a 250-bed  hospital. 
New  emergency  room  under  construction  with  an 
expected  growth  of  the  current  18,000  annual 
emergency  visits.  Competitive  income  based  on 
fee-for-service  arrangement.  Less  than  one  hour 
from  Indianapolis.  Contact  David  R.  Gettle,  M.D., 
St.  Joseph  Memorial  Hospital,  Kokomo,  Ind. 
46901-131  7)  456-5331. 

PRIMARY  CARE  COURSE  IN  OTOLOGY-On 

Wednesday,  Oct.  31,1  984,  the  Wright  Institute 
of  Otology,  Inc.  will  be  hosting  its  annual  course 
given  to  primary  care  physicians  dealing  with  com- 
mon office  otologic  problems.  Various  aspects  of 
ear  diseases  and  their  problems  will  be  discussed 
in  this  one-day  seminar.  For  further  information 
please  contact  the  Wright  Institute  of  Otology, 
Inc.,  1500  N.  Ritter  Ave.,  Indianapolis,  Indiana 
46219-1317)  353-5679. 


FAMILY  PRACTICE  - Rapidly  expanding  staff 
model  HMO  in  Madison,  Wisconsin,  has  oppor- 
tunities for  additional  family  practice  physicians. 
Competitive  salary  with  excellent  benefits  and  at- 
tractive practice  setting.  GHC  is  an  established, 
rapidly  growing  HMO  serving  29,000  patients. 
Current  staff  totals  1 80  employees,  including  20 
physicians.  Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-41  56. 

EMERGENCY  CONSULTANTS,  INC.,  is  now 

reviewing  applications  for  full-time  and  part-time 
opportunities.  Competitive  hourly  rates  in  attrac- 
tive multi-state  locations.  Malpractice  insurance 
provided:  Directorship  available.  Call  today  for 
more  information:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Road,  Suite  121,  Traverse  City, 
Mich.  49684-800-253-1795  or  in  Michigan 
800-632-3496. 


PHYSICIANS  OFFICE  SPACE  in  northwest  Indi- 
ana's newest  medical  facility.  Valparaiso-com- 
plete lab  and  x-ray,  4 minutes  to  hospital.  Time 
share  arranged  or  one  office  suite  still  available. 
Large  referral  base.  Call  (219)  462-4167  or 
762-3659  for  details,  Thomas  Covey,  M.D., 
Manager. 

ER  PHYSICIAN:  Scenic  central  Pennsylvania  hos- 
pital with  1 9,000  ER  visits  per  year  is  seeking  an 
ER  physician.  Board  certification  in  Emergency 
Medicine  or  Family  Practice  with  ER  experience 
preferred.  Very  competitive  income  and  benefits 
package.  Send  CV  to  David  Cowger,  M.D.,  Direc- 
tor of  Emergency  Medicine  Services,  Lock  Haven 
Hospital,  24  Cree  Drive,  Lock  Haven,  Pa.  1 7745. 

FOR  SALE:  50  wooded,  rolling  acres.  86th  St.  and 
Lafayette  Road,  Indianapolis.  10  minutes  from 
downtown  and  St.  Vincent  Hospital.  Contact 
Russell  Fortune  III,  (317)  635-2711  or  (317) 
255-9060. 


This  Publication 
is  available  in  Microform. 


University 

Microfilms 

International 

Please  send  additional  information 
for  Indiana  Medicine 

Name — 

Institution - 

Street 

City 

State Zip 

300  North  Zeeb  Road 
Dept.  P.R. 

Ann  Arbor,  Mi.  48106 
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INTERNAL  MEDICINE 
ORTHOPEDIC  SURGERY 
OB-GYN 

5olo,  partnership  and  group  opportuni- 
ties available  in  north  Carolina,  5outh 
Carolina,  Alabama,  Louisiana  and  Indi- 
ana Financial  and  practice  manage- 
ment support  available  Communities 
range  in  size  from  10,000  to  100,000 
For  more  information,  please  contact: 

Dept.  10JD-6 
P.O.  Box  56829 
Atlanta,  GA  30343 

Equal  Opportunity  Employer  M/F 


Are  You  Moving? 

If  so  please  send  change  of  address  to  Membership 
I)ept.,  ISMA,  3935  N.  Meridian  St.,  Indianapolis 
Ind.  46208,  at  least  six  weeks  before  you  move. 

Name 

Address 

City State Zip 

County 

Tel:  Office  _ _Tel:  Home 

IMPORTANT — Attach  mailing  label  from  your  last 
copy  of  Indiana  Medicine  here. 


ADVERTISERS  INDEX 
October  1984  Vol.  77  No.  10 

Advanced  Information  Systems  769 

All  Makes  Auto  Leasing,  Inc 783 

American  Medical  Association  828 

American  Medical  International  842 

American  Physicians  Life  Cover 

Brown  Pharmaceutical  Company 795 

Callaway  Community  Hospital  822 

Campbell  Laboratories  770 

Central  Pharmaceuticals,  Inc 798 

Christian  Hospital  Northeast  822 

Commercial  Announcements  840,  841 

Eli  Lilly  and  Company 826 

Housecall  Physicians,  Inc 789 

Indiana  Medical  Bureau  786 

Institute  for  Health  Maintenance  755 

Lincoln  National  Life  768 

Management  Systems  of  Wausau  ....  758,  759 

Marion  Laboratories  761,  762 

MBC  Charge  Card  767 

Medical  Protective  Company  827 

Morris  Plan  779 

Pennsylvania  Casualty  Company  757 

Peoples  Drug  829 

Physicians’  Directory 834-839 

Physicians  Insurance  Co.  of  Indiana 766 

Roche  Laboratories  Covers 

Smith  Kline  & French  791 

St.  Paul  Fire  & Marine  Insurance 787 

The  Plantation  Golf  & Country  Club  822 

Upjohn  Company  817 

University  Microfilms  841 

U.S.  Air  Force  794 


In  accepting  advertising  for  publication,  Indiana  Medicine 
has  exercised  reasonable  precaution  to  insure  that  only 
reputable,  factual  advertisements  are  included.  However,  we 
do  not  have  facilities  to  make  comprehensive  or  complete 
investigation,  and  the  claims  made  by  advertisers  in  behalf 
of  goods,  services  and  medicinal  preparations,  apparatus  or 
physical  appliances  are  to  be  regarded  as  those  of  the  adver- 
tisers only.  Neither  sanction  nor  endorsement  of  such  is  war- 
ranted, stated  or  implied  by  the  association. 


842 


Indiana  Medicine 


October  1 984 


COMPLETE 

LABORATORY 

DOCUMENTATION15...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  * 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
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awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
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day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
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or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
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shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
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Dosage:  Individualize  for  maximum  beneficial  effect 
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recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


DOCUMENTED  PROVEN  INI 

IN  THE  SLEEP  THE  PATIENT'S, 

LABORATORY”...  HOME 


FOR  A COMPLETE  Nl 


flurazepom  HCI/Poche 

STANDS  APART 


15-MG/30-MG  CAPSULES  tO*  ^ 


See  preceding  page  for  references  and  summary  of  product  information 
Copyright  © 1984  by  Roche  Products  Inc  All  rights  reserved 


NOVEMBER  1984 


The  Journal  of  the  Indiana  State  Medical  Association 


FOR  MEDICAL  PROFESSIONAL  LIABILITY  COVERAGE, 
THE  ISMA  STRONGLY  RECOMMENDS  PHYSICIANS 

INSURANCE  COMPANY  OF  INDIANA.  Several  companies  are 

anxious  to  provide  most  Indiana  physicians  with  medical  professional  liability  in- 
surance coverage.  Only  one  has  received  the  formal  endorsement,  support,  and 
sponsorship  of  the  Indiana  State  Medical  Association.  That  company  is  PICI, 
Physicians  Insurance  Company  of  Indiana. 

Why  PICI? 

Because  PICI  is  committed  to  providing  Indiana  physicians  with  the  best 
possible  coverage  at  the  lowest  possible  rates  throughout  their  medical  careers. 
Indiana  physicians  dominate  the  company’s  board  of  directors  and  serve  on 
budget,  claims  and  underwriting  committees.  PICI  is  a publicly  held  stock 
company,  and  provides  annual  as  well  as  periodic  interim  financial  reports. 

With  PICI,  you  know  what’s  happening  to  your  premium  dollars.  You  will 
receive  information  about  claims  experience  and  trends.  You  are  guaranteed 
input  on  company  activities,  through  your  physician  members  of  the  company's 
board  and  its  committees.  You  are  part 
of  the  company. 

Through  PICI,  you  also  receive 
competitively  priced  auto,  homeowners, 
office  protection  and  personal  umbrella 
coverages,  designed  and  offered  with 
the  same  long  term  commitment. 

Compare  all  that  PICI  offers  with 
what  you  will  obtain  from  other  sources 
of  medical  professional  liability  and 
other  essential  insurance  coverages.  We 
think  you’ll  agree  that  the  ISMA  has 

endorsed  the  best.  The  Accountable  Company  . . . 
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CHARLES  A.  BONSETT,  M.D.,  Indianapolis 


An  opinion  shared  by  many  In- 
diana physicians  of  the  time  was 
that  expressed  by  Dr.  J.  R.  Weist 
in  behalf  of  the  Wayne 
County  Medical  Society  during  the  1876 
annual  meeting  of  the  Indiana  State 
Medical  Society: 

“Whereas,  The  ranks  of  the  medical 
profession  are  crowded  with  men  having 
neither  natural  qualifications,  the 
preliminary  education,  nor  the  scientific 
training  to  render  them  proper  persons  to 
exercise  the  privileges,  or  to  assume  the 
responsible  duties  of  the  physician;  and 
“Whereas,  Active  competition  in  a pro- 
fession composed  of  such  material  leads 
inevitably  to  depreciation  of  professional 
services,  and  to  the  practice  of  arts  and 
trickery  to  secure  business,  and  to  an  in- 
ability on  the  part  of  the  public  to  dis- 
tinguish between  legitimate  practice  and 
the  quackery  of  the  various  medical  sects; 
and 

“Whereas,  The  title  of  M.D.  no  longer 
affords  the  slightest  evidence  of  either 
education  or  respectability  on  the  part  of 
the  possessor;  and 

“Whereas,  The  evils  recited  are,  to  a 
great  degree,  the  result  of  a reckless 
multiplication  of  medical  schools  that,  by 
their  competition,  make  the  way  into  the 
medical  profession  so  broad  and  easy  that 
the  applicant  may  secure  a medical  degree 
almost  without  price  and  certainly  with- 
out the  possession  of  a decent  common 
school  education  or  a knowledge  of  the 
most  elementary  principles  of  medicine; 
(therefore,  be  it) 

“Resolved,  That  the  Wayne  County 
Medical  Society  enter  an  earnest  protest 
against  the  multiplication  of  medical 
schools  in  Indiana  and  that  it  is  the  opin- 
ion of  said  society  that  not  more  than  one 
medical  college  in  the  state  should  receive 
recognition  from  the  profession  of  the 
state  at  large,  or  from  the  State  Medical 
Society;  (and  be  it  further) 

“Resolved,  That  the  delegates  from 
this  society  to  the  State  Medical  Society 
be  instructed  to  present  these  resolutions 
to  the  latter  society  at  its  next  meeting, 
and  to  urge  that  some  proper  action  be 
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taken  to  secure  an  abatement  of  the  evils 
complained  of.” 

Indiana  had  five  medical  schools  at  this 
period  and  would  soon  have  more,  so  the 
problem  posed  was  real.  Although  the 
resolution  was  tabled,  it  was  not  without 
its  influence  on  at  least  two  men  in  the 
audience.  Dr.  Luther  D.  Waterman  and 
Dr.  Thomas  B.  Harvey,  both  of  whom 
were  founding  members  of  the  Indiana 
Medical  College  and  active  members  of 
the  teaching  staff.  Like  Dr.  Weist,  they 
were  aware  of  the  limitations  of  the  pro- 
prietary medical  school  and  its  numerous 
problems.  Both  men  attended  the  first 
meeting  of  the  Association  of  American 
Medical  Colleges,  held  that  year  (1876)  in 
Philadelphia;  the  existence  of  the  Associa- 
tion indicated  that  the  problems  were  not 
limited  to  Indiana.  Space  does  not  permit 
the  biographies  of  both  men,  but  a brief 
account  of  Dr.  Waterman  will  illustrate 
the  dedication  of  the  men  associated  with 
most  of  these  schools.  They  were  con- 
cerned with  quality  in  education. 

Dr.  Waterman,  born  Nov.  21,  1830  in 
Wheeling,  W.  Va.,  received  his  under- 
graduate education  from  Miami  Univer- 


sity (Ohio)  and  his  medical  degree  from 
the  Medical  College  of  Ohio  in  1853.  He 
practiced  in  Kokomo  until  the  outbreak 
of  the  Civil  War,  except  for  a brief  period 
at  Mankato,  Minn.,  where  he  established 
the  area’s  first  newspaper. 

In  August  1861,  Dr.  Waterman  was 
commissioned  surgeon  of  the  Thirty- 
Ninth  Regiment,  Indiana  Volunteers,  and 
served  for  more  than  three  years.  He  was 
captured  late  in  the  war  and  was  im- 
prisoned at  Macon,  Ga.  and  later  at 
Charleston,  S.C. 

After  the  war.  Dr.  Waterman  settled  in 
Indianapolis  and  practiced  medicine  and 
surgery  until  he  retired  in  1893.  He  was 
elected  president  of  the  Indiana  State 
Medical  Society  in  1877.  In  1883  he 
published  a book  of  verse  entitled  Phan- 
toms of  Life.  He  was  interested  in  many 
things,  particularly  education.  In  1876, 
when  the  Indiana  State  Medical  Society 
faced  a problem  in  paying  for  the  publica- 
tion of  medical  presentations,  Dr.  Water- 
man volunteered  to  cover  a third  of  the 
cost. 

Perhaps  Dr.  Waterman’s  greatest  single 
contribution  to  education  came  toward 
the  end  of  his  life  when  he  donated  prop- 
erties worth  more  than  $100,000  to  In- 
diana University  to  establish  an  institute 
for  scientific  research.  This  was  the  largest 
gift  ever  received  by  I.U.  at  Bloomington 
up  to  that  time  (1916)  and  was  exceeded 
only  by  the  Robert  Long  bequest  at  the 
Medical  Center  a few  years  earlier. 

Dr.  Waterman  died  June  30,  1918,  at 
the  age  of  87.  His  services  to  the  Indiana 
Medical  College,  the  Indiana  State  Med- 
ical Society,  the  Association  of  American 
Medical  Colleges,  and  Indiana  University 
(which  ultimately  incorporated  his  med- 
ical school  into  Indiana  University  School 
of  Medicine)  characterize  a life  of  dedica- 
tion to  society. 

In  eulogizing  Dr.  Waterman  to  the 
1915  I.U.  graduates,  Dr.  William  Lowe 
Bryan  cited  two  lines  from  Waterman 
himself: 

“He  who  would  make  his  life  a 
precious  thing/Must  nurse  a kindly  pur- 
pose in  his  soul.” 
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Acuson  has  introduced  a major  ad- 
vance in  diagnostic  imaging.  The  new 
technology,  called  Computed 
Sonography1  M,  enables  the  Acuson  128 
system  to  form  ultrasound  images 
electronically — producing  images  of  soft- 
tissue  structures  inside  the  human  body 
that  are  two  to  four  times  clearer  than 
those  made  by  previously  available  tech- 
nology, with  all  structures  in  focus 
throughout  the  field  of  view.  Further  in- 
formation is  available  by  writing  or  phon- 
ing Sharon  Freitas,  Acuson,  1393 
Shorebird  Way,  Mountain  View,  Calif. 
94043— (415)  969-9112. 

Ives  Laboratories  reports  FDA  ap- 
proval for  a new  40  mg.  Isordil® 
Titradose®  (Isosorbide  dinitrate)  for  the 
treatment  and  prevention  of  angina  pec- 
toris. The  development  of  the  higher 
dosage  strength  is  in  response  to  wide- 
spread medical  evidence  indicating  that 
treatment  of  angina  pectoris  requires  ade- 
quate titration  of  dosage  to  obtain  op- 
timal patient  response. 

Schering  announces  that  PRO- 
VENT1L®  (albuterol)  Inhaler  may  now 
be  used  for  prevention  of  exercise-induced 
bronchospasm.  Two  puffs  of  albuterol 
aerosol  taken  approximately  15  minutes 
before  exercise  prevents  the  broncho- 
spasm caused  by  physical  stress  in  EIB  pa- 
tients. Albuterol  now  becomes  the  only 
bronchodilator  currently  indicated  for  the 
prevention  of  exercise-induced  broncho- 
spasm as  well  as  for  the  treatment  of  all 
forms  of  bronchospasm. 


News  of  what  is  new  in  the  medical  supply 
industry  is  composed  of  abstracts  from 
news  releases  by  book  publishers  and 
manufacturers  of  pharmaceuticals,  clinical 
laboratory  supplies,  instruments  and 
surgical  appliances.  Each  item  is  publish- 
ed as  news  and  does  not  necessarily  con- 
stitute an  endorsement  of  a product  or 
recommendation  for  its  use  by  Indiana 
Medicine  or  by  the  Indiana  State  Medical 
Association. 


Hoechst-Roussel  will  market  a new 
drug,  Trental®  (pentoxifylline),  the  first 
drug  proven  effective  for  the  treatment 
of  intermittent  claudication.  It  has  been 
available  in  more  than  50  countries  since 
1972  and  may  now  be  sold  in  the  United 
States.  It  is  effective  because  it  produces 
red  cell  flexibility  and  lowers  blood 
viscosity,  thereby  permitting  blood  to 
flow  more  freely  through  arteries  nar- 
rowed by  arterial  disease. 

KinetiX  has  a new,  portable  monitor, 
designed  to  provide  physicians  with  early 
warning  of  pulmonary  incapability. 
Called  the  PULMOMETER™,  the 
lightweight,  hand-held  instrument 
measures  and  provides  direct  digital  read 
outs  of  forced  vital  capacities  (FVC), 
forced  expiratory  volume  in  first  second 
(FEV-1)  and  maximum  voluntary  ventila- 
tion (MW).  It  has  a volume  accuracy  of 
10%  plus  or  minus,  and  has  a range  of 
2.5  to  5.5  liters. 

Merck  Sharp  & Dohme  has  received 
FDA  approval  for  marketing  the  first 
suppository  form  of  a prescription  non- 
steroidal anti-inflammatory  drug  for 
treatment  of  certain  forms  of  arthritis. 
Suppositories  Indocin®  (indomethacin, 
MSD)  is  particularly  suited  as  an  alternate 
dosage  form  for  patients  who  cannot  or 
will  not  take  oral  medication.  The  sup- 
pository formulation  provides  a more 
rapid  rate  of  absorption  than  capsules  and 
is  useful  for  nightime  use  for  night  pain 
and  morning  stiffness  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 

Mead  Johnson  announces  introduction 
of  Estrace  (estradiol)  Vaginal  Cream.  The 
cream,  along  with  Estrace  tablets,  pro- 
vides a choice  of  replacement  estrogen 
products. 


Norwich  Eaton  is  maintaining  a case 
study  of  malignant  hyperthermia  and  in- 
vites physicians  to  report  any  incidents  of 
Mil.  Norwich  Eaton  is  the  maker  of  Dan- 
trium,  which  is  the  drug,  when  used 
vigorously  by  intravenous  route  early  in 
the  onset  of  malignant  hyperthermia,  that 
offers  the  only  hope  of  cure.  Norwich 
Eaton  publishes  “Malignant  Hyperther- 
mia Alert’’  to  record  case  reports  and 
discuss  treatment,  and  to  stress  the 
necessity  of  maintaining  an  adequate 
stock  of  both  intravenous  and  oral 
preparations  of  Dantrium. 

Schering  is  introducing  NORM- 
ODYNE®  (labetalol  HC1),  a new  an- 
tihypertensive with  a unique  dual 
mechanism  of  action.  Normodyne  func- 
tions as  an  alpha  and  beta  blocker  and  as 
a vasodilator.  The  clinical  research  in- 
dicates that  side  effects  of  the  new  agent 
are  less  frequent  as  compared  with  other 
antihypertensives.  It  will  lower  blood 
pressure  safely  and  promptly  within  one 
to  two  hours  when  given  orally,  and 
within  minutes  when  used  intravenously 
to  treat  hypertensive  emergencies. 

General  Electric  has  a variable  air  sup- 
port mattress  to  provide  patient  comfort 
and  support.  Named  the  RAD-PAD™, 
it  causes  less  image  magnification  and  at- 
tenuates less  radiation  than  thick  foam 
pads.  It  is  self-inflating.  Maximum  pa- 
tient comfort  may  be  obtained  by  releas- 
ing small  quantities  of  air.  It  is  available 
in  four  sizes.  It  is  waterproof,  stain  resis- 
tant and  easy  to  clean. 


“It’s  S20  for  an  office  visit,  plus  $25  for 
an  annual  leatherette  album  with  a copy 
of  your  medical  records." 
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THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . .diabetes. . .hypertension. . . 
congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 
THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis- 
tently over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving. ’’  As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 


IHM 


Institute 
for  Health 
Maintenance 


A division  of  National  Medical  Care,  Inc. 
Indianapolis  (317)  872-8013 
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Indiana  University  CME 

For  (he  Primary  Care  Physician 

Nov.  28 — OB/GYN  Symposium,  Indi- 
anapolis. 

Clinical  Syndromes  of  Altered  Immun- 
ity, Reid  Memorial  Hospital,  Richmond. 

For  the  Specialist 

Nov.  16 — Evoked  Potentials  Seminar, 
I.U.  Medical  Center  campus. 

Nov.  30-Dec.  1 — American  College  of 
Physicians  Regional  Meeting. 

For  additional  information,  contact  the 
CME  Division,  Indiana  University  School 
of  Medicine— (317)  264-8353. 


Residents  Fair,  Workshop 

A Practice  Opportunity  Fair  for  resi- 
dent physicians  and  physicians  seeking  to 
expand  their  practice  will  be  conducted 
Friday,  Nov.  30,  from  3-7  p.m.  in  the 
conference  rooms  of  St.  Vincent  Hospital 
Professional  Building,  Indianapolis. 

Displays  and  tables  set  up  by  hospital 
administrators  and  communities  seeking 
physicians  will  be  included  in  the  fair, 
which  is  sponsored  by  the  ISMA  Resident 
Medical  Society.  To  reserve  table  space, 
please  contact  ISMA  Headquarters. 

The  AMA’s  Starting  Your  Practice 
Workshop,  sponsored  by  the  ISMA  and 
its  Resident  Medical  Society,  will  be  con- 
ducted Nov.  30  and  Dec.  1 at  St.  Vincent 
Hospital,  Indianapolis.  Residents  and 
other  physicians  entering  private  practice 
are  urged  to  attend.  For  further  informa- 
tion, contact  ISMA  Headquarters. 


Two  Utah  CME  Meetings 

The  Scott  and  White  Clinic  and  the 
Texas  A&M  University  College  of  Medi- 
cine will  conduct  two  CME  meetings  in 
Utah  this  winter. 

“Clinical  Topics  in  Internal  Medicine” 
will  be  the  subject  at  Snowbird  Resort, 
Snowbird,  Utah,  Feb.  2-9.  “Clinical 
Topics  in  Gynecologic  Endocrinology  for 
the  Primary  Care  Physician”  will  be  the 
subject  at  Prospector  Square  Resort,  Park 
City,  Utah,  March  9-16. 

Contact  Office  of  CME,  Scott  and 
White,  Temple,  Texas  76508 — (817) 
774-2350. 


Rheumatology  Fellowship 

A mini-fellowship  in  rheumatology  is 
being  offered  by  the  Rheumatology  Divi- 
sion, Dept,  of  Medicine,  Indiana  Univer- 
sity School  of  Medicine. 

The  40-hour  instructional  program, 
designed  for  general  internists,  family 
physicians  and  general  practitioners,  will 
be  conducted  at  the  I.U.  Medical  Center 
for  five  consecutive  days,  or  under  other 
suitable  arrangements. 

This  program  should  assist  the  partici- 
pant in  attaining  the  skills  for  effective 
office  management  of  common  rheuma- 
tologic  problems,  interpretation  of  rele- 
vant laboratory  tests,  and  techniques  for 
joint  aspiration  and  local  soft  tissue  in- 
jection. This  will  include  experience  with 
the  “team  approach”  to  management  of 
the  arthritic  patient. 

Contact  the  CME  Division,  I.U.S.M., 
1 120  South  Drive,  Indianapolis  46223 — 
(317)  264-8353. 


CME  Calendar 

CME  meetings  announced  by  the 
Methodist  Hospital  of  Indiana  are  as 
follows: 

Nov.  30&Dec.  1 — “Cataract  Surgery 
Seminar  and  Basic  Technique  Update,” 
at  Radisson  Plaza  Hotel,  Indianapolis. 

Nov.  28 — Third  Annual  Symposium 
on  Ethical  and  Moral  Issues:  “Health 
Care  of  the  Poor — Who  Pays — Am  I My 
Brother’s  Keeper?”,  Adam’s  Mark 
Hotel,  Indianapolis. 

Dec.  5 — “Hemodynamic  Monitoring: 
State  of  the  Art,”  at  Methodist  Hospital, 
Indianapolis. 

Further  information  is  available  from 
Dixie  Mattingly,  CME  Coordinator, 
Methodist  Hospital,  1604  N.  Capitol 
Ave.,  Indianapolis  46202 — (317)  929-3733. 


The  Journal  of  the  American  Medical 
Association  publishes  a list  of  CME  courses 
for  the  United  States  twice  yearly.  The 
January  listing  features  courses  offered 
from  March  through  August;  the  July 
listing  features  courses  offered  from 
September  through  February. 


Diagnostic  Imaging 

“Diagnostic  Imaging — CT,  MR1  and 
Ultrasound”  will  be  the  subject  of  a post- 
graduate seminar  conducted  by  the  Dept, 
of  Radiology,  University  of  Texas  Health 
Science  Center  in  Dallas,  Feb.  4-9,  at 
Montego  Bay,  Jamaica. 

The  course  carries  20  credits,  AMA 
Category  1.  The  fee  is  $350  for  physi- 
cians, $200  for  residents  and  fellows. 

Contact  Dolley  Christensen,  5323 
Harry  Hines  Bldg.,  Dallas,  Tex.  75235 — 
(214)  688-2502  or  688-2166. 

Counselor  Workshop 

The  Menninger  Foundation  will  con- 
duct an  advanced  workshop  Feb.  4-5  for 
clergy  and  pastoral  counselors.  The  sub- 
ject matter  is  especially  adapted  for 
chaplains  serving  in  mental  health  set- 
tings. Tuition  is  $175. 

For  information,  contact  Richard  A. 
Bollinger,  DMin,  The  Menninger  Foun- 
dation, Box  829,  Topeka,  Kan.  66601  — 
(913)  273-7500,  ext.  5818. 


Immunology  and  Cancer 

“Immunology  and  Cancer”  is  the  title 
of  the  38th  annual  Symposium  on  Fun- 
damental Cancer  Research,  which  will 
meet  Feb.  26  to  March  1 at  the  Shamrock 
Hilton  Hotel,  Houston. 

For  details,  contact  Office  of  Confer- 
ence Services,  Box  131,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  6723  Bert- 
ner  Ave.,  Houston,  Tex.  77030 — (713) 
792-2222. 

Reconstructive  Microsurgery 

The  American  Society  for  Reconstruc- 
tive Microsurgery  will  attend  an  inaugural 
meeting  Jan.  18-19,  immediately  preced- 
ing the  annual  meeting  of  the  American 
Society  for  Surgery  of  the  Hand.  The 
M.G.M.  Grand  Hotel  in  Las  Vegas  will 
host  both  meetings.  Reconstructive 
Microsurgery  will  be  the  subject  of  the 
program. 

Registration  fees  are  $350  for  active 
members  and  guests,  $200  for  associate 
and  corresponding  members,  and  $200 
for  training  residents.  Telephone:  (212) 
920-5551. 
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Ski  Conference 

The  sixth  annual  Mammoth  Mountain 
Emergency  Medicine  Ski  Conference  will 
be  held  March  10-15  at  Mammoth  Lakes, 
Calif. 

Fees  are  $325  for  physicians,  $190  for 
nurses,  and  $225  for  physicians  in  train- 
ing and  physician’s  assistants.  The  pro- 
gram is  accredited  for  20  hours,  Category 
1. 

Contact  Daniel  L.  Abbott,  M.D., 
Medical  Conferences,  P.O.  Box  52-B, 
Newport  Beach,  Calif.  92662 — (714) 
650-4156. 

Pediatric  Brain  Insults 

“Brain  Insults  in  Infants  and  Children: 
Pathology,  Evaluation,  Diagnosis  and 
Acute  Management”  is  the  title  of  a CME 
conference  to  be  held  March  7-9  at  the 
Holiday  Inn  at  the  Embarcadero,  San 
Diego.  AMA/CMA  credit  is  17  hours. 

Contact  Office  of  CME,  M017  UC 
San  Diego  School  of  Medicine,  La  Jolla, 
Calif.  92093— (619)  452-3940. 

Internal  Medicine 

ISMA  members  are  invited  to  attend 
a CME  meeting  on  “The  Year  in  Inter- 
nal Medicine,”  to  be  held  Jan.  23-26  at 
the  Alumni  Center  for  CME,  Northwest- 
ern University  Medical  School,  301  E. 
Chicago  Ave.,  Chicago  60611. 

CME  accreditation  is  22  hours,  Cate- 
gory 1 . The  fee  is  $205.  Telephone:  (312) 
649-8533. 


“I  don’t  mind  criticism  in  general,  Flynn, 
as  long  as  you  agree  with  me  in  particular.” 


Clinical  Cytopathology 

The  Johns  Hopkins  University  School 
of  Medicine  will  offer  two  postgraduate 
courses  in  clinical  cytopathology  next 
year.  They  are  solely  for  pathologists. 

For  credit,  both  courses  must  be  taken: 
March  to  May  1985,  Home  Study  Course 
A is  provided  each  registrant  for  inten- 
sive personal  study;  and  from  May  6-17 
In-Residence  Course  B will  be  conducted 
at  the  Johns  Hopkins  Medical  Institu- 
tions, Baltimore.  Upon  successful  com- 
pletion, 152  AMA  Category  1 credit 
hours  will  be  awarded. 

For  details,  write  John  K.  Frost,  M.D., 
604  Pathology  Bldg.,  The  Johns  Hopkins 
Hospital,  Baltimore,  Md.  21205. 

Internal  Medicine  Update 

ISMA  members  are  invited  to  attend 
a two-day  scientific  meeting  of  the 
American  College  of  Physicians,  which 
will  be  held  Friday  and  Saturday,  Nov. 
30  and  Dec.  1.  The  program  will  be 
devoted  to  updating  medical  knowledge 
in  the  field  of  internal  medicine.  The  fee 
for  non-members  is  $10. 

For  information  and  reservations  con- 
tact Dr.  Richard  C.  Powell,  I.U.  Medical 
Center,  1100  W.  Michigan  St.,  Indiana- 
polis 46207— (317)  264-8684. 

Nutrition  Meeting 

The  American  Society  for  Parenteral 
and  Enteral  Nutrition  will  conduct  its  9th 
Clinical  Congress  Jan.  21  to  24  at  the 
Fontainbleau  Hotel,  Miami  Beach,  Fla. 

For  details  write  or  phone  A.S.P.E.N., 
1025  Vermont  Avenue,  NW,  Suite  810, 
Washington,  D.C.  20005— (202)  638-5881. 

Dementia  in  the  Elderly 

“Recent  Advances  in  Geriatric  Medicine: 
Dementia  in  the  Elderly”  is  the  subject 
of  a CME  course  to  be  conducted  Jan. 
31-Feb.  2 by  the  University  of  California 
at  San  Diego  School  of  Medicine  at  the 
Holiday  Inn  at  the  Embarcadero  in  San 
Diego. 

The  fee  is  $210  for  physicians,  $140  for 
allied  health  professionals,  residents  and 
students. 

For  details,  contact  the  Office  of  CME, 
UC  San  Diego  School  of  Medicine,  M-17, 
La  Jolla,  Calif.  92093— (619)  452-3940. 


Neurology  Conference 

“Neurology  for  the  Non-Neurologist” 
is  the  subject  of  a CME  conference  Dec. 
12  to  14  at  the  Westin  Hotel,  Chicago. 
It  is  sponsored  by  the  Rush-Presbyterian- 
St.  Luke’s  Medical  Center. 

For  information,  contact  the  medical 
center  at  600  S.  Paulina,  Chicago 
60612— (312)  942-7095. 

Florida  Symposium 

“Ear,  Nose  and  Throat  Diseases  in 
Children”  will  be  the  subject  of  a five- 
day  symposium  to  be  presented  Dec.  5-9 
at  The  Breakers  in  Palm  Beach  by  the 
Depts.  of  Otolaryngology  and  Pediatrics 
of  the  University  of  Pittsburgh  School  of 
Medicine. 

The  course  offers  17  CME  credit  hours. 
Tuition  is  $250  for  physicians,  $185  for 
residents. 

Contact  the  Dept,  of  Otolaryngology, 
Children’s  Hospital  of  Pittsburgh,  125  De 
Soto  St.,  Pittsburgh,  Pa.  15213 — (412) 
647-5466. 

Heart  Disease 

“New  Approaches  to  the  Management 
of  Profound  Congestive  Heart  Failure” 
will  be  the  subject  of  the  4th  Annual  Con- 
ference on  Heart  Disease  by  the  Univer- 
sity of  Wisconsin  Medical  School  at  the 
Westowner  Hotel,  Madison,  Dec.  7 and  8. 

Full  information  is  available  from  Sarah 
Aslakson,  465B  WARF  Bldg.,  610  Walnut 
St.,  Madison,  Wise.  53705  — 

(608)  263-2856. 


“1  have  some  stock  in  your  condition.  1 
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November  1 984 


Indiana  Medicine 


849 


WILLIAM  M.  DUGAN,  JR.,  M.D. 

Clinical  Oncology  Center 
Methodist  Hospital  of  Indiana,  Inc. 


New  information  from 
Indiana  Division 
American  Cancer  Society,  Inc. 
4755  Kingsway  Dr.,  Suite  100 
Indianapolis  46205 
EVERY  PHYSICIAN’S  OFFICE- 
A CANCER  DETECTION  CENTER 


Nutrition  and  Cancer 

An  ACS  special  report,  “Nutrition  and 
Cancer:  Cause  and  Prevention,”  was 
published  in  Ca  in  February.  That  report 
is  now  available  as  a professional  educa- 
tion publication  (Code  #3389). 

According  to  the  report,  there  is  “good 
reason  to  suspect  that  dietary  habits  con- 
tribute to  human  cancer.”  The  interpreta- 
tion of  data  is  very  complex  and,  as  yet, 
does  not  allow  clear-cut  conclusions. 
Associations  between  dietary  practices 
and  certain  cancers  do  not  necessarily  im- 
ply causation.  Nonetheless,  the  society 
believes  there  is  enough  inferential  infor- 
mation to  make  a series  of  interim  nutri- 
tional recommendations  that  are  likely  to 
provide  some  measure  of  reducing  cancer 
risk. 

Substances  that  have  received  much  at- 
tention, such  as  coffee  and  artificial 
sweeteners,  are  reviewed,  but  no  specific 
recommendations  are  made  at  this  time 
because  of  insufficient  data.  The  report 
also  includes  a description  of  the  methods 
used  to  investigate  the  role  of  the  diet  in 
the  development  of  cancer. 


More  on  Nutrition 

Following  its  report  on  nutrition  and 
cancer  in  February  1984,  the  American 
Cancer  Society  has  published  “Nutrition, 
Common  Sense  and  Cancer.” 

According  to  the  quick-reference  leaf- 
let, evidence  indicates  that  eating  certain 
foods  may  increase  or  decrease  one’s  risk 
of  developing  certain  cancers,  although 
no  direct  cause-effect  relationship  be- 
tween diet  and  cancer  has  yet  been 
proven. 

Briefly  explained  are  the  ACS’s  seven 
nutritional  guidelines: 

• Avoid  obesity. 

• Cut  down  on  total  fat  intake. 

• Eat  more  high-fiber  foods. 

• Include  foods  rich  in  vitamins  A and 
C in  your  daily  diet. 

• Include  cruciferous  vegetables  in 
your  diet. 

• Eat  moderately  of  salt-cured,  smoked 
and  nitrite-cured  foods. 


• Keep  alcohol  consumption 
moderate,  if  you  do  drink. 

“Nutrition,  Common  Sense  and 
Cancer”  notes  that  the  development  of 
cancer  involves  many  complex  factors, 
and  states  that  research  on  the  links  be- 
tween nutrition  and  cancer  is  being  funded 
by  the  American  Cancer  Society. 


OTTO  GRAHAM 
HAS  MADE  A 
COMEBACK. 


Otto  Graham, 
one  of  football’s 
greatest  quarter- 
backs, has  made  a 
successful  come- 
back: from  colorec- 
tal cancer.  He  and 
almost  2 million 
others  are  living 
proof  your  contri- 
butions count. 

CANCER 
CAN  BE  BEAT. 


ACS  Factbook 

The  1984  revised  edition  of  the  ACS 
“Factbook  for  the  Medical  and  Related 
Professions”  (Code  #3076)  is  now 
available.  It  replaces  the  1980  version. 

The  factbook,  written  as  an  introduc- 
tion to  the  ACS  for  health  professionals, 
describes  the  society’s  organizational  and 
financial  structure,  as  well  as  its  services 
and  programs. 


Nabilone  Dosage  Correction 

It  has  been  brought  to  our  attention 
that  there  is  an  error  in  the  drug  dosage 
on  page  5 of  the  article,  “The  Problem 
of  Nausea  and  Vomiting  in  Modern 
Cancer  Chemotherapy,”  by  John  R. 
Durant,  M.D.,  in  the  January/February 
1984  issue  of  Ca. 

According  to  Eli  Lilly  and  Company, 
sole  manufacturer  of  nabilone  in  this 
country,  the  normal  dosage  is  one  to  two 
milligrams  once  or  twice  a day.  Eli  Lilly 
has  told  Ca  that  nabilone  is  not  current- 
ly commercially  available  in  the  United 
States,  but  it  is  being  used  in  controlled 
clinical  trials  here.  Nabilone  has  been  ap- 
proved for  use  in  other  countries  and  is 
commercially  available  in  Canada  and  the 
United  Kingdom;  Eli  Lilly  has  alerted  its 
affiliates  in  those  two  countries  so  that 
they  may,  in  turn,  alert  physicians. 

Salivary  Gland  Tumors 

“Tumors  of  the  Major  and  Minor 
Salivary  Glands”  (Code  #3383)  is  a new 
professional  education  publication  pre- 
pared by  Dr.  Robert  J.  McKenna,  Uni- 
versity of  Southern  California  School  of 
Medicine  in  Los  Angeles. 

Tumors  of  the  major  and  minor  sali- 
vary glands,  both  benign  and  malignant, 
represent  about  6°7o  of  all  head  and  neck 
tumors.  Dr.  McKenna  analyzes  these 
tumors  as  a group,  which  is  rarely  done 
in  the  literature,  although  such  tumors  do 
have  similar  morphologic  and  clinical 
patterns. 

Dr.  McKenna  reviews  their  causes, 
location  and  incidence,  clinical  presenta- 
tion and  diagnosis,  treatment,  pathology, 
and  trends  in  survival.  Fourteen  tables 
and  14  color  photographs  depicting  sali- 
vary gland  pathology  are  included. 

‘Cancer  Statistics,  1984' 

The  1984  edition  of  the  ACS’s  yearly 
publication  on  cancer  statistics  (Code 
#3033)  is  now  available. 

This  pamphlet  presents  18  tables  and 
figures  with  extensive  statistical  data  on 
cancer  incidence,  mortality  and  survival. 
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Motrin  reduces 
inflammation,  pain 
...and  mice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  aM  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

ibuorofen 


TABLETS 

mg 


Good  medicine...good  value 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  ot  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti  inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
tbe  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets,  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  |aundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g.  eosinophilia.  rash,  etc  ),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumann  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  1%  (but  less  than  3%)- Probable  Causal  Relationship 
Gastrointestinal:  Nausea/  epigastric  pain*  heartburn,*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence),  Central  Nervous  System:  Dizziness/  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus;  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS). 

Incidence  less  than  1%-Probable  Causal  Relationship'' 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  |aundice,  abnormal  liver  function  tests,  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens- Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis;  bronchospasm  (see  CONTRAINDICATIONS); 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%— Causal  Relationship  Unknown * * 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions,  Special  Senses:  Coniunctivitis,  diplopia,  optic  neuritis;  Hematologic:  Bleeding 
episodes  (eg.  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlem  vasculitis.  Renal:  Renal  papillary 
necrosis, 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

“Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  'Causal  Relationship  Unknown " if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  1 1 d or  q i.d  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain:  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7-s 
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50  HOW  cm  YOU’RE  STILL  WORMED? 


You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 


that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul’s  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189,  extension  7642. 
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More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 

with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 

0 


He  II  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 


WORRY-FREE  INSURANCE  FROM 


ISKtaul 


Medical  Services  Division 

St.  Paul  Fire  and  Marine  Insurance  Company/St.  Paul  Mercury  Insurance  Company/The  St.  Paul  Insurance  Company/St.  Paul  Guardian  Insurance  Company/The 
St.  Paul  Insurance  Company  of  Illinois.  Property  and  Liability  Affiliation  of  The  St.  Paul  Companies  Inc.,  Saint  Paul,  Minnesota  55102. 
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T.  S.  DANIELSON,  JR.,  M D.,  M.P.H.  Ntw  in,orma,ion  from 
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j Acting  State  Health  ( ommissioner  Indiana  S(aU.  Boar(,  of  Heaiih 

1330  W.  Michigan  Si. 
Indianapolis,  Ind.  46206 
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Earlier  this  year.  Hoosiers  heard  a great 
deal  about  the  hazards  of  drinking  raw. 
unpasteurized  milk  following  allegations 
of  irregularities  in  the  state’s  dairy  cattle 
industry.  Since  then,  several  events  in 
other  parts  of  the  country  make  it  worth 
noting  that  the  consumption  of  raw  milk 
is  a public  health  risk  that  is  not  worth 
taking. 

The  situation  nationwide  has  escalated 
to  the  point  that  the  U.S.  Food  and  Drug 
Administration  held  informal  public  hear- 
ings in  mid-October  in  Washington, 
D.C.,  on  whether  there  is  a need  to 
require — on  a national  level — the  pasteur- 
ization of  milk  and  milk  products  sold  for 
human  consumption. 

Sixteen  cases  of  gastroenteritis  at  a 
western  Kentucky  convent  from  March  28 
to  May  2.  1984,  were  attributed  by  the 
Centers  for  Disease  Control  (CDC)  to  be 
the  likely  result  of  consuming  inadequate- 
ly pasteurized  milk  purchased  from  a 
nearby  raw  milk  dealer. 

The  Minnesota  Department  of  Health 
reported  in  July  that  more  than  50  pa- 
tients in  Brainerd  had  experienced  chronic 
diarrhea  of  more  than  four  weeks  dura- 
tion, and  that  the  consumption  of  raw 
milk  from  a single  dairy  was  the  only 
significantly  associated  risk  factor  in  the 
50  cases.  In  fact,  the  situation  in  Min- 
nesota was  so  severe  that  even  two 
months  after  these  patients  stopped  drink- 
ing raw  milk,  many  of  them  continued  to 
report  10-20  diarrheal  episodes  daily,  and 
none  of  the  patients  reported  having  fully 
recovered.  The  Minnesota  Department  of 
Health  reported  that  metronidazole, 
erythromycin,  and  tetracycline  therapy 
were  not  successful  in  reducing  or 
eliminating  the  diarrhea. 

California,  where  the  nation’s  largest 
retailer  of  raw  milk  (Alta-Dena)  is  located, 
reports  that  Salmonella  dublin  incidence  is 
increasing  and  is  increasingly  associated 
with  the  drinking  of  raw  milk.  California 
health  officials  say  that  since  1980,  16 
deaths  have  occurred  in  people  with 
Salmonella  dublin  infections  who  drank 
raw  milk — seven  deaths  occurred  in  1983 
alone.  The  CDC  says  that  the  risk  of  con- 
tracting S.  dublin  from  raw  milk  in 


California  last  year  was  estimated  at  458.3 
per  million  population,  contrasted  with  a 
rate  of  2.9  per  million  for  S.  dublin  pa- 
tients who  did  not  drink  raw  milk. 

The  CDC  said  further  that  “the 
association  between  raw  milk  ingestion 
and  S.  dublin  disease  in  California  in  1983 
was  about  15  times  stronger  than  the  well 
accepted  association  between  cigarette 
smoking  and  lung  cancer.”  The  CDC 
concluded  that  “salmonellosis  from  raw 
milk  is  a potential  hazard  that  merits 
greater  appreciation  by  consumers,  pro- 
ducers, and  health  care  providers.” 

A Mistaken  Impression 

Consumers  who  drink  raw  milk 
because  they  are  under  the  mistaken  im- 
pression that  it  is  somehow  more  natural, 
and  thus  healthier  for  them,  should  know 
that  such  a rationale  is  not  true. 

State  law  requires  that  all  milk  sold 
commercially  in  Indiana  be  pasteurized. 
This  assures  the  consumers  that  the  milk 
purchased  at  the  local  grocery  or  conve- 
nience store  is  safe  to  drink. 

In  spite  of  the  law  requiring  pasteuriza- 
tion, some  farmers,  and  even  health  food 
stores,  have  been  knowm  to  sell  raw  milk. 
It  is  believed  that  a great  deal  of  raw 
milk — from  cows  as  well  as  goats — is  sold 
in  “underground”  markets  in  Indiana.  It 
appears  that  the  consumption  of  raw  milk 
has  increased  in  recent  years,  perhaps  for 
two  reasons:  (1)  it  is  increasingly  popular 
to  consume  “natural”  food  products,  and 
(2)  in  relatively  tough  economic  times, 
there  is  an  incentive  for  some  farm 
families  to  attempt  to  increase  their  in- 
come by  selling  raw  milk  to  their  friends 
and  neighbors. 

Pasteurization  is  the  heat  treatment  of 
milk  which  kills  any  disease-causing 
organisms  that  may  be  present  in  the 
milk.  Without  question,  raw  milk  offers 
the  public  much  less  protection  from 
disease  than  does  pasteurized  milk. 

Prior  to  the  insistence  by  public  health 
regulatory  agencies  that  milk  be  pasteur- 
ized, numerous  documented  cases  of 
typhoid  fever,  septic  sore  throat,  dysen- 
tery and  diphtheria  were  regularly  at- 
tributed to  the  consumption  of  raw  milk. 


Nowadays,  common  diseases  associated 
with  the  consumption  of  raw  milk  include 
salmonellosis,  campylobacteriosis,  Q 
fever,  mycobacterial  disease,  staphylococ- 
cosis, streptococcosis,  streptobacillosis. 
toxoplasmosis,  and  brucellosis. 

Health  food  advocates  claim  that  pas- 
teurization destroys  the  nutritional  value 
of  raw  milk,  but  a closer  examination  of 
their  claims  shows  that  while  vitamins  t 
and  B are  reduced  by  approximately  1 0°  o . 
the  practical  effect  of  this  is  minimal. 

Brucellosis  in  Humans 

Brucellosis  is  a very  special  disease  that 
can  be  contracted  by  drinking  raw  milk— 
it  is  particularly  special  in  that  it  can  pre- 
sent problems  in  being  diagnosed. 

The  time  between  exposure  to  brucell- 
osis in  cattle  and  the  resulting  develop- 
ment of  symptoms  in  a human  may  vary 
from  a few  days  to  several  months,  and 
thus  origins  of  infection  may  go  unrecog- 
nized. The  symptoms  of  brucellosis  are 
characteristic  of  many  disorders,  in- 
cluding emotional  disturbances. 

Those  sy  mptoms  include  continued,  in- 
termittent, or  irregular  fever  of  \ariable 
duration,  headache,  weakness,  profuse 
sweating,  chills,  depression,  and  general- 
ized aching.  The  disease  may  last  for 
several  days,  months,  or  occasionally 
several  years.  The  fatality  rate  without 
treatment  is  2°7o  or  less;  recovery  is  usual 
but  resulting  disability  is  often  pro- 
nounced. Part  or  all  of  the  original  syn- 
drome may  reappear  as  relapses. 

Approximately  170  cases  of  brucellosis 
in  humans  are  reported  each  year  in  the 
U.S. — by  contrast,  there  were  6,400  eases 
reported  in  1947.  No  cases  were  reported 
in  Indiana  in  1983  or  thus  far  in  1984. 
There  is  no  evidence  that  it  can  be 
transmitted  from  one  human  to  another. 

Of  particular  concern  from  a public 
health  standpoint  is  that  young  doctors— 
who  may  have  never  seen  a patient  with 
brucellosis— may  misdiagnose  the  illness 
as  influenza  or  some  other  common  infec- 
tion. Physicians  who  are  aware  that  their 
patient  has  been  in  contact  with  infected 
animals  or  raw  milk  should  have  little  trou- 
ble immediately  diagnosing  brucellosis. 
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IT  is  estimated  that  between  5 and  10 
million  Americans  acquire  a new  sex- 
ually transmitted  disease  each  year. 
Figure  1 shows  the  number  of  cases  of 
gonorrhea  reported  annually  to  the 
Centers  for  Disease  Control  since  1940. 1 
The  exponential  increase  beginning  in 
1965  coincided  with  the  introduction  and 
widespread  acceptance  of  oral  contracep- 
tives. Since  1975  there  has  been  a slight 
decline  in  the  annual  incidence  of  gonor- 
rhea. This  has  been  attributed  to  an  ag- 
gressive control  program  instituted  in 
1972,  and  to  a lesser  extent,  to  changes 
in  sexual  mores.  Several  of  the  other  sex- 
ually transmitted  diseases  listed  in  Table 
1 have  increased  in  incidence  during  the 
same  period,  and  several  continue  to  do 
so. 

Chlamydial  Infections 

C.  trachomatis  is  an  obligate  in- 
tracellular parasite  which  is  the  cause  of 
lymphogranuloma  venereum  (LGV)  and 
a variety  of  ocular,  genital,  and  respir- 
atory syndromes.2  LGV  usually  presents 


with  a painful  inguinal  lymphadenopathy 
in  association  with  malaise,  chills,  fever, 
and  occasionally  meningitis.  The  involv- 
ed nodes  may  become  fluctuant  and  break 
down  and  drain  spontaneously  if  not 
aspirated.  LGV  can  also  present  as  a 
severe  proctitis,  which  clinically  and 
pathologically  resembles  Crohn’s  disease, 
and  with  which  it  is  easily  confused.' 

Non-LGV  strains  of  C.  trachomatis 
cause  nongonococcal  urethritis  (NGU), 
acute  epididymitis,  and  probably  some 
cases  of  chronic  prostatitis  in  men.  The 
management  of  a man  with  urethritis  is 
presented  in  Table  2.  Although  men  most 
frequently  present  with  symptoms  in- 
dicative of  a chlamydial  infection,  women 
are  far  more  likely  to  suffer  significant 
morbidity  from  such  infections. 

Most  women  with  chlamydial  urethritis 
or  cervicitis  are  asymptomatic.  However, 
about  one-third  of  women  with  thg 
“urethral  syndrome”  have  chlamydial 
urethritis;  the  remaining  two-thirds  have 
a low-grade  bacterial  cystitis.  This  syn- 
drome is  defined  as  dysuria,  frequency, 
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FIGURE  1:  Civilian  cases  of  gonorrhea  by  year  reported  to  the  Centers  for  Disease 
Control.  Adapted  from  reference  1. 


and  pyuria  in  the  absence  of  significant 
bacteriuria.3  Similarly,  the  cervix  appears 
normal  in  many  women  with  endocervical 
infection,  while  others  have  signs  of  cer- 
vicitis, including  a mucopurulent  endocer- 
vical discharge,  friability,  and/or  ectopy 
with  erythema  and  edema. 

The  frequency  with  which  chlamydia 
ascends  the  genital  tract  to  produce  en- 
dometritis and/or  salpingitis  is  unknown. 
However,  salpingitis  is  the  major  com- 
plication of  chlamydial  infections  in 
women.  Unfortunately,  it  is  frequently 
subclinical,  and  only  discovered  as  part 
of  an  evaluation  for  infertility.  There  is 
a strong  association  between  tubal  disease 
as  a cause  of  infertility  and  serological 
evidence  of  past  or  current  chlamydial 
infection.4  Also,  we  have  recently  isolated 
chlamydia  from  the  tubes  of  several 
women  who  were  undergoing  microtubo- 
plasty to  correct  tubal  infertility,  but  had 
no  history  of  clinical  salpingitis. 

Even  when  it  is  clinically  apparent, 


chlamydial  salpingitis  tends  to  follow  a 
subacute,  or  chronic,  course  with  the 
duration  of  pain  often  exceeding  10  days 
before  the  patient  seeks  medical  atten- 
tion.6 In  contrast,  gonococcal  salpingitis 
tends  to  be  a relatively  acute  disease  with 
severe  abdominal  pain,  fever,  and  an 
elevated  peripheral  white  blood  cell 
count.  Women  with  non-gonococcal, 
non-chlamydial,  salpingitis  frequently 
have  had  prior  episodes  of  salpingitis,  and 
also  tend  to  present  acutely.  They  are  far 
more  likely  to  present  with  an  abscess, 
and  to  be  infected  with  anaerobes  and 
Gram  negative  aerobes,  which  are  part  of 
the  normal  vaginal  flora. 

As  many  as  50%  of  women  with  un- 
complicated gonorrhea,  and  20%  with 
gonococcal  salpingitis,  are  co-infected 
with  chlamydia.  If  these  women  are 
treated  with  antibiotics  active  against 
gonorrhea,  but  not  against  chlamydia 
(e.g.,  ampicillin),  many  will  later  develop 
either  clinical  or  subclinical  chlamydial 


salpingitis.7  Consequently,  an  agent  ac- 
tive against  chlamydia  should  be  included 
in  the  treatment  of  gonorrhea.  In  a pa- 
tient likely  to  take  medications  reliably, 
this  can  be  a tetracycline  alone.  One  judg- 
ed less  reliable  should  be  treated  with  an 
agent  effective  in  a single  dose  against 
gonorrhea  (e.g.,  penicillin  or  ampicillin) 
followed  by  a seven-day  course  of  a 
tetracycline  or  erythromycin  for  the 
chlamydia  (Table  3). 

Chlamydial  infections  can  also  be  ac-  I 
quired  by  a neonate  during  passage  I 
through  an  infected  birth  canal.  Between 
30%  and  50%  of  infants  born  to  infected  , 
women  will  develop  chlamydial  inclusion 
conjunctivitis,  and  10%  to  20%  will 
develop  chlamydial  pneumonia.*  Both 
parents  of  an  infected  infant  should  be 
treated  since  they  are  likely  to  be  infected 
themselves. 

Chlamydia  are  obligate  intracellular 
parasites  and  can  only  be  grown  in  tissue 
culture.  However,  the  sensitivity  of 
culture  is  probably  no  better  than  80%  | 
under  optimal  conditions,  and  substan- 
tially less  in  laboratories  that  are  either 
relatively  inexperienced  or  do  not  employ  | 
optimal  techniques.  However,  false  posi- 
tive cultures  are  rare,  and  culture  is  cur- 
rently the  diagnostic  method  of  choice. 

Serological  tests  may  also  be  of  value. 

A negative  microimmunofluorescent  (or  , 
other  comparable)  test  result  indicates  1 , 
that  the  patient  is  very  unlikely  to  have 
a chlamydia  infection,  unless  it  has  just 
been  acquired.  On  the  other  hand,  a 
positive  serological  test  indicates  ex- 
posure, but  cannot  distinguish  recent 
from  remote  infection.  Immunofluores- 
cent  staining  of  a genital  tract  smear 
(Microtrak,  Syva  Co.),  appears  to  have 
a sensitivity  and  specificity  roughly  com- 
parable to  that  of  culture,  and  may  prove 
to  be  extremely  valuable  for  screening, 
especially  when  used  in  conjunction  with 
a serological  test. 

However,  diagnosis  of  chlamydial  in- 
fections in  adults  frequently  depends  on 
clinical  criteria.  Approximately  one-third 
of  women  who  are  sexual  contacts  of  men 
with  NGU  are  infected  with  C. 
trachomatis.  They  should  be  evaluated 
clinically  for  the  presence  of  salpingitis 
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and  then  treated  empirically  regardless  of 
culture  results  (if  salpingitis  is  present,  see 
pelvic  inflammatory  treatment  regimen  in 
Table  3).  However,  chlamydia  can  remain 
latent  for  long  periods  of  time,  and  a new- 
ly diagnosed  chlamydial  infection  does 
not  always  indicate  a new  sexual  contact. 
For  example,  the  mother  of  an  infant  with 
chlamydial  conjunctivitis  may  have  been 
carrying  the  organism  in  her  cervix  for  a 
period  of  several  years. 


Gonorrhea 

Men  with  newly  acquired  gonococcal 
infection  usually  present  with  complaints 
of  dysuria  and  a urethral  discharge  about 
three  to  five  days  after  a new  sexual  con- 
tact. In  the  majority  of  such  men  the 
diagnosis  can  be  made  by  Gram  stain  of 
a urethral  smear.  Management  is  as  out- 
lined in  Table  2.  Their  female  partners 
should  be  evaluated  for  the  presence  of 
salpingitis,  cultured  for  N.  gonorrhoeae, 
and  then  treated  without  waiting  for  cul- 
ture results;9  again,  see  pelvic  inflam- 
matory treatment  regimen  in  Table  3 if 
salpingitis  is  present.  A female  sexual  con- 
tact of  a man  with  gonococcal  urethritis 
has  a 60%  to  80%  chance  of  being  in- 
fected, and  80%  of  women  with  untreated 
gonococcal  infection  will  go  on  to  develop 
salpingitis.  Approximately  10%  of  in- 
fected women  will  have  falsely  negative 
cultures.  Cultures  are  obtained  before 
therapy  because  those  from  whom  organ- 
isms are  isolated  should  have  cultures 
repeated  after  therapy  to  insure  that  treat- 
ment has  been  effective.9 

Many  women  with  gonorrhea  are 
symptomatic,  although  the  symptoms  are 
often  non-specific.  Common  complaints 
include  dysuria,  dysmenorrhea,  mild  ab- 
dominal pain  and  vaginal  discharge,  and 
women  presenting  with  such  symptoms 
should  be  evaluated  for  the  presence  of 
gonococcal  infection,  regardless  of  social 
or  marital  status. 

Recommended  treatment  regimens  are 
about  90%-95%  effective.  However, 
multiple  drug  resistant  strains  of  N. 
gonorrhoeae  have  been  imported  into  the 
United  States  from  the  Far  East.  These 
strains  produce  a beta-lactamase,  and  are 
not  sensitive  to  penicillin  or  ampicillin. 


TABLE  1 

Common  Sexually  Transmitted  Pathogens 

Organism 

Associated  Diseases 

Chlamydia  trachomatis 

Urethritis,  cervicitis,  salpingitis,  perihepatitis, 
epididymitis,  proctitis*,  inclusion  conjunctivitis, 
infant  pneumonia,  endocarditis,  lymphogran- 
uloma. venereum,  9 adult  atypical  pneumonia. 
? prostatitis 

Neisseria  gonorrhoeae 

Urethritis,  cervicitis,  salpingitis,  epididymitis, 
arthritis-dermatitis  syndrome,  perihepatitis, 
proctitis*,  conjunctivitis,  endocarditis 

Herpes  Simplex  Virus 

Genital  ulcers,  regional  lymphadenopathy. 
proctitis*,  urethritis,  aseptic  meningitis,  urinary 
retention,  transverse  myelitis,  neonatal  infection, 
9 cervical  carcinoma.  9 carcinoma  of  the  vulva 

Papilloma  viruses 

Condyloma  acuminata  (genital  warts).  9 probable 
cervical  carcinoma 

Hepatitis  A and  B Viruses 

Hepatitis 

Treponema  pallidum  * 

Syphilis 

Trichomonas  vaginalis 

Vaginitis 

Mycoplasma  hommis 

Postpartum  fever,  9 salpingitis 

Ureaplasma  urealyticum 

Urethritis,  9 spontaneous  abortion 

Giardia  lamblia * 

Giardiasis 

Entameoba  histolytica * 

? Human  T -cell  leukemia 

Amebiasis 

virus.  Type  III* 

Acquired  immunodeficiency  syndrome  (AIDS) 

‘Primarily  in  male  homosexuals 

TABLE  2 

Management  of  a Man  with  Urethritis 

Gram  Stain 

PMN 

PMN  PMN 

No  GNID 

9 GNID  GNID 

1 ) Culture  GC 

1)  Culture  GC  1)  Culture  optional 

2)  Treat  with  regimen 

2)  Treat  with  regimen  2)  Treat  with  regimen 

effective  against 

effective  in  both  effective  in  both 

nongonococcal  ureth- 

gonococal  and  non-  gonococcal  and  non- 

ritis 

gonococcal  urethritis  gonococcal  urethritis 

GC 

GC 

Culture 

Culture 

Negative 

Positive 

1 ) Evaluate  and  treat 

1)  Evaluate  and  treat  con- 

sexual  contacts  for 

tacts  for  GC 

chlamydial  infection 

2)  Test  of  cure  culture  3-7 

days  after  treatment 
completed 

Abbreviations:  PMN  = 

Polymorphonuclear  leukocytes 

GNID  = 

Gram-negative  intracellular  diplococci 

GC  = 

gonorrhea 
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TABLE  3 

Recommended  Treatment  for  Common  Sexually 
Transmitted  Diseases 

Known  or  suspected  chlamydial  Infec- 
tions, including  nongonococcal  urethritis, 
cervicitis,  and  women  who  are  contacts 
of  men  with  nonogonococcal  urethritis 

Tetracycline  500mg  PO,  QID,  or  doxy- 
cycline  lOOmg  BID  for  at  least  7 days 
Alternative  is  erythromycin  500mg  PO. 
QID 

Uncomplicated  gonococcal  infections  or 
asymptomatic  sexual  contact  of  patients 
with  gonorrhea 

Tetracycline  500mg  PO,  QID  or  doxy- 
cycline  lOOmg  PO,  BID  for  7 days,  or 
aqueous  procaine  penicillin  G.  4.8  million 
units  IM,  or  ampicillin,  3.5gm  PO  or  amox- 
icillin. 3.0gm  PO,  each  as  a single  dose 
with  1 .Ogm  of  probenecid  PO.  followed  by 
7 days  of  tetracycline  or  doxycycline 
therapy  as  above 

For  penicillin-resistant  strains:  2gm  of 
spectinomycin  (Trobicin)  or  cefoxitin 
(Mefoxin)  IM  The  latter  should  be  given 
with  probenecid 

Pelvic  inflammatory  Disease 
(Salpingitis) 

Outpatient  regimen  is  the  same  as  for  un- 
complicated gonorrhea  except  that  dox- 
ycycline lOOmg  PO,  BID  should  be  given 
10  to  14  days  following  initial  single-dose 
therapy  with  cefoxitin,  amoxicillin,  am- 
picillin, or  penicillin  G plus  probenecid 
Hospitalize  if  questionable  diagnosis, 
severely  ill,  or  poor  response,  and  see 
reference  9 for  treatment. 

Genital  herpes 

Local  therapy  (eg  sitz  baths  with 
thorough  drying),  analgesics:  acyclovir 
(Zovirax,  5%  ointment  or  parenteral)  is 
helpful  in  initial  infections,  and  may  be 
slightly  helpful  in  recurrent  disease 

Vaginitis: 
Candida  sp 

Miconazole  or  clotrimazole,  vaginal 
cream  suppositories. 

Trichomonas  vaginalis 

Metronidazole.  2. Ogm 
PO,  as  a single  dose 

Nonspecific  ? Gardnerella  vaginalis 
vaginitis 

Metronidazole.  500mg  PO.  BID  for  7 days 

They  also  are  relatively  resistant  to 
tetracyclines,  but  are  sensitive  to  spec- 
tinomycin,  cefoxitin,  and  the  third  gen- 
eration cephalosporins.  Only  a few  such 
strains  have  been  isolated  in  Indiana,  and 
most  apparent  treatment  failures  repre- 
sent re-infections  rather  than  resistant 
strains. 

Genital  Herpes 

It  is  estimated  that  in  the  United  States 
there  are  approximately  500,000  new 
cases  of  genital  herpes  per  year,  and  that 
approximately  5 million  people  have  been 
infected.  Herpes  simplex  virus  (HSV), 
Type  1,  causes  the  common  “cold  sore” 


or  “fever  blister,”  while  Type  2 virus  is 
associated  with  genital  disease.  However, 
either  type  can  occur  at  either  site. 

Almost  90%  of  patients  who  acquire 
a primary  genital  infection  with  Type  2 
virus  develop  clinically  evident  recurrent 
disease,  while  only  about  50%  of  those 
infected  in  the  genital  area  with  Type  1 
virus  experience  recurrence. 10  However, 
the  frequency  of  recurrences  is  highly 
variable.  Some  patients  have  one  every 
few  weeks,  while  others  may  go  more 
than  a year  between  episodes. 

Some  of  the  differences  in  the  clinical 
course  of  primary  and  recurrent  disease 
are  summarized  in  Table  4.  Major  symp- 


toms of  primary  infection  include  genital 
pain,  dysuria,  urinary  retention,  vaginal 
discharge,  and  painful  inguinal  lymph- 
adenopathy.  The  lesions  are  relatively 
numerous  (15  to  20),  and  usually  bilat- 
eral. They  begin  as  vesicles,  progress  to 
pustules,  and  then  form  wet  ulcers.  The 
ulcers  crust  and  heal  with  little  or  no  scar 
formation.  Virus  can  be  isolated  from  the 
majority  of  vesicular  and  ulcerative 
lesions,  but  by  the  time  crusting  has  oc- 
curred the  yield  of  viral  cultures  drops 
below  50%.  Many  patients  with  primary 
infections  also  have  systemic  manifesta- 
tions including  fever,  malaise,  and  men- 
ingeal irritation. 

One  or  two  days  prior  to  a recurrence 
there  is  often  a prodrome  consisting  of 
itching,  burning,  or  paresthesias  in  the 
area  where  the  lesions  will  appear,  and 
virus  may  be  recovered  from  the  skin  dur- 
ing this  phase.  In  general,  recurrent 
episodes  tend  to  be  milder,  of  shorter 
duration,  and  to  lack  the  systemic  mani- 
festations associated  with  primary  infec- 
tions (Table  4). 

The  diagnosis  can  usually  be  estab- 
lished by  the  clinical  appearance  of  the 
lesions,  although  many  patients  and 
physicians  prefer  to  obtain  viral  cultures 
for  confirmation.  Serologic  testing  is  not 
useful  except  in  a research  setting.  Recur- 
rent disease  in  the  absence  of  a history  of 
primary  disease  is  often  much  more  dif- 
ficult to  diagnose,  since  the  ulcers  may  be 
very  few  in  number  and  not  have  the 
typical  herpetiform  appearance.  In  that  J 
case  viral  culture,  along  with  exclusion  of 
other  likely  diseases,  is  the  only  means  to 
establish  the  diagnosis.  Between  occur- 
rences the  virus  exists  in  a latent  state  in 
the  sacral  ganglia.  Factors  which  provoke 
recurrence  vary  from  patient  to  patient, 
but  often  stress,  including  such  things  as 
menstruation  or  psychological  problems, 
can  be  identified  as  provocative  factors.  : 

There  is  an  epidemiological  association 
with  genital  carcinoma,  and  women  with 
a history  of  genital  herpes  should  be 
screened  with  routine  Pap  smears  at  least  j 
once  per  year.  There  is  also  a risk  of 
transmission  of  the  virus  to  a neonate  at 
birth.  Fortunately,  this  is  a relatively  rare 
complication.  Moreover,  delivery  by 
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TABLE  4 

Characteristics  of  Primary  and  Recurrent  Genital  Herpes 


Characteristic 

Primary  Disease 

Recurrent  Disease 

Average  duration  of  symptoms 

10  days 

4 days* 

Average  duration  of  lesions 

16  days 

10  days 

Average  duration  of  viral  shedding 

9 days 

4 days 

New  sex  partner  in  last  30  days 

+ + + 

+ 

Prodrome 

0 

+ + + 

Fever 

+ + + + * 

0 

Aseptic  meningitis 

+ * 

0 

Pharyngitis 

+ 

0 

Autoinoculation  of  distant 

body  sites 

+ * 

0 

Bilateral  lesions 

+ + + + 

+ 

Involvement  of  cervix 

+ + + + 

+ 

Inguinal  lymphadenopathy 

+ + + 

0 

Code  0 = seen  in  < 5%  of  patients;  + = seen  in  5%  to  25%;  + + = seen  in 
25%  to  50%;  + + + = seen  in  50%  to  75%;  + + + + = seen  in  > 75%. 
‘Frequency  or  duration  somewhat  greater  in  females  than  in  males. 


TABLE  5 

Syphilis  Serologies 


Percentage  of  infected  patients  with 
Positive  Tests 

Nontreponemal  Treponemal 

(VDRL  or  RPR)  (FTA-ABS) 


Stage  of  Disease 


Primary 

76 

90 

Secondary 

100 

100 

Tertiary 

72 

97 

Late  Latent 

70 

95 

Abbrevations:  VDRL,  Veneral  Diseases  Research  Laboratory  (slide  test):  RPR,  rapid 
plasma  reagin;  FTA-ABS,  fluorescent  treponemal  antibody,  absorbed. 


cesarean  section  at  term  (while  the  mem- 
branes are  intact,  or  within  six  hours  of 
membrane  rupture)  can  substantially  re- 
duce the  risk  of  neonatal  infection  in 
women  with  active  genital  lesions.  Con- 
sequently, all  pregnant  women  should  be 
questioned  carefully  about  a history  of 
genital  herpes,  and  those  with  a positive 
history  should  be  screened  throughout 
pregnancy  with  a weekly  viral  culture  of 
the  cervix.  In  addition,  any  genital  lesions 
which  occur  after  the  36th  week  of  gesta- 
tion should  be  cultured.  Any  patient  with 
a positive  culture  within  one  week  of 
delivery  should  be  considered  for  cesarean 
section.  This  type  of  close  observation 
permits  most  women  with  a history  of 
genital  herpes  to  have  vaginal  deliveries, 
and  genital  herpes  should  not  be  consid- 
ered even  a relative  contraindication  to 
pregnancy. 

Counseling  of  patients  with  genital 
herpes  regarding  their  sexual  activity  is 
somewhat  more  difficult.  There  are  in- 
dividuals without  any  history  of  genital 
lesions  who  shed  HSV  from  the  genitals 
intermittently,  and  others  who  have  a 
history  of  lesions  who  shed  virus  at  times 
when  no  lesions  are  present.  However, 
such  people  do  not  appear  to  be  highly 
infectious.  As  a practical  matter,  patients 
are  usually  advised  to  consider  themselves 
infectious  during  the  prodromal  period, 
and/or  when  they  have  active  lesions. 

Treatment  is  primarily  supportive. 
Local  measures  such  as  sitz  baths  and  dry- 
ing of  the  infected  regions  (e.g.,  hair- 
dryer) are  important.  Also,  patients 
should  be  advised  to  wear  non-occlusive 
underwear,  and  to  not  apply  occlusive 
creams  or  ointments.  Of  the  numerous 
agents  which  have  been  evaluated,  only 
acyclovir  (Zovirax)  has  so  far  been 
demonstrated  to  have  any  efficacy  in 
treating  genital  herpes."  The  topical 
form,  when  applied  during  primary  dis- 
ease, shortens  the  duration  of  the  lesion 
formation  and  of  viral  shedding.  Its  ef- 
fectiveness during  recurrent  disease  is 
much  less  well  documented,  but  it  may 
slightly  shorten  the  duration  of  new  le- 
sion formation  if  applied  during  the  pro- 
dromal phase.  The  intravenous  form  is 
useful  for  the  treatment  of  the  occasional 


patient  with  severe  primary  disease. 

An  oral  preparation  is  currently  under- 
going clinical  trials,  and  appears  to  be  ef- 
fective in  preventing  recurrent  disease  in 
about  80%  of  patients  who  take  it  on  a 
continuous  basis.  However,  recurrences 
begin  again  when  it  is  discontinued. I3',J 
Its  role  in  the  management  of  patients 
with  genital  herpes  requires  further 
definition. 

Condyloma  Acuminatum 

Condyloma  acuminata,  or  genital 
warts,  are  caused  by  human  papilloma 
viruses.  These  viruses  have  not  yet  been 


cultivated  in  tissue  culture,  and  relative- 
ly little  is  known  about  them.  However, 
epidemiological  data  indicate  that  the 
route  of  transmission  is  sexual.  Between 
50%  and  70%  of  exposed  partners  of  pa- 
tients with  genital  warts  develop  genital 
warts  themselves.  The  incubation  period 
appears  to  be  about  one  to  two  months, 
but  may  be  longer  in  some  cases.  Warmth 
and  moisture  seem  to  accelerate  their 
growth. 

Genital  warts  are  strongly  associated 
epidemiologically  with  genital  carcinoma, 
and  papilloma  virus  DNA  has  been 
demonstrated  in  several  such  malignan- 
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cies.  It  has  recently  been  suggested  that 
papilloma  viruses  may,  in  fact,  be  a prim- 
ary cause  of  cervical  carcinoma,  and  HSV 
but  one  of  several  agents  which  can  act 
synergistically  with  them.14  They  can  be 
transmitted  from  mother  to  child  at  birth, 
in  which  case  they  may  cause  laryngeal 
papillomas  in  the  infant.  Intraoral  infec- 
tion in  adults  can  also  be  acquired  dur- 
ing oral-genital  sexual  contact. 

There  is  no  consensus  as  to  optimal 
therapy.  Podophyllin  has  been  used  for 
many  years,  but  is  relatively  ineffective. 
It  should  be  avoided  in  pregnancy  since 
there  is  some  absorption  and  it  is  poten- 
tially teratogenic.  Recurrence  rates  after 
excisional  surgery  approach  40%. 
Cryotherapy  or  removal  with  a CCK  laser 
is  probably  optimal  in  most  settings.  In- 
traurethral  warts  should  be  treated  with 
5-fluorouraciI  (5%  cream).15 

Syphilis 

Syphilis  remains  a medical  problem, 
particularly  in  homosexual  males.  All  pa- 
tients presenting  with  a sexually  transmit- 
ted disease  or  with  a lesion  suggestive  of 
primary  syphilis  should  have  a serologic 
test  for  syphilis  performed.  If  they  are 
then  treated  for  something  else  (e.g., 
gonorrhea)  with  a regimen  known  to 
abort  incubating  syphilis,  further  blood 
tests  are  not  necessary.  However,  if  they 


are  not,  then  they  should  have  a repeat 
serology  in  two  to  four  weeks. 

Postive  non-treponemal  serologies  (i.e., 
VDRL  or  RPR)  should  be  confirmed  with 
a specific  serology,  the  FTA-ABS.  False- 
positive VDRL  or  RPRs  are  relatively 
common,  while  false-positive  FTA-ABS 
are  extremely  rare.  As  indicated  in  Table 
5 the  VDRL  may  become  negative  even 
in  untreated  syphilis  but  once  positive,  the 
FTA  remains  positive  for  life.16 
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• Developed  by  physicians  for  physicians 

• Endorsed  by  Blue  Cross/Blue  Shield  of  Indiana 

• Designed  for  your  practice  specialty 

• Fully  computerized  medical  records 

• Created  exclusively  for  medical  practices 

AIM  is  the  most  innovative,  cost-effective  medical 
practice  management  system  available  today.  You 
can’t  afford  not  to  consider  it  when  you’re  consid- 
ering a computer. 


Yes,  I’  m interested  in  finding  out  how  Advanced  Information  Management  will  benefit  my  practice.  Please: 
n Send  more  information  CH  Conduct  a FREE  Physician  Practice  Profile  D Arrange  a demonstration  of  AIM 
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PRACTICE 

ADDRESS 

CITY STATE ZIP PHONE  ( ) 

SPECIALTY NUMBER  OF  PHYSICIANS 


ADVANCED  INFORMATION  SYSTEMS 
. . - Understanding  your  medical  practice 
9101  Wesleyan  Road  • Suite  101  • Indianapolis,  Indiana  46268  • (317)  875-8577 
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OLIGURIA:  A Frequent  Problem 
in  the  Critically  III  Patient 


THEODORE  F.  HEGEMAN.  M.D. 
Indianapolis 


Oliguria  is  one  of  the  most  fre- 
quent fluid  and  electrolyte  prob- 
lems observed  in  hospitalized 
patients  and  is  the  most  ominous. 
Etiologies  vary  from  inadequate  renal 
perfusion  to  structural  renal  insults.  The 
rapid,  systematic  approach  to  oliguria 
may  obviate  the  potentially  complex 
therapeutic  intervention,  dialysis. 

Water  excretion  represents  the  dif- 
ference between  the  amount  of  fluid 
filtered  from  the  blood  and  the  amount 
reabsorbed  as  the  filtrate  passes  through 
the  nephrons.  With  normal  renal  func- 
tion, some  160  liters  of  water  are  filtered 
at  the  glomeruli  daily.  Urine  volume 
averaging  several  liters  results  from  reab- 
sorption of  the  vast  majority  of  the  water 
by  the  tubules.  Loss  of  glomerular  func- 
tion, per  se,  only  affects  urine  volume  at 
the  extreme  of  renal  dysfunction,  whether 
acute  or  chronic.  Even  with  a 50%  or 
75%  decrease  in  glomerular  filtration 
rate,  the  amount  of  water  entering  the 
tubule  is  much  larger  than  urine  volume 
by  a factor  of  20  or  more. 

Oliguria  means  scanty  urine.  A specific 
level  of  output  is  necessary  for  clinical 
use.  The  level  chosen  is  the  minimal 
volume  of  urine  into  which  the  kidneys 
can  excrete  all  wastes  to  avoid  their  reten- 
tion. Catabolism  produces  about  600 
mOsmoles  of  osnrotically  active  wastes 
each  day  that  require  renal  handling. 
With  maximum  concentration  (1200 

From  Nephrology  and  Internal  Medicine,  Inc., 
1633  N.  Capitol  Ave.,  Indianapolis,  Ind. 
46202. 


mOsm/kg.  of  water),  500  cc.  of  urine  is, 
then,  the  minimum  volume  necessary  for 
their  removal  and,  thus,  defines  oliguria. 

Once  recognized,  oliguria  demands  a 
rapid  evaluation.  Systematically,  possible 
corrective  causes  must  be  considered.  The 
myriad  etiologies  fall  into  three  general 
groups  (see  Table  1).  Obstruction  must 
always  be  considered.  Anuria  is  seen  with 


complete  bladder  outlet  or  bilateral  up- 
per tract  obstruction.  However,  partial 
bladder  outlet  obstruction  can  produce 
oliguria.  In  addition,  a variety  of  com- 
binations of  intrinsic  renal  disease  and 
obstruction  involving  one  kidney  with  one 
process  and  the  other  with  a second  may 
also  lead  to  oliguria.  Bladder  catheteriza- 


tion and  ultrasonography  are  simple,  rela- 
tively noninvasive  studies  that  will  rapidly 
document  the  patency  of  the  bladder  out- 
let and  the  lack  of  hydronephrosis  from 
upper  tract  obstruction.  These  should  be 
performed  if  any  possibility  of  obstruc- 
tion is  present  in  the  oliguric  patient. 

Pre-renal  factors  leading  to  oliguria  are 
many,  sharing  the  ineffective  perfusion  of 
the  kidneys  and  hence  the  glomeruli.  The 
result  at  the  nephron  level  is  an  increased 
reabsorption  of  sodium  and  water 
throughout  the  tubule  to  preserve  intra- 
vascular volume.  A concentrated,  scanty 
urine  results.  A number  of  tests  to  dif- 
ferentiate the  pre-renal  state  from  intrin- 
sic renal  failure  are  based  upon  the  avid 
reabsorption  of  sodium  and  water  in  the 
former.  All  of  these  tests,  as  listed  in 
Table  2,  require  only  a spot  urine  sample 
and  a simultaneous  blood  test.  They  char- 
acterize pre-renal  urine  as  having  a low 
urine  sodium  concentration,  a high 
osmolality,  and  high  solute  levels  such  as 
urinary  urea  nitrogen  (UUN)  and  creatin- 
ine because  of  the  concentrated  nature  of 
the  urine.  The  fractional  excretion  of 
sodium  (FeNa)  relates  sodium  excretion 
to  the  amount  of  sodium  filtered,  taking 
into  account  decrease  in  glomerular  filtra- 
tion rate  which  is  seen,  even  in  pre-renal 
situations.  Unfortunately,  overlap  of 
results  has  been  described  with  all  of  these 
tests,  making  them  nondiagnostic.  How- 
ever, when  combined  with  clinical  infor- 
mation, the  indices  can  be  helpful  in  com- 
plex situations. 

Oliguria  secondary  to  pre-renal  factors 
is  potentially  reversible.  The  best  clinical 
approach  is  through  a complete  history 
and  physical  examination.  The  quantity 
of  fluid  intake  and  output  over  the  recent 
past  should  be  assessed,  looking  for  ab- 
normal losses.  A history  of  heart  and  liver 
disease  is  sought.  Potential  drug  effects — 
diuretics,  vasoconstrictors,  etc.— are 
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Table  1 

Differential  Diagnosis  of  Oliguria 

Obstructive  Uropathy 
Lower  Tract 
Bilateral  Upper  Tract 
Unilateral  Upper  Tract  with  Contralateral 
Intrinsic  Disease 

Pre-Renal  Azotemia 
True  Volume  Depletion 
Ineffective  Intravascular  Volume 

Intrinsic  Renal  Failure 

Microvascular  and  Glomerular  Disorders 
Macrovascular  Catastrophies 
Classic  Acute  Tubular  Necrosis — 75%  of  Acute 
Renal  Failure  (ARF) 


Test 

Table  2 

Urinary  Parameters 

Pre-renal 

ARF 

UUN/BUN 

> 20/1 

< 10/1 

U/PCr 

> 40/1 

< 10/1 

U/Posm 

> 1.5 

< 1.5 

UNa 

< 20 

> 20 

PeNa(%) 

< 1 

> 3 

P®Na 

UNa  / PNa  X 100% 

UCr  / PCr 


reviewed.  The  physical  examination  aims 
at  the  state  of  intravascular  volume. 
Tissue  turgor,  presence  of  edema,  signs 
of  congestive  heart  failure,  and  ortho- 
static fall  in  systolic  blood  pressure 
greater  than  30  mmHg.,  are  all  helpful, 
whether  present  or  absent.  Finally,  if 
most  evidence  points  to  an  inadequate  in- 
travascular volume,  fluid  challenging  in 
one  form  or  another  should  be  performed 
immediately!  This  can  be  in  the  form  of 
small  aliquots  of  fluid  at  frequent, 
repetitive  intervals  administered  until  a 
certain  level  of  intravascular  pressure  is 
reached  or  simply  estimating  fluid  needs 
over  the  next  12  to  24  hours  and  increas- 
ing these  in  a dramatic  way  by  adding 
replacement  for  suspected  deficits.  The 
latter  is  favored  in  most  cases  in  that 
significant  dehydration  may  result  in  an 
extremely  large  volume  of  losses  and 
small  challenges  will  not  meet  the  need. 

Monitoring  of  such  volume  administra- 
tion depends  upon  the  overall  stability  of 
each  patient.  Certainly,  daily  weights,  in- 
take and  output  records,  and  monitoring 
of  blood  pressure,  as  well  as  frequent, 
repetitive  examinations  by  a physician  are 
needed.  In  the  healthy  young  person  who 
is  dehydrated,  this  may  be  all  that  is 
necessary.  However,  if  inter-current  ill- 
ness that  may  modify  the  usual  markers 
of  fluid  overload  is  present,  more  ag- 
gressive monitoring  such  as  with  pulmon- 


ary artery  catheters  is  mandatory.  These 
can  be  easily  placed  and  monitored  in 
most  facilities.  Certainly,  the  more  data 
available,  the  better  care  that  can  be 
delivered  to  the  patient. 

The  value  of  diuretics  to  potentially 
ameliorate  acute  renal  failure  is  un- 
proven. In  general,  pre-renal  conditions 
will  respond  to  improvement  of  the  pre- 
renal  component.  The  diuretics  should 
always  be  reserved  until  adequate  intra- 
vascular volume  is  obtained  and  then  only 
administered  in  moderation  as  side  effects 
are  possible. 

Intrinsic  renal  diseases  as  etiologies  for 
oliguria  fall  into  three  general  categories. 
Microvascular,  as  well  as  large  vessel  pro- 
cesses, are  distinctly  uncommon  and  dif- 
ficult to  diagnose.  They  should  be  con- 
sidered more  strongly  when  no  apparent 
etiology  for  the  third  group  is  present.  In- 
terventive  techniques — biopsy  or  arteri- 
ography— are  necessary  for  their 
diagnosis. 

Much  more  commonly,  an  ischemic  or 
nephrotoxic  insult  can  be  identified.  In 
history  taking,  one  should  search  for  any 
and  all  toxic  exposures.  Ischemic  insults 
severe  enough  to  lead  to  acute  renal 
failure  should  be  evident  from  a complete 
history  which  includes  review  of  any 
preceding  hospital  records.  Once  the 
evidence  is  overwhelming  that  acute  renal 
failure  is  present,  a plan  needs  to  be 


developed  for  future  monitoring.  Fluid 
intake  should  be  exceeded  by  total  fluid 
output  such  that  the  patient  loses  one-half 
pound  of  weight  a day,  allowing  room  for 
fluid  shifting  from  the  intracellular  com- 
partment to  the  intravascular  space  from 
catabolism.  Such  movement  of  fluid  can 
lead  to  congestive  heart  failure  just  as  ex- 
cessive administration  of  fluid  to  the  pa- 
tient can.  Acidosis  and  hyperkalemia 
must  be  looked  for  closely  to  avoid  poten- 
tially lethal  levels.  Finally,  azotemia  is 
monitored  daily  to  plan  for  possible  dia- 
lytic  intervention. 

Sum  tnary 

The  presence  of  oliguria  raises  the  pos- 
sibility of  severe  renal  insult  that  may  re- 
quire dialytic  intervention.  Reversible 
causes,  pre  and  post  renal,  must  be  sought 
in  a systematic  fashion.  A thorough 
history  and  physical  examination  is 
necessary,  paying  attention  to  fluid  and 
salt  balances  as  well  as  potential  renal  in- 
sults. Correction  of  pre-renal  problems 
through  volume  administration  may  re- 
quire sophisticated  intravascular  monitor- 
ing. Once  all  reversible  factors  have  been 
excluded  through  both  evaluation  and 
possibly  active  intervention,  fluid  restric- 
tion along  with  careful  observation  of 
potassium  concentration,  hydrogen  ion 
concentration,  and  BUN  and  creatinine 
levels  is  necessary. 
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Motor  vehicle-related  deaths 
and  injuries  of  infants  and  chil- 
dren are  a persistent  health  prob- 
lem in  the  United  States.  On  a national 
basis,  more  children  are  injured  or  killed 
in  automobile  accidents  than  from 
diseases  such  as  cancer,  heart  disease  and 
pneumonia.'  The  National  Safety  Coun- 
cil reports  that  approximately  1,200 
children  under  the  age  of  5 years  died 
while  50,000  children  were  injured  in 
motor  vehicle-related  accidents  in  1982.  ’ 
The  economic  costs  to  society  are  as 
equally  staggering. M One  recent  estimate 
projected  a per  case  cost  of  $200,000  for 
motor  vehicle  fatalities,  which  includes 
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Abstract 

A study  was  developed  and  directed  by 
the  Automotive  Safety  for  Children  Pro- 
gram at  James  Whitcomb  Riley  Hospital 
for  Children  to  provide  information  on 
safety  seat  and  seat  belt  use  for  children 
prior  to  Indiana's  child  passenger 
restraint  law.  The  survey  was  conducted 
from  September  to  mid-November  1983 
at  12  sites  in  Indiana  in  both  urban  and 
rural  areas. 

A total  of  2,732  observations  of  adults 
and  young  children  were  made  on  910 
vehicles,  including  124  infants  from  birth 


medical  expenses,  property  damage,  in- 
surance administration,  and  wage  loss.5 

In  Indiana,  approximately  25  children 
under  5 were  killed  while  over  1,500  in 
this  age  group  were  injured  as  passengers 
in  motor  vehicle  accidents  annually  be- 
tween 1981  and  1983. 6 Efforts  have  been 
made  in  Indiana  to  educate  the  public  on 
the  importance  of  this  health  problem, 
and  Indiana’s  mandatory  child  passenger 
restraint  law  was  passed  to  help  increase 
the  use  of  safety  seats  for  young  children 
in  motor  vehicles.  The  law,  which  became 
effective  Jan.  1,  1984,  requires  children 
under  3 to  be  properly  fastened  and 
restrained  in  a federally  approved  safety 
seat.  Children  from  3 to  5 may  be 
restrained  either  by  a safety  seat  or  a seat 
belt.  The  law  applies  to  all  drivers  of 
private  vehicles  registered  in  Indiana. 
Failure  to  comply  with  the  law  is  a Class 
C infraction,  which  carries  a fine  of  $25 
lo  $500. 

A study  was  developed  and  directed  by 
the  Automotive  Safety  for  Children  Pro- 
gram at  James  Whitcomb  Riley  Hospital 
for  Children  to  provide  information  on 
safety  seat  and  seat  belt  use  for  children 


to  12  months  and  827  toddlers  from  one 
through  four  years.  Most  of  the  children 
from  birth  through  age  4 were  unrestrained. 
A total  of  596  (63%)  children  in  this  age 
group  were  not  protected  by  either  a lap 
belt  or  car  seat.  This  survey  also  found 
that  205  (71°7o)  of  the  287  children  observed 
in  a car  seat  (or  21  % of  the  total  sample 
of  951  infants  and  toddlers)  were  incor- 
rectly restrained  in  the  seat.  Of  the  total 
951  observations  made  of  children  from 
birth  through  age  4,  150  (16%)  were  re- 
strained properly  in  either  a safety  seat 
or  seat  belt. 


prior  to  Indiana's  child  passenger 
restraint  law.  The  results  of  this  study  will 
provide  baseline  data  for  evaluating  the 
effectiveness  of  Indiana’s  law-  in  increas- 
ing the  use  of  child  restraints.  A follow- 
up survey  is  being  conducted  this  fall  at 
the  same  sites  visited  for  the  initial  study. 
The  purposes  of  the  Indiana  study  were 
to  determine  (1)  rates  for  correct,  incor- 
rect, and  non-use  of  restraint  devices  and 
(2)  types  of  misuse  occurring  in  different 
styles  of  car  seats. 

Materials  and  Methods 

In  September  1983,  two  full-time  staff 
members,  the  director  of  the  Automotive 
Safety  for  Children  Program,  a registered 
nurse  consultant  with  the  Indiana  State 
Board  of  Health,  and  a doctoral  student 
in  the  Indiana  University  School  of  Nurs- 
ing completed  survey  training.  Classroom 
instruction  reviewed  30  different  styles  of 
car  seats  and  misuses  occurring  with  each 
style. 

Observers  were  certified  after  comple- 
tion of  a one-hour  examination,  which 
tested  knowledge  of  different  car  seat 
styles,  correct  and  incorrect  uses  of  car 
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OBSERVERS  interview  driver  and  observe  ear  seat  use  from  both  sides. 


seats,  and  the  ability  to  record  accurately 
when  a car  seat  w as  being  used  correctly 
or  incorrectly.  A passing  level  of  compe- 
tency on  the  test  for  observers  was  set  at 
90%.  All  survey  observers  met  or  exceeded 
the  desired  competency  level. 

The  survey  form  listed:  (1)  ages  of 
motor  vehicle  occupants,  (2)  restraint  use 
by  adult  passengers,  (3)  restraint  use  by 
children  ages  5-15  years,  (4)  restraint  use 
for  children  ages  1-4  years,  and  (5)  re- 
straint use  by  infants  from  birth  to  12 
months.  If  a safety  seat  was  used,  the 
name  of  the  seat  was  indicated.  If  a seat 
was  incorrectly  used,  the  form  of  misuse 
was  noted. 

The  survey  was  conducted  from 
September  to  mid-November  1983  at  12 
sites  in  Indiana  in  both  urban  and  rural 
areas.  The  sites  were:  Anderson,  Terre 
Haute,  Merrillville,  Fort  Wayne,  Jasper, 
Mishawaka,  Logansport,  Batesville, 
Evansville,  Rushville,  Bloomington  and 
Indianapolis  (Table  I).  All  observation 
studies  were  conducted  at  main  entrances 
or  exits  of  shopping  center  sites. 
Observers  were  stationed  at  locations  in 
the  shopping  center  where  there  was  a 
traffic  light  or  stop  sign,  little  chance  for 
a traffic  build-up  to  occur,  and  no  high- 
! risk  for  personal  safety,  i.e.,  an  embank- 
ment was  present  to  stand  on;  safety  vests 
were  worn  for  visibility. 

A state  police  officer  stopped  vehicles 
for  observers  at  each  site.  Passenger  cars 


selected  for  observations  met  three  re- 
quirements: (1)  contained  one  or  more 
child  passengers,  (2)  were  stopped  at  stop 
lights  or  traffic  signs,  and  (3)  could  be 
stopped  w'ithout  obstructing  traffic.  The 
data  collection  occurred  from  10  a.m.  to 
4 p.m.,  a time  frame  that  was  chosen  for 
the  greater  likelihood  of  observing  small 
children  in  motor  vehicles. 

Results 

The  dBASE  II  database  management 
system  was  used  to  compute  the  results 


of  this  survey.  A total  of  2,732  observa- 
tions of  adults  and  young  children  were 
made  on  910  vehicles,  including  124  in- 
fants from  birth  to  12  months  (Table  2) 
and  827  toddlers  from  1 through  4 years 
(Table  3).  The  results  discussed  here  com- 
bine both  categories  since  Indiana  law  ap- 
plies to  children  from  birth  through  age  4. 

Unrestrained  Passengers.  Most  of  the 
children  from  birth  through  age  4 were 
unrestrained.  A total  of  596  (63%)  chil- 
dren in  this  age  group  were  not  protected 
by  either  a lap  belt  or  car  seat.  Of  this 


TABLE  I 

Distribution  of  Observations 
by  Site  of  Observation 


Site 

Number 

Percent 

Anderson  (Mounds  Mall) 

159 

5.8 

Terre  Haute  (Honey  Creek  Square) 

343 

12.6 

Merrillville  (Century  Consumer  Mall) 
Fort  Wayne  (Times  Corners  Shopping 

157 

5.8 

Center) 

130 

4.8 

Jasper  (3-D  Plaza  Shopping  Center) 

276 

10.1 

Mishawaka  (University  Park  Mall) 

144 

5.2 

Logansport  (Logansport  Mall) 
Batesville  (McDonald’s  Restaurant  and 

259 

9.5 

shopping  center  entrance) 

259 

9.5 

Evansville  (Eastland  Mall) 

325 

11.9 

Rushville  (3-D  Plaza  Shopping  Center) 

209 

7.7 

Bloomington  (College  Mall) 

319 

11.6 

Indianapolis  (Lafayette  Square) 

152 

5.5 

TOTAL 

2,732 

100.0 

TABLE  2 

Infant*  Occupant  Restraint  Use 
Indiana  1 ‘>83 


Restraint  Use  Category 

Infant 

Occupants 

Number 

Percent 

Safety  Seat  Correctly  Used 

17 

13.8 

Safety  Seat  Incorrectly  Used 

49 

39.6 

Infant  Carrier  Used 

2 

1.6 

Safety  Seat  in  Car  Not  Used — Child 
Unrestrained 

8 

6.4 

Held  in  Lap 

34 

27.4 

Unrestrained 

14 

11.2 

TOTAL 

124 

100.00 

*Birth  to  12  months 
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group,  a total  of  81  (14%)  were  riding 
on  an  adult’s  lap.  Infants  from  birth  to 
age  1 were  placed  in  the  greatest  danger 
of  injury  or  death  by  being  lap  held.  Of 
the  56  infants  observed  who  were  not 
restrained,  34  (61  %)  were  lap  held  while 
only  47  (9%)  of  the  540  unrestrained  tod- 
dlers were  lap  held. 

Results  of  this  survey  also  showed  that 
seat  belt  use  was  not  prevalent  for  older 
children  (Table  4)  or  adults  (Table  5). 
Three  hundred  and  fifty-four  (88%)  of 
the  403  children  from  5 to  15  years  of  age 
were  unrestrained  in  the  car.  Ninety-one 
per  cent  of  the  1,378  adults  were  unre- 
strained. 

Correctly  Restrained  Infants  and  Tod- 
dlers. Of  the  total  951  observations  made 
of  children  from  birth  through  age  4,  150 
(16%)  were  restrained  properly  in  either 
a child  restraint  device  or  a seat  belt.  Cor- 
rect installation  of  the  safety  seat  into  the 
car  was  defined  as  using  all  essential  parts 
(harness  straps,  shield,  tether),  reclining 
the  seats  in  the  correct  position,  and  an- 
choring the  seat  correctly  according  to 
manufacturer’s  directions  with  the  seat 
belt.  Only  82  (29%)  of  the  287  infants 
and  children  observed  in  a car  seat  were 
correctly  restrained. 

Incorrectly  Restrained  Infants  and 
TocIcUers.  Indiana  law  specifically  re- 
quires that  a child  be  restrained  properly 
in  a car  seat.  This  survey  found  that  205 
(71%)  of  the  287  children  observed  in  a 
car  seat  (or  21%  of  the  total  sample  of 
951  infants  and  toddlers)  were  incorrectly 
retrained  in  the  seat. 

Major  misuses  included:  (1)  placing  in- 


OBSERVER  notes  infant  properly 
restrained  hut  toddler  standing  on  rear 

seat. 


fants  forward  facing  instead  of  rear  fac- 
ing in  safety  seats,  (2)  failure  to  use  a re- 
quired tether  strap;  (3)  misrouting  the  seat 
belt  around  the  frame  of  the  seat  to  the 
seat  of  the  motor  vehicle;  (4)  failure  to 
use  a required  shield;  and  (5)  use  of  a seat 
that  did  not  meet  federal  motor  vehicle 
standard  213.  This  standard,  which  took 
effect  Jan.  1,  1981 , requires  that  all  seats 
manufactured  after  that  date  meet 
specific  safety  requirements  in  simulated 
30  m.p.h.  crash  situations  using  dummy 
representatives.  Seats  manufactured  prior 
to  that  time  may  not  meet  all  of  the  re- 
quirements of  this  standard. 


The  misuse  rate  was  highest  for  infant 
seats.  While  68  infants  were  restrained, 

5 1 (75%)  of  the  seats  observed  were  being 
used  incorrectly.  In  the  toddler  category,  ! 
154  (70%)  of  the  219  safety  seats  observed 
were  misused. 

Discussion 

The  findings  of  this  study  provide  one 
indication  of  the  use  of  restraints  by  In- 
diana’s drivers  and  riders  prior  to  the  ef- 
fective date  of  legislation  requiring  the  use 
of  restraints  for  young  children.  One  fac- 
tor that  may  have  affected  the  percentages 
reported  was  that  the  level  of  awareness  • 
of  restraint  use  may  have  been  higher  at 
the  time  of  the  study  since  the  law  had 
been  passed  in  April  1983  and  publicity 
in  local  communities  about  the  law’s  re- 
quirements accelerated  prior  to  its  effec- 
tive date. 

Restraint  use  was  highest  for  infants 
and  decreased  with  the  age  of  the  child 
(Table  6).  Restraint  use  (including  cor- 
rect and  incorrect  use  figures)  was  highest 
for  infants  (55%)  and  decreased  to  35% 
for  toddlers  and  12%  for  older  children.  | 
The  growth  of  car  seat  loan  programs  in  j 
Indiana  may  have  contributed  to  the 
higher  usage  rate  of  child  restraints  for 
infants.  Most  parents  receive  this  infor-  j 
mation  through  initial  contact  with  in-  ^ 
formed  hospital  personnel  as  a family  . 
prepares  to  return  home. 

It  was  anticipated  that  the  numbers  of  i 
unrestrained  children  would  be  high  and 
that  many  younger  children  would  be  lap  1 
held.  As  noted  by  Williams,7  on-lap  travel  [• 
is  common  and  increases  the  likelihood  | 


TABLE  3 

TABLE  4 

Toddler*  Occupant  Restraint  Use 

Older  Child  Occupant  Restraint  Use 

Indiana  1983 

Indiana  1983 

Restraint  Use  Category 

Toddler 

Occupants 

Restraint  Use  Category 

Number 

Percent 

Number 

Percent 

Lap  Belt 

32 

7.9 

Safety  Seat  Correctly  Used 

65 

7.9 

Safety  Seat  Incorrectly  Used 
Safety  Seat  in  Car  Not  Used — Child 

154 

18.7 

3-Point  Harness 

17 

4.3 

Unrestrained 

37 

4.5 

Held  in  Lap 

15 

3.7 

Lap  Belt  Used 

68 

8.2 

Held  in  Lap 

47 

5.6 

Unrestrained 

456 

55.1 

Unrestrained 

339 

84.1 

TOTAL 

827 

100.0 

* 1 -4  years 

TOTAL 

403 

100.0 
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TABLE  5 

Adult  Motor  V ehicle  Occupant  Restraint  Use 
Indiana  1983 

Restraint  Use  Category  Number  Percent 


Lap  Belt 

15 

1.0 

3-Point  Harness 

103 

7.5 

Passive  Restraint 

3 

0.2 

Unrestrained 

1,257 

91.3 

TOTAL 

1,378 

100.0 

of  injury  to  children  by  the  person 
holding  them.  Pediatricians  and  obstetri- 
cians should  counsel  patients  of  the  need 
to  protect  infants  and  young  children  with 
seat  belts  and  safety  seats  and  all  adult 
passengers  with  seat  belts.  Pregnant 
women  should  wear  seat  belts  to  protect 
themselves  and  unborn  children. 

This  study’s  findings  on  misuse  of  car 
seats  emphasize  the  importance  of  educat- 
ing parents  on  the  correct  use  of  safety 
seats.  Shelness  and  Jewett  found  in  their 
study  of  observed  misuse  of  car  seats  in 
parked  motor  vehicles  that  75%  of  the 
car  seats  examined  had  errors  in  belt 
routing,  tether  use,  or  both.8  While 
another  19  city  surveys  of  car  seat  use 
found  that  8.8%  of  the  infant  seats  were 
misused  and  5.2%  of  the  toddler  seats 
were  not  installed  properly,  the  lower 
rates  can  be  attributed  to  less  rigorous 
criteria  for  misuse.'1  More  attention  must 
be  directed  toward  educating  parents  on 
how  to  properly  use  a car  seat.  Providing 
information  that  clearly  shows  and  ex- 
plains proper  use  of  the  car  seat  is  essen- 
tial and  is  a serious  issue  that  must  be  ad- 
dressed by  manufacturers,  car  seat  loan 
programs,  health  professionals,  and  retail 
stores  that  sell  car  seats  to  the  public. 


Among  the  steps  that  could  be  taken 
to  educate  the  car  seat  consumer  are: 

1 . Direct  the  parent  to  identify  the  date 
of  manufacture  for  the  seat,  which  is 
usually  located  on  the  back  of  the  safety 
seat.  If  the  seat  was  manufactured  prior 
to  Jan.  1,  1981,  it  may  not  meet  all  or 
any  of  the  requirements  of  federal  motor 
vehicle  safety  standard  213. 

2.  Provide  an  opportunity  for  the 
parent  to  use  the  seat  under  the  supervi- 
sion of  an  informed  instructor  in  a 
hospital  or  retail  setting. 

3.  Sponsor  public  displays  or  public 
service  announcements  on  car  seat  use  in 
conjunction  with  other  health  and  safety 
organizations  to  call  attention  to  the  im- 
portance of  not  only  using  a child 
restraint  device,  but  of  using  it  correctly. 

4.  Educate  appropriate  staff  members 
on  general  guidelines  for  correct  car  seat 
use  so  that  this  information  is  shared  with 
the  general  public. 

Indiana’s  child  passenger  safety  law 
provides  a beginning  for  attaining  in- 
creased usage  of  child  restraint  devices. 
In  Tennessee,  where  mandatory  legisla- 
tion has  been  in  effect  since  1978,  safety 
seat  usage  rates  increased  from  8%  before 
the  law  to  29%  in  1980. 10  However, 
health  and  safety  professionals  must  con- 
tinue to  play  an  active  role  in  the  educa- 
tion process  of  proper  car  seat  use  for  In- 
diana’s law  to  be  optimally  effective. 
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dence level.  Percent  restrained  refers  to  pro- 
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. The  percentage 
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Abstract 

Solitary  rectal  ulcer  syndrome  is  a rare 
condition  of  unknown  etiology.  A case  is 
reported  of  a 76-year-old  woman  clinical- 
ly presenting  with  prolapse  of  the  rectum 
and  uterus,  masquerading  as  carcinoma 
of  the  rectum.  Recent  literature  and 
pathogenesis  of  this  entity  are  briefly 
Reviewed  and  discussed. 
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SOLITARY  RECTAL  ULCER  SYNDROME 
is  a rare  condition  of  obscure 
etiology  that  was  first  reported 
by  Cruveilheir1  approximately  150  years 
ago.  Since  then  several  case  reports  and 
review  articles  have  appeared  in  the 
medical  literature. 2-6'7-,;  The  condition  is 
not  widely  recognized.  It  is  important  for 
both  surgeons  and  pathologists  to  be 
familiar  because  it  may  be  confused  both 
clinically  and  histologically  with  car- 
cinoma, and  such  a mistaken  diagnosis 
may  lead  to  unnecessary  excision  of  the 
rectum.  We  report  here  a case  of  an  elder- 
ly woman  who  presented  with  complete 
prolapse  of  the  rectum  and  uterus  which 
endoscopically  mimicked  carcinoma. 

Case  Reporl 

A 76-year-old  white  woman  was  admit- 
ted in  March  1983  because  of  a sudden 
onset  of  rectal  bleeding  accompanying 
bowel  movements.  Significant  past 
history  included  admission  for  chronic 
diverticulitis  four  years  prior  to  the  pres- 
ent hospitalization.  She  had  had  regular 
bowel  movements  and  denied  a history  of 
constipation.  Physical  examination 
revealed  complete  prolapse  of  the  rectum 
and  complete  prolapse  of  the  uterus.  The 
prolapsed  rectum  appeared  markedly 
edematous  and  bluish.  It  was  reduced  in 
the  surgeon’s  office  and  she  was  admit- 
ted for  further  evaluation  and  manage- 
ment. The  only  abnormal  laboratory 
finding  was  a mild  degree  of  normocytic 
normochromic  anemia. 

Colpocleisis  and  posterior  colpor- 
rhaphy  were  preformed  as  corrective 
surgery  for  uterine  prolapse.  At  the  time 
of  this  surgery,  proctoscopy  was  per- 
formed by  the  general  surgeon  who  noted 
a large  polypoid  friable  ulcerated  mass  in 
the  rectum,  5 cm  from  the  anal  verge. 
Multiple  biopsies  were  obtained  from  this 
mass  and  were  interpreted,  on  frozen  sec- 
tion, as  an  inflammatory  process.  Procto- 
sigmoidoscopic  findings  were  highly 


suspicious  for  underlying  malignancy. 
Because  the  lesion  was  partially  obstruct- 
ing, it  was  elected  to  do  a low  anterior 
resection  of  the  rectosigmoid  colon  (Hart- 
mann procedure).  The  operative  findings 
also  disclosed  stricture  formation  of  the 
sigmoid  colon  due  to  chronic  diverticu- 
litis. 

Pathologic  Findings 

The  specimen  was  an  1 1 .5  cm  segment 
of  rectosigmoid  colon.  There  was  a fair- 
ly well  demarcated  large  ulcerated  lesion 
encircling  the  colon  and  measuring  7.2  x 
4.5  cm.  This  lesion  contained  multiple 
raised  polypoid  masses  and  there  was  ap-  t 
proximately  50%  luminal  narrowing  at 
the  site  of  the  lesions  (Figs.  1 and  2).  The 
base  of  the  ulceration  was  covered  by 
yellowish  fibrinopurulent  exudate.  A 
small  satellite  ulceration  was  also  present 
in  addition  to  the  main  lesion.  Histologic  | 
sections  revealed  extensive  granulation  I 
tissue  formation  at  the  ulcer  bed  (Fig.  3).  j 
The  superficial  exudate  consisted  of  poly- 
morphonuclears  and  fibrin.  Focal  areas 
of  increased  smooth  muscle  and  fibrous 
tissues  wrere  present,  especially  in  the  i 
polypoid  masses.  Culture  of  the  yellowish  | 
slough  from  the  ulcer  yielded  normal  1 
bowel  flora  only. 

Discussion 

Solitary  rectal  ulcer  syndrome  is  a 
benign  condition  with  a chronic  course 
that  occurs  predominantly  in  young  ! 
adults  of  either  sex.  The  name  may  be 
misleading  because  there  may  be  more  j 
than  one  ulcer  and  there  appears  to  be  a 
stage  of  the  disease  when  no  ulceration  , 
is  present.  Clinically  and  histologically,  I 
a recognizable  pre-ulcerative  phase  in  the 
form  of  hemorrhagic  proctitis  or  nonspe-  I 
cific  proctitis  has  been  reported. 1J  The  I 
condition  may  present  with  any  of  the  J 
diverse  symptoms  of  anorectal  disease. 
Rectal  bleeding  is  the  most  common  and 
may  be  severe  enough  to  require  transfu- 
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sion.  One  of  the  two  cases  reported  by 
Lifschultz  et  al.s  was  unusual,  as  fatal 
hemorrhage  resulted  when  the  ulcer 
eroded  into  a large  serosal  artery.  Other 
common  symptoms  of  this  condition  in- 
clude passage  of  mucus,  perineal  pain  and 
tenesmus.  There  may  be  associated  rec- 
tal prolapse  as  reported  in  several 
publications. 

In  a series  of  51  patients  reported  by 
Martin  el  r//.,6  91%  of  the  patients  were 
noted  to  have  abnormal  descent  of  the 
rectal  wall,  and  two-thirds  of  these  had 
rectal  prolapse  to  or  beyond  the  anal 
j verge.  Their  results  also  indicated  heal- 
ing of  the  ulcers  following  surgical  cor- 
rection of  the  prolapse.  The  location  of 
the  ulcers  is  generally  on  the  anterior  or 
i anterolateral  wall  and  their  size  varies 
from  0.5  to  3 cm.  Large  circumferential 
ulcers,  as  seen  in  our  patient,  are  rare. 
The  histologic  hallmark  of  the  condition 
is  obliteration  of  the  lamina  propria  by 
smooth  muscle  and  fibrous  tissues.  In 
some  cases  there  is  a misplacement  of 
mucus-filled  glands  lined  by  normal  col- 
( onic  epithelium  into  the  submucosa, 
which  may  be  mistaken  for  carcinoma. 

Some  of  the  uncommon  features  pres- 
ent in  our  case  were  older  age  of  the  pa- 
tient, large  circumferential  lesion  with 
partial  bowel  obstruction  and  satellite 
ulceration.  The  etiology  of  the  solitary 


FIGURE  2:  Cross 
marked  thickening 

rectal  ulcer  syndrome  remains  unknown, 
but  there  is  considerable  evidence  that  the 
combination  of  mucosal  prolapse,  trauma 
and  ischemia  caused  by  excessive  straining 
at  stool  may  be  important  factors.10  In 
many  cases  there  is  electromyographic 
evidence  of  failure  of  the  normal 
mechanisms  in  the  pelvic  floor,  which 
control  continence  and  defecation  and,  in 
particular,  the  activity  of  the  puborectalis 
muscle. 11,12 
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FIGURE  1:  Large  circumferential  polypoid  ulceration 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 
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potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 
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Digitalis  Toxicity: 

A Review  of  the  Literature 
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Digitalis,  used  by  Withering  some 
200  years  ago,  is  a remarkable  and 
unique  drug  in  medical  annals. 
It  has  been  and  continues  to  be  of  con- 
siderable interest  to  many  people  of  vary- 
ing disciplines.'  For  these  200  years  physi- 
cians have  been  struggling  with  the 
digitalis  glycosides  because  of  their  high 
degree  of  toxic-therapeutic  variability.2 
Because  of  the  variability,  digitalis  is  one 
of  the  most  common  causes  of  cardiac  ar- 
rhythmias; almost  any  arrhythmia  may  be 
caused  by  the  drug.3  It  is  estimated  that 
from  6 to  20%4  of  patients  on  digitalis 
may  be  toxic,  with  signs  and  symptoms 
depending  on  the  health  of  the  patient 
and  on  whether  the  toxicity  is  acute  ver- 
sus chronic.5'" 

The  electrocardiogram  (ECG)  has 
become  the  most  sensitive  index  of 
digitalis  intoxication. 12  Thus,  it  becomes 
important  to  distinguish  ECG  changes  in- 
duced by  moderate  doses  of  digitalis, 
which  require  no  changes  in  therapy, 
from  those  that  indicate  toxicity  and  call 
for  discontinuation  of  the  drug.13  This 
presents  a therapeutic  dilemma  to  the 
physician  because  arrhythmias  for  which 
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digitalis  is  used  for  control  may  be  in- 
duced by  its  use.  Although  some  arrhyth- 
mias, per  se,  have  a high  degree  of 
specificity  as  an  index  of  digitalis  toxic- 
ity, a definitive  statement  that  a given  ar- 
rhythmia is  due  to  digitalis  cannot  be 
based  solely  on  ECG  manifestations.  In 
addition  to  the  ECG  changes,  one  must 
be  aware  of  predisposing  factors  to  tox- 
icity and  systemic  manifestations. 14  This 
article  will  touch  upon  the  pharmacology, 
predisposing  factors  and  toxic  systemic 
manifestations  of  digitalis,  in  addition  to 
lending  insight  to  the  various  arrhythmias 
seen  in  the  digitalis  toxic  patient. 

Digoxin  and  digitoxin  are  the  most 
widely  used  purified  cardiac  glycosides  in 
the  United  States  and  probably  in  the 
world.  Digoxin  is  7 5 Wo  - 8 5 Wo  absorbed 
when  taken  orally,  and  excreted  un- 
changed principally  in  the  urine.  Op- 
timum serum  levels  are  0.5  to  2.5 
micrograms/ml;  more  than  3.0  micro- 
grams/ml is  almost  always  toxic  in 
adults.'5  Digitoxin  is  100%  absorbed 
when  taken  orally  and  it  is  extensively 
metabolized  and  excreted  in  stool  and 
urine  as  a cardioinactive  metabolite.  Op- 
timum serum  levels  of  digitoxin  are  20  to 
35  micrograms/ml  and  toxicity  is  usually 
associated  with  a level  greater  than  or 
equal  to  45  micrograms/ml.15 

Testing  of  the  serum  digitalis  level  is 
easily  justified  because  it  offers  another 
objective  measurement  to  confirm  the 
clinician’s  judgment  of  under-or-over- 
digitalization.15  The  test  also  helps  in 
directing  the  digitalization  of  patients 
with  an  impairment  of  renal  function  or 
gastrointestinal  absorption. 16  Doherty15 
has  compared  the  serum  digoxin  concen- 
tration to  the  clinical  estimates  of  "tox- 
ic” vs.  “nontoxic”  in  100  human  sub- 
jects. He  found  that  at  the  same  digoxin 
concentration,  an  overlap  between  those 
patients  throught  to  be  toxic  and  those 


clinically  nontoxic  did  occur.  Thus,  the 
clinician  must  not  rely  solely  on  the  serum 
level  for  a determination  of  toxicity;  in-  1 
stead,  he  must  utilize  cautious  judgment 
in  evaluating  these  results. 

Digitalis  toxicity  may  be  provoked  and 
manifested  by  many  factors.  The  underly- 
ing cardiac  status,  electrolyte  disturbance 
and  the  endocrine  status  all  play  a role  in 
determining  toxicity.17  Advanced  heart 
disease,  regardless  of  cause,  narrows  the 
therapeutic  to  toxic  ratio  and  increases  the 
incidence  of  digitalis  intoxication1819-20,2' 
and  a higher  incidence  is  reported  in  pa- 
tients with  acute  infarction.  22-23  Similar- 
ly, a larger  percentage  of  patients  with 
coronary  artery  disease  had  signs  of  in- 
toxication at  lower  serum  levels,19  and  pa- 
tients with  the  above  findings  may  even 
have  toxicity  at  "normal”  levels. 

Doherty  et  al.,2J  have  shown  that 
following  comparable  doses  of  digoxin, 
the  serum  concentration  of  digoxin  is 
higher  in  patients  with  congestive  heart  1 
failure  and  renal  failure  than  it  is  in  pa- 
tients wth  congestive  heart  failure  alone. 
Doherty15  also  has  show  n a highly  signifi- 
cant positive  correlation  between  creatin- 
ine clearance  and  the  clearance  of 
digoxin.  One  must  closely  follow'  the  renal 
impaired  patient  for  signs  of  toxicity  and 
be  prepared  to  alter  the  dosage  appropri- 
ately. No  modification  of  digoxin  dosage 
is  necessary  in  liver  disease,  provided 
hypomagnesemia  can  be  ruled  out.  The 
same  is  true  for  digitoxin  despite  its 
almost  total  hepatic  metabolism. 14 

Numerous  drugs  may  alter  the  plasma 
digoxin  concentration  (PDC).  Belz  et 
al.,25  in  a prospective  randomized  study 
of  36  healthy  men,  demonstrated  a daily 
verapamil  dose  of  240  m.g.  led  to  a 70%  j 
increase  in  the  PDC  and  nifedipine  in- 
creased the  PDC  45%.  Klein  et  al.,26 
found  verapamil’s  effect  on  the  PDC  to 
occur  gradually;  90%  of  the  increase  was 
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Frequency  of  various  digitalis  induced  arrhythmias  4 

ANALYSIS  OF  CARDIAC  ARRHYTHMIAS 


(10  series  with  a total  of  681  patients) 


No.  of  Series 

No.  of  Arrhythmias 

Ventricular  Arrhythmias 

470  (71  %) 

Ventricular  Prematures 

420 

Bigeminy 

9 

150 

Multifocal 

4 

121 

Not  Specified 

4 

79 

Other  (Frequent,  unifocal. 

3 

70 

occasional,  etc.) 

Ventricular  Tachycardia 

7 

50 

A-V  Block 

194  (29%) 

First  Degree 

7 

87 

Second  Degree 

10 

58 

Wenckebach 

3 

4 

Third  Degree 

6 

37 

Unspecified 

2 

12 

Atrial  Arrhythmias 

177  (26%) 

Atrial  Fibrillation 

9 

80 

With  Slow  Rate 

2 

21 

PAT  With  Block 

7 

59 

Atrial  Prematures 

4 

27 

Atrial  Flutter 

4 

1 1 

SA  Arrhythmias 

85  (13%) 

Sinus  Tachycardia 

3 

29 

Sinus  Bradycardia 

4 

27 

With  Nodal  Escape 
Sinus  Arrest 

1 

2 

1 1 

1 1 

S-A  Block 

3 

7 

Wandering  Pacemaker 

3 

1 1 

A-V  Dissociation 

4 

65  (9.8%) 

A-V  Nodal  Arrhythmias 

47  (7%) 

Nodal  Tachycardia 

4 

32 

Nodal  Rhythm 

2 

1 1 

Nodal  Prematures 

1 

4 

observed  14  days  after  the  onset  of  the 
drug.  Doering27  reported  that  coadmin- 
istration of  verapamil  and  quinidine  with 
digoxin  resulted  in  a 155%  increase  in  the 
PDC,  and  he  concluded  that  close  obser- 
vation and  appropriate  readjustment  of 
the  glycoside  dose  is  warranted  when  this 
highly  effective  drug  regimen  is  initiated. 
Other  drugs  may  decrease  the  potassium 
concentration,  yielding  a digitalis  toxic 
state:  diuretics,  laxatives,  insulin  and 
salicylates. 14  Dialysis  may  also  predispose 
to  toxicity  as  well  as  withdrawal  of 
thyroid  extract. IJ 

Gastrointestinal  manifestations  of 
digitalis  overdose  (anorexia,  nausea, 
emesis,  diarrhea,  abdominal  pain)  occur 
in  at  least  50%  of  the  patients  and  they 
are  often  the  first  indication  of  toxicity.16 
Neurologic  and  visual  manifestations  oc- 
cur in  both  acute  and  chronic  toxicity '°'28~3' 
and  may  range  from  headache,  fatigue 
and  depression  to  hallucinations.32’33 
Gynecomastia  may  develop  as  a disturb- 
ing endocrine  complication  of  digitalis 
use;  however,  this  condition  usually  dis- 
appears with  cessation  of  the  drug.16 

Cardiac  manifestations  are  the  most 
frequent  and  dangerous  sign  of  digitalis 
toxicity.  It  is  important  to  realize  that  the 
healthy  myocardium  and  the  diseased 
myocardium  respond  with  different  ar- 
rhythmias. In  an  otherwise  healthy  pa- 
tient, with  an  acute  overdose  of  digitalis, 
ventricular  arrhythmias  or  ectopy  are 
uncommon.4'10  Instead,  the  healthy  myo- 
cardium responds  to  digitalis  excess  with 
the  development  of  A-V  conduction  dis- 
turbances, while  the  diseased  heart  fre- 
quently responds  with  ectopic  impulse 
formation  particularly  from  ventricular 
foci.4 

The  earliest  ECG  changes  of  digitaliza- 
tion are  ST  segment  sagging,  shortening 
of  the  QT  interval  and  inversion  of  the 
first  portion  of  the  T wave.  The  most 
characteristic  ECG  change  after 
therapeutic  doses  of  digitalis  is  the  depres- 
sion of  the  ST  segment,  which  is  pro- 
gressive in  degree  and  form  and  does  not 
necessitate  cessation  of  the  drug. 1 2 In  the 
patient  with  a previously  normal  P-R  in- 
terval who  is  undergoing  digitalis  therapy 
and  subsequently  develops  prolongation 


of  the  P-R  interval,  one  should  discon- 
tinue the  drug  and  resume  in  smaller 
doses,  after  the  P-R  interval  is  normal. 
This  is  in  contrast  to  the  patient  with  a 
previously  prolonged  P-R  interval,  not 
due  to  digitalis,  who  develops  prolonga- 
tion after  digitalis  therapy.  In  this  patient, 
there  appears  to  be  no  contraindication 
to  the  use  of  therapeutic  doses  of  digitalis 
when  required  for  the  treatment  of  con- 
gestive heart  failure.12 

Ventricular  arrhythmias  are  common 
in  digitalis  toxicity  and  are  often  the 
earliest  sign  of  toxicity  in  the  chronic 
user.4  Fisch14  has  compiled  10  studies  said 


to  represent  digitalis-induced  arrhythmias 
and  are  reproduced  in  the  accompanying 
Table.  Analysis  of  this  table  disclosed  that 
of  681  patients,  71%  of  the  patients 
manifested  ventricular  arrhythmias  of 
which  PCV’s  and  ventricular  tachycardia 
were  the  most  common.  A-V  conduction 
disturbances  were  seen  in  29%  and 
various  forms  of  atrial  arrhythmias  in 
26%.  The  high  incidence  of  atrial  fibrilla- 
tion as  found  by  Fisch  and  other  in- 
vestigators can  be  explained  by  the  fact 
that  it  was  impossible  in  most  instances 
to  determine  whether  the  arrhythmia  ap- 
peared as  a result  of  digitalis  intoxication 
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or  was  present  before  digitalis  administra- 
tion. The  true  incidence  of  digitalis- 
induced  atrial  fibrillation  is  much  lower. 
Note  that  arrhythmias  that  strongly  sug- 
gest digitalis  intoxication,  i.e.,  parox- 
ysmal atrial  tachycardia  (PAT)  with 
block,  A-V  dissociation  and  A-V  nodal 
tachycardia,  comprise  a small  percentage 
of  the  entire  group.14 

Of  more  help  to  the  clinician  has  been 
Fisch's  determination  of  the  probability 
that  a specific  arrhythmia  is  due  to 
digitalis.  These  studies  have  the  advan- 
tage of  being  prospective  and  having  a 
control  group.  He  demonstrated  the  high 
probability  that  multifocal  PVCs,  A-V 
nodal  tachycardia,  A-V  dissociation 
(other  than  conventional  A-V  block), 
PAT  with  block  and  ventricular  tachycar- 
dia are  due  to  digitalis.  The  probabilities 
are  93,  72,  63,  55,  and  21%,  respective- 
ly When  these  arrhythmias  and  those  in 
the  Table  are  accompanied  by  other 
clinical  evidence  of  digitalis  toxicity,  one 
can  assume,  for  all  practical  purposes, 
that  they  are  indeed  digitalis-induced,14 
and  the  drug  should  be  discontinued. 
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Sarcoid  Nephropathy: 

Reversible  Cause  of  Severe  Renal 
Impairment  with  Steroid  Therapy 
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Abstract 

A case  of  sarcoidosis  presenting  with 
undiagnosed  renal  failure  is  described. 
Gallium  67  scan  and  renal  biopsy  led  to 
the  diagnosis  of  the  underlying  condition. 
The  value  of  steroid  therapy  in  this  con- 
dition is  discussed. 
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Sarcoidosis  is  a multisystem  dis- 
order characterized  by  epithelioid 
cell  granuloma  with  protean  clin- 
ical and  laboratory  manifestations. 
Though  calcium  nephropathy  and 
granulomatous  infiltrate  in  the  kidney  are 
reasonably  common,  resultant  severe 
renal  impairment  is  rare. 2 J-7  8 Herein  we 
describe  a patient  who  presented  with 
severe  renal  impairment  due  to  sarcoid 
nephropathy  but  responded  to  steroid 
therapy  with  improvement  of  renal  func- 
tion. 

Case  Report 

A 59-year-old  white  man  was  admitted 
to  Union  Hospital  with  lower  extremities 
fatigue  and  approximately  50-pound 
weight  loss  of  one  year’s  duration.  The 
patient  denied  any  history  of  night  sweats, 
anorexia,  change  of  bowel  habits,  fever, 
or  urinary  symptoms.  Physical  examina- 
tion showed  BP  130/70  mm/Hg,  pulse 
70/min.,  respirations  14/min.,  tempera- 
ture 99 °F,  and  the  rest  of  examination 
was  unremarkable.  Initial  laboratory  data 
showed  complete  blood  count  (CBC): 
Hgb  12.4  gm/dl,  Hct  37%  with  normal 
WBC  and  platelet  count.  Urinalysis  showed: 
SP.Gr.  1012,3+  protein,  1 + blood,  0-2 
WBC,  4-5  hyaline  and  granular  casts  per 
high  power  field,  SMA  12:  serum  calcium 
1 2.3mg/dl  (N  8. 1 -10.7mg/dl),  BUN  40 
mg/dl  (N  5.7-26.8),  Creatinine  4mg/dl  (N 
.7-1 .6).  Total  protein  7.8gm/dl.  24-hour 
urine  protein  1.3gm,  calcium  570mg  (N 
100-250mg).  Creatinine  clearance  3 lmls/ 
min.  Serum  protein  electrophoresis  showed 
polyclonal  gammopathy. 

Quantitative  immunoglobulin  IgG 
1940mg/dl  (N  800-1800mg/dl),  IgM  255 
mg/dl  (N  60-250mg/dl),  IgA  1026mg/dl 
(N  90-450mg/dl).  The  following  studies 


were  normal  or  negative:  chest  x-ray,  I VP 
with  tomograms,  skull  and  hand  x-rays, 
upper  GI,  lower  GI  x-rays,  computed 
tomography  (CT)  of  lungs,  retroperito- 
neum,  mediastinum,  technetium  bone 
scan,  serum  angiotensin  converting  en- 
zyme assay,  antismooth  muscle  antibody, 
antimitochondrial  antibody,  hepatitis 
associated  antigen,  bone  marrow  histo- 
pathology.  Gallium  67  scan  showed  ab- 
normal uptake  mediastinal  lymph  nodes, 
kidneys,  salivary  glands.  Serum  1.25 
(OH;)D,  (1  - 25  - hydro.xycholecalciferol) 
elevated  90  PG/ML  (N  37-69),  25 
hydroxy  vit.  D,  was  normal. 

The  patient  was  initially  treated  with 
intravenous  saline  solution  for  hydration 
and  diuresis  and  subsequently  subcuta- 
neous calcitonin  with  normalization  of 
serum  calcium.  However,  his  renal  func- 
tion did  not  respond  to  therapy  of  hyper-  i 
calcemia.  Because  of  persistent  renal  ab- 
normality, percutaneous  renal  biopsy  was 
done.  Renal  biopsy  disclosed  normal 
glomeruli,  focal  interstitial  fibrosis  and 
infiltration  of  chronic  inflammatory  cells, 
and  a non-caseating  granuloma  in  the  in- 
terstitium  (Figure).  Immunofluorescence 
and  electron  microscopy  excluded 
glomerulonephritis.  Special  stains  for  acid 
fast  bacilli  and  fungi  were  negative. 
Mediastinal  lymph  node  biopsy  showed 
non-caseating  granuloma. 

The  patient  was  treated  with  Predni- 
sone 60mg/day  for  three  months  and  then 
gradual  reduction  of  dosage  to  lOmg  on 
alternate  days.  The  patient’s  serum  cal- 
cium remained  normal,  renal  function  im- 
proved, serum  creatinine  BUN  stabilized 
at  2mg/dl  and  20gm/dl,  respectively.  Six 
months  later,  24-hour  urine  protein  was 
260mg.  Creatinine  clearance  was  67m!s ' 
min. 
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RENAL  BIOPSY  showing  a normal  glomerulus  and  a non-caseating  granuloma  wifh 
mulfinucleate  gianl  cells.  (PAS;  x 375) 


Discussion 

Syndrome  of  sarcoid  nephropathy  in- 
cludes the  following:  renal  insufficiency, 
hypercalciuria  (with  nephrolithiasis, 
obstructive  uropathy),  accelerated  hyper- 
tension, renal  tubular  abnormality  (renal 
glycosuria,  renal  tubular  acidosis,  concen- 
tration defect),  granulomatous  infiltra- 
tion, calcium  nephropathy,  arteritis, 
glomerulonephritis,  and  nephrotic  syn- 
drome.1'7 Sarcoid  granulomas  have  been 
noted  in  15  to  40%  of  patients  with  sar- 
coidosis at  autopsy.4-7  However,  renal 
failure  due  to  granuloma  is  very  rare. 

Other  causes  of  granulomatous  in- 
volvement of  kidneys  include  chronic  in- 
fection (tuberculosis,  leprosy,  histoplas- 
mosis), Wegener’s  granulomatosis, 
microscopic  polyarteritis,  Churg-Strauss 
granulomatosis,  drug-induced  granu- 
loma, Xanthogranulomatous  pyelone- 
phritis and  malacoplakia.  These  causes 
were  excluded  in  our  case  by  appropriate 
bacteriologic  studies  and  histologic  and 
clinical  features.  Moreover,  presence  of 
granulomata  with  nephrocalcinosis  in  our 
case  suggested  sarcoid  nephropathy  as  the 
etiology  of  renal  failure.  Hypercalcemia 
was  initially  felt  to  be  the  cause  of  renal 
failure  in  our  patient;  however,  nor- 
malization of  serum  calcium  did  not  im- 
prove renal  function.  Other  effects  of 
disordered  calcium  metabolism,  including 
nephrolithiasis  and  obstructive  uropathy, 
were  absent  in  our  patient.  As  reported 
before,  occurrence  of  hypercalcemia  cor- 
related well  with  dissemination  of  sar- 
coidosis in  our  patient. 

At  present  it  is  felt  that  hypercalcemia 
in  sarcoidosis  results  from  enhanced  sen- 
sitivity of  vit.  D.'’-9'10  Recent  studies  indi- 
cate high  plasma  concentration  of  1.25 
hydroxy  vit.  D (1.25  OH:D)  because  in- 
creased production  or  reduced  clearance 
is  probably  the  cause  of 
hypercalcemia.6,10  In  our  patient  high 
serum  level  1.25  (OH,)D  level  with  nor- 
mal 25  <OH:)D  supports  that  hypothesis. 
Finally,  though  glomerulonephritis  and 
arteritis  have  been  described  in  associa- 
tion with  sarcoidosis,  these  were  absent 


in  our  case.7  It  is  of  interest  the  gallium 
scan  correlated  with  activity  of  disease  of 
kidneys,  possibly  due  to  increased  uptake 
by  granuloma.  With  successful  treatment, 
repeat  gallium  scan  did  not  show  further 
accumulation  of  radioactive  gallium  67. 
Thus  a gallium  67  scan  may  be  of  help 
for  follow-up  treatment. 

As  previously  reported,  rapid  and  sus- 
tained improvement  of  renal  function  oc- 
curred in  our  patient  with  steroid  therapy. 
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OSTEOPOROSIS 


A National  Institutes  of  Health  Consensus  Report  Synopsis 


FRANK  B RAMSEY,  M D 
Indianapolis 


Primary  osteoporosis  is  an  age- 
related  disorder  characterized  by 
decreased  bone  mass  and  by  in- 
creased susceptibility  to  fractures  in  the 
absence  of  other  recognizable  causes  of 
bone  loss. 

Osteoporosis  affects  as  many  as  15  to 
20  million  individuals  in  the  United 
States.  About  1.3  million  fractures  at- 
tributable to  osteoporosis  occur  annually 


This  synopsis  is  based  on  an  NIH  consensus 
development  conference  conducted  in  April 
1984.  Single  copies  of  the  complete  consensus 
statement  are  available  from  Michael  J.  Bern- 
stein, Office  of  Medical  Applications  of 
Research,  Bldg.  1,  Rm.  216,  National  Institutes 
of  Health,  Bethesda,  Md.  20205. 


in  people  age  45  and  older.  At  age  90  and 
above  32%  of  women  and  17%  of  men 
suffer  a hip  fracture,  usually  due  to 
osteoporosis. 

Peak  bone  mass  is  reached  at  about  35 
years  of  age.  After  the  peak,  bone  mass 
decreases.  This  is  more  pronounced  after 
artificial  or  natural  menopause  in  women 
and  in  the  elderly. 

Fractures  occur  in  the  thoracic  and 
lumbar  vertebral  bodies,  the  neck  and  in- 
tertrochanteric regions  of  the  femur,  and 
the  distal  radius.  Fractures  may  occur 
during  routine  activities  or  as  a result  of 
slight  trauma. 

Diagnosis  is  made  by  establishing  the 
presence  of  osteoporosis  and  excluding 
causes  of  secondary  osteoporosis  such  as 
osteomalacia,  hyperparathyroidism, 
hyperthyroidism,  multiple  myeloma, 
metastatic  disease  and  glucocorticoid 
excess. 

Bone  mass  declines  with  age  in  all  peo- 
ple and  is  related  to  sex,  race,  menopause. 


and  body  weight  for  height.  Women  are 
at  higher  risk  than  men.  Whites  are  at 
higher  risk  than  blacks.  Underweight 
women  have  the  disease  more  often  than 
those  overweight.  Cigarette  smoking  and 
calcium  deficiency  are  additional  factors. 
Prolonged  bed  rest  is  associated  with 
osteoporosis  and  regular  exercise  aids  in 
prevention. 

Estrogen  replacement  slows  bone  loss 
after  either  artificial  or  natural 
menopause. 

Prevention  and  treatment  involve  in- 
creasing the  intake  of  calcium.  Carcinoma 
of  the  endometrium  may  be  discovered  at 
an  early  stage  and  may  be  cured  in  almost 
all  cases.  Progestogen  may  be  added  and 
probably  reduces  the  risk  of  uterine  car- 
cinoma. Cyclic  estrogen  therapy  should 
be  given  to  women  whose  ovaries  are 
removed  before  age  50,  if  there  are  no 
contraindications. 

Exercise  and  good  nutrition  are 
valuable  aids. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Vernon  E.  Hoover,  John  J.  Lindenschmidt,  Philip  R.  Young 
Suite  237,  6100  North  Keystone  Avenue,  P.O.  Box  20576,  Indianapolis,  Indiana  46220,  317/255-6525 
Robert  B.  Newell,  Suite  265,  2260  Lake  Avenue,  Fort  Wayne,  Indiana  46805,  219/422-4783 


The  ISMA  Key  Contact  System 


RUTH  GATTMAN 
Elkhart 


Although  the  Indiana  State 
Medical  Association  had  used  a 
key  legislative  contact  system  for 
several  years,  it  soon  learned  that  the  real 
secret  to  making  the  system  work  effec- 
tively was  to  make  the  ISMA  Auxiliary 
a part  of  the  program. 

The  need  for  legislative  action  always 
comes  at  the  most  inopportune  time.  By 
having  a joint  effort  with  a physician  and 
an  Auxilian,  the  chances  of  one  being 
available  to  react  when  needed  increases 
100%.  The  goal  for  having  an  active, 
responsive  key  contact  system  is  to  have 
one  physician  and  one  Auxilian  desig- 
nated as  a key  contact  person  for  each 
state  and  federal  legislator. 

A “key  contact”  is  a person  who 
already  knows,  or  is  willing  to  get  to 
know  one  U.S.  or  state  legislator  on  a per- 
sonal basis — a person  who  will  take  the 
time  to  know  the  legislator’s  background, 
education,  family,  hobbies  and  interests, 
as  you  would  any  new  friend.  A key  con- 
tact is  someone  who  will  develop  a rap- 
port with  the  legislator  and  become  a con- 
tact whose  advice  and  opinions  the 
legislator  will  seek  and  respect.  In  the 
same  way,  the  key  person  can  contact  the 
legislator  when  emphasis  needs  to  be 
given  to  the  good  or  harmful  effects  of 
pending  legislation. 

A key  contact  person  will  take  the  time 
to  keep  up  to  date  on  current  and  pro- 
posed legislation  that  might  affect  the 
quality  of  medical  care  in  Indiana  or  on 
the  federal  level. 


Presented  at  a Legislative  Workshop  at  the 
Sheraton  Meridian  Hotel,  Indianapolis,  Dec. 
15,  1983.  Mrs.  Gattman  is  a past  president  of 
the  ISMA  Auxiliary. 


To  be  a key  contact  takes  commitment, 
intelligence  and  the  willingness  to  take 
time  to  do  the  job  right.  It  may  not  be 
for  everyone.  But  for  those  who  do  decide 
to  participate,  it  will  provide  worthwhile 
experiences.  Key  contacts  don’t  change 
each  year;  they  continue  on  as  long  as 
needed,  or  until  their  legislator  is  defeated 
or  retires.  Continuity  makes  the  most  ef- 
fective key  contact  system. 

Each  person  who  agrees  will  be  asked 
to  be  a key  contact  for  one  state  legislator 
from  his  or  her  area.  For  those  who 
already  know  their  legislator,  it  will  be  a 
simple  matter  to  establish  or  re-establish 
a personal  relationship.  Working  with  a 
legislator  you’ve  never  met  will  be  more 
difficult  at  first.  Have  a friend,  another 
physician  or  an  auxiliary  member,  or 
someone  the  legislator  knows,  introduce 
you. 

Next,  invite  the  legislator  for  coffee,  or 
make  an  appointment  to  meet  with  him 
or  her.  Do  some  homework  before  you 
meet  so  that  you  will  be  knowledgeable 
about  his  past  legislative  experience  and 
committee  assignments.  If  the  legislator 
is  new,  discuss  the  upcoming  session  of 
the  legislature  and  what  he’d  like  to  ac- 
complish. Offer  him  the  assistance  of  the 
ISMA  in  medical  matters,  particularly  if 
a medical  emergency  arises. 

When  your  county  medical  society  has 
a legislative  meeting,  invite  your  legislator 
to  attend  as  your  guest.  If  the  society 
doesn’t  have  such  meetings,  suggest  they 
begin.  Attend  the  ISMA  legislative  recep- 
tion and  be  sure  to  extend  an  invitation 
to  your  legislator  to  attend.  Give  him  a 
call  and  thank  him  for  taking  a stand  on 
an  issue.  Let  him  know  you  appreciate  the 
job  he  is  doing. 

All  of  this  may  seem  very  basic,  and  it 
is,  but  it  works.  During  the  last  session 
of  the  legislature,  a few  days  before  the 
ISMA’s  legislative  reception,  I called  on 
the  house  WATS  line  and  left  a message 
for  the  four  state  representatives  from  our 


area.  My  message  was  brief  and  to  the 
point:  “Hope  to  see  you  at  the  ISMA’s 
legislative  reception  at  the  Columbia 
Club,  date  and  time.  Signed:  Ruth  Gatt- 
man.” Our  legislators  are  members  of 
both  political  parties.  I had  been  a coun- 
ty vice-chairman  and  had  actively  worked 
for  the  opponent  of  one  of  these  legisla- 
tors. Yet,  all  of  them  attended  the  recep- 
tion, either  alone  or  with  their  wife.  AH 
thanked  me  for  my  interest  and  taking  the 
time  to  travel  to  Indianapolis  for  this 
reception.  They  all  appreciated  my  mess- 
age and  said  it  was  a good  reminder  to 
them.  Yes,  I do  know  all  of  these  legis- 
lators, but  you  can  begin  with  one.  The 
results  will  amaze  you. 

This  effort  is  necessary  because,  with 
more  and  more  medically  related  legisla- 
tion being  enacted  by  our  state  legislature, 
we  must  become  involved  on  a one-to-one 
basis.  Who  knows  better  than  we  do 
what’s  best,  medically,  for  the  citizens  of 
our  state? 

To  be  effective  key  contacts,  you  must 
be  informed.  It  is  essential  that  you  read 
the  legislative  material  provided  by  the 
ISMA.  If  you  don’t  understand  or  agree, 
give  them  a call  or  ask  for  more  informa- 
tion. The  American  Medical  News  is  also 
an  excellent  source  of  information.  When 
you  are  asked  to  contact  a legislator,  you 
will  be  given  specific  information  about 
the  legislation.  If  your  legislator  asks  you 
a question  you  can’t  answer,  tell  him 
you'll  be  happy  to  get  more  information 
for  him,  and  then  do  it.  Call  the  ISMA 
and  ask  them  to  assist  you  in  following 
through  on  this  request. 

The  most  effective  key  contacts  are 
people  who  help  support  the  candidate  in 
some  way  during  his  election  campaign 
and  assist  him  after  he’s  elected.  This  is 
not  a prerequisite  to  being  a key  contact, 
of  course,  because  the  key  contact  is  a 
legislative,  not  a political,  program. 

A good  key  contact  will  be  alert  for 
vacancies  in  elective  offices  and  will  have 
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in  mind  people  within  the  medical  com- 
munity who  would  be  willing  to  run  for 
office.  Should  IMP  AC  (the  Indiana 
Medical  Political  Action  Committee) 
decide  to  help  your  legislator  during  an 
election  campaign,  you  will  be  informed. 
That’s  always  one  of  the  nicest  times  to 
contact  a legislator,  especially  if  the 
money  has  not  been  actively  solicited  by 
the  legislator. 

A few  years  ago  a bright,  young,  con- 
servative businessman  soundly  defeated 
a long-standing,  liberal  congressional 
leader.  His  election  victory  was  the  result 
of  a great  deal  of  grass-roots  support  and 
a small  percentage  of  political  action  in- 
volvement. Physicians  and  their  spouses 
were  involved  in  the  campaign,  but  none 
in  a key  leadership  role.  1MPAC  con- 


tributed to  his  campaign,  but  quite  late, 
at  his  request. 

After  the  election,  a small  delegation 
representing  the  1SMA  and  the  Auxiliary 
met  with  the  congressman  and  later,  dur- 
ing a Washington  visit,  met  with  him  and 
his  staff.  He  readily  admitted  he  did  not 
know  much  about  medical  legislation  and 
could  use  our  help.  The  AMA  office  in 
Washington  was  contacted  and  agreed  to 
assist  with  background  information  on 
medical  legislation. 

We  maintained  consistent  contact  by 
mail,  in  the  district,  and  in  person  dur- 
ing the  next  six  to  eight  months.  In  effect, 
a special  key  contact  system  was  set  up 
to  get  to  know  this  congressman  personal- 
ly. One-page  factsheets  on  medical  legisla- 
tion were  prepared  and  sent  to  him  by  the 


ISMA  executive  director.  A good  rapport 
was  established,  including  trust  and 
respect  for  each  other’s  opinions.  Our  ef- 
forts have  been  most  successful.  He  was 
one  of  the  co-sponsors  of  HR  3722  (the 
Luken-Lee  amendment  that  provided  for 
a moratorium  on  FTC  actions  against  the 
professions).  He  has  been  of  help  on 
other  legislation  as  well. 

Two-way  communication  is  on-going. 
Every  once  in  a while,  a letter  arrives  with 
a note  attached  saying,  thought  you  might 
like  to  see  this.  Yes,  it  does  take  time,  ef- 
fort, and  some  expense  to  make  the  key 
contact  system  work,  but  the  results  are 
truly  worth  it.  We  now  have  another 
friend,  not  a foe,  in  Washington — and 
that  surely  makes  our  efforts  worthwhile. 
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A Tale  of  Two  Revolutions 


Commentary 


RICHARD  L LESHER 
President 

U.S.  Chamber  of  Commerce 


On  May  15,  1776,  the  Virginia  Con- 
vention instructed  its  delegates  to 
the  Continental  Congress,  meet- 
ing in  Philadelphia,  to  propose  in- 
dependence for  the  13  colonies  from 
British  rule.  Following  those  instructions, 
delegate  Richard  Henry  Lee  introduced 
a resolution  on  June  7 that  said,  “these 
United  Colonies  are  and  of  right  ought 
to  be  free  and  independent  States.”  Con- 
gress appointed  a committee,  led  by 
Thomas  Jefferson,  to  prepare  the 
document. 

Congress  accepted  the  Declaration  of 
Independence  on  July  4,  1776.  The 
American  Revolution  had  officially 
begun.  The  war  against  British  rule  had 
actually  been  raging  for  some  time.  The 
Boston  Tea  Party  took  place  on  the  night 
of  Dec.  16,  1773.  The  battles  of  Lex- 
ington and  Concord  were  fought  on  April 
19,  1775.  American  troops  had  already 
captured  Fort  Ticonderoga  and  Crown 
Port. 

Yet,  of  all  these  dates,  we  celebrate  July 
4 as  the  date  of  our  nation’s  independence 
from  Britain.  Why?  1 suggest  that  the 
reason  lies  in  the  nature  of  the  American 
Revolution.  It  was  not  simply  a war  of 
national  independence,  not  merely  a 
struggle  by  force  of  arms.  Our  revolution 
was,  in  its  truest  sense,  a political  revolu- 
tion. It  overthrew  not  only  King  George, 
but  the  very  idea  of  Kings.  American 
patriots  left  their  fields  and  took  up  arms, 
not  to  change  governments,  but  to  change 
the  fundamental  relationship  between 
government  and  the  people. 


The  pitched  battles  at  Trenton  and 
Yorktown  were  not  fought  over  whose 
image  would  appear  on  our  coins,  but 
over  the  ultimate  question  of  who  was  to 
rule.  Would  the  people  control  their 
government  or  would  the  government 
control  the  people? 

When  the  American  Revolution  ended 
with  the  defeat  of  Cornwallis  on  Oct.  19, 
1781,  and  the  Treaty  of  Paris  on  Sept.  3, 
1783,  the  state  had  lost.  The  people  had 
won. 

Six  years  later  the  Constitution  was 
drafted  to  limit  the  power  of  the  federal 
government  and  enshrine  the  rights  of  all 
men  and  women. 

The  American  Revolution  had  suc- 
ceeded in  establishing  the  principles  laid 
down  in  the  Declaration  of  Independence 
where  Congress  had  declared,  “We  hold 
these  truths  to  be  self-evident,  that  all 
men  are  created  equal,  that  they  are  en- 
dowed by  their  Creator  with  certain  in- 
alienable rights,  that  among  these  are 
Life,  Liberty  and  the  Pursuit  of 
Happiness.” 

Thirteen  years  after  the  Declaration  of 
Independence,  the  people  of  Paris 
stormed  the  Bastille  and  began  their  revolt 
against  King  Louis  the  Sixteenth.  The 
French  Revolution  had  begun.  The 
American  people  originally  looked  on  the 
French  Revolution  with  favor,  expecting 
that  it  too  would  bring  about  a 
democratic  and  free  society.  Sadly,  the 
revolution  was  soon  betrayed  as  rule  by 
the  aristocracy  was  replaced  by  the  Com- 
mittee of  Public  Safety — the  agent  of  the 
Terror  of  the  guillotine. 

The  people  of  France  had  not  won  their 
freedom  or  respect  for  their  inalienable 
rights.  The  orgy  of  bloodletting  had 
served  only  to  change  their  masters. 


Various  factions,  dictatorships,  and  direc- 
torates vied  for  power.  Eventually, 
Napoleon  rose  from  the  barracks  to  name 
himself  counsul  for  life.  And  when 
Napoleon  was  finally  defeated  at 
Waterloo,  the  monarchy  returned. 

Had  the  French  revolution  succeeded, 
the  history  of  Europe  and  the  world  might 
have  been  different  and  happier.  As  we 
survey  the  various  upheavals  and  coups 
that  have  shaken  nations  since  that  time, 
however,  we  find  they  have  invariably 
followed  the  French  model  and  untold 
misery  has  been  the  grim  harvest. 

The  Bolshevik  Revolution  in  1917  was 
one  such  failure.  For,  despite  common 
misperception,  the  Communists  under 
Lenin  overthrew  not  the  Czar,  but  the 
Social  Democrats  led  by  Kerensky.  Czar 
Nicolaus  had  abdicated  on  March  15, 
1917;  the  communists  seized  power  on 
Nov.  6 from  a democratic  government. 
Russia,  like  France,  had  exchanged  one 
despotism  for  another. 

The  American  Revolution  and  our 
Constitution  are  our  heritage.  We  should 
be  proud  and  thankful  that  ours  was  a 
successful  revolution.  By  placing  shackles 
on  the  power  of  the  central  government 
we  have  built  the  most  prosperous  and 
free  society  the  world  has  ever  known. 
Yet,  the  patriots  of  the  revolution  gave 
us  not  only  freedom  but  a challenge.  And 
that  challenge  is  the  duty  to  preserve  the 
liberties  that  they  fought  and  died  for. 

For  the  struggle  for  freedom  is  never 
over.  It  must  be  fought  by  every  genera- 
tion and  the  burden  falls  upon  us  to 
defend  against  any  and  all  encroachments 
on  our  liberties  and  rights  as  free  men  and 
women — both  here  at  home  and  from  the 
enemies  of  liberty  abroad. 

The  original  American  revolutionaries 
deserve  no  less  from  us. 
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On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 
add  1S0PT1N 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 
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Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia  HR<50/min  (1  1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

O KNOLL  PHARMACEUTICAL  COMPANY 

Knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


rjJSI  A public  service  message  from  this  magazine  and  the 
(jOltx 3 Advertising  Council 


WHEN  LIVES  DEPEND  ON 
MINUTES,  YOU  CAN  DEPEND 

ON  MEDSTAR. 


MedStar  is  Saint  Mary  Of  Nazareth  Hospital  Center's 
emergency  helicopter  transport  system.  It  can  cut  travel 
time  as  much  as  three  fold,  and  offers  advanced  life  support 
systems,  specially  trained  crews,  and  immediate  accessi- 
bility to  and  from  facilities  within  125  miles  of  Chicago. 

But  that's  only  the  beginning  of  what  MedStar  means  to 
every  medical  facility  within  our  service  area. 

It's  also  your  patients'  lifeline  to  a unique  partnership 
between  physicians  and  health  care  providers  — a part- 
nership that  taps  the  entire  spectrum  of  tertiary  care 
services  available  within  our  radius.  MedStar  is  first  and 
foremost  dedicated  to  continuing  the  care  you've  initiated, 
and  returning  the  patient  to  your  care  as  soon  as  possible. 


It's  the  kind  of  service  you'd  expert  from  Saint  Mary's. 
Our  490-bed  facility  is  one  of  Chicago's  major  training 
centers  for  critical  care  specialists.  Our  own  staff  of 
specialists  render  hyperacute  patient  care  services  ranging 
from  limb  reattachment  and  microsurgery  to  open  heart 
and  emergency  neurosurgery. 

So  when  you  depend  on  MedStar,  you  can  depend  on 
Saint  Mary's.  That's  what  partners  are  for.  To  help. 

For  More  Information,  Call  Our  Program  Director  at 
(312)  770-3273. 
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Saint  Mary  of  Nazareth 
Hospital  Center 

2233  W Division  Street  • Chicago.  IL  60622 
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The  Give  and  Take 
of  Patent  Extension 

Most  new  drugs  are  discovered  by  large 
research-oriented  pharmaceutical  firms. 
Such  discoveries  are  patented  as  soon  as 
the  parent  company  has  demonstrated 
that  the  new  substance  is  both  safe  and 
effective. 

However,  a prolonged  period  of 
clinical  research  is  then  necessary  to 
demonstrate  to  federal  authorities  that  the 
drug  exhibits  the  same  characteristics 
when  tested  clinically  in  diagnosing  or 
treating  large  numbers  of  volunteer 
patients. 

When  the  new  drug  is  approved  for 
marketing,  a significant  number  of  years 
of  its  patent  life  have  been  spent  in  the 
important  and  sometimes  time-consum- 
ing clinical  investigation. 

The  cost  of  discovering  the  drug  and 
the  expense  of  its  testing  under  clinical 
conditions  is  usually  high.  Since  phar- 
maceutical manufacturers  investigate 
many  substances  that  eventually  prove 
not  to  be  useful,  the  discovery  cost  of 
most  drugs  admitted  to  the  prescription 
market  amounts  to  very  large  sums  of 
money.  One  function  of  the  patent  is  to 
allow  the  discoverer  to  recover  the  cost 
of  research  and  promotion. 

Another  element  in  the  discovery  of 
new  drugs  is  that,  as  the  period  of  clinical 
research  becomes  longer  and  longer,  the 
life  of  the  patent  for  practical  purposes 
becomes  shorter  and  shorter. 

The  monopoly  period,  as  conferred  by 
the  patent,  is  most  important  in  the 
recovery  of  the  immense  sum  of  money 
now  necessary  in  the  research,  discovery, 
clinical  research  and  promotion  of  new 
entities.  In  fact,  unless  the  cost  of  invent- 
ing and  bringing  a new  drug  to  market  is 
recoverable,  no  pharmaceutical  manufac- 
turer would  be  able  to  finance  research 
for  other  new,  badly  needed  drugs. 

For  several  years  Congress  has  con- 
sidered a bill  that  would  extend  the  life 
of  the  patent  by  the  length  of  time  re- 
quired for  clinical  investigation  prior  to 
approval  for  marketing.  The  bill,  as  writ- 
ten, applies  to  all  patents,  but  would  be 
of  special  significance  in  the  case  of  phar- 
maceutical substances. 

The  bill  has  gone  through  an  amazing 
amount  of  debate  and  controversy,  most- 
ly from  the  research-oriented  drug  makers 


on  one  hand  and  the  generic  drug  com- 
panies on  the  other.  Those  who  manufac- 
ture generic  preparations  after  patents 
have  expired  would  like  to  make  the 
patent  life  shorter.  Those  who  discover 
new  drugs  by  their  own  research  are  in 
favor  of  a patent  life  which  would  allow 


Congress  Approves 
Drug  Patent  Extension 

The  Senate,  by  voice  vote  on  Sept.  12, 
passed  and  sent  to  the  President  S.  1538, 
Drug  Price  Competition  and  Patent  Term 
Restoration  Act  of  1984.  The  House,  by 
a vote  of  362-0,  had  approved  the  bill  on 
Sept.  6. 

The  legislation  would  extend  the  patent 
term  of  brand-name  drugs  for  up  to  five 
years  (with  a patent  life  cap  of  14  years) 
to  compensate  manufacturers  for  the  time 
required  to  conduct  product  testing  and 
to  secure  FDA  approval  of  the  drug.  This 
provision  of  the  bill  is  intended  to  pro- 
vide new  incentives  for  brand-name  phar- 


each  discoverer  to  recover  the  expense  of 
producing  the  new  drug. 

As  a matter  of  fact,  the  generic  firms 
should  also  favor  a patent  life  sufficient 
to  replace  research  funds.  The  system,  as 
it  functions  now,  will  soon  dry  up  all 
research  funds  and  there  will  be  very  few 
new  drugs,  either  for  the  research  com- 
panies or  for  those  who  make  generic 
preparations. 

The  differences,  as  you  might  expect, 
have  been  compromised  and  compro- 
mised. The  bill  is  now  titled  the  “Drug 
Price  Competition  and  Patent  Term 
Restoration  Act  of  1984.”  The  com- 
promises have  developed  a few  additional 
groups  of  supporters  and  antagonists.  A 
small  group  of  the  research-oriented  firms 
has  separated  and  may  end  up  as  a part 
of  the  generic  group. 

The  bright  spot  in  the  long  life  of  the 
bill  is  that  it  has  not  disappeared.  It  has, 
in  one  form  or  another,  survived  for  con- 
sideration each  year.  It  will,  no  doubt,  be 
on  the  calendar  in  1985. 

The  major  obstacle  now  is  that  several 
bureaus  of  the  government  which  would 
have  jurisdiction  over  the  bill  if  it 
becomes  law  have  testified  that  the 


various  compromises  have  created  condi- 
tions which  would  make  the  legislation 
either  impossible  or  next  to  impossible  to 
administer. 

The  fair  and  equitable  provisions  of  the 
bill  for  the  preservation  of  new-drug 
research  should  prevail.  The  generic  drug 


maceutical  companies  to  increase  their  ex- 
penditures for  research  and  development. 

The  bill  would  also  permit  drug  manu- 
facturers to  use  an  abbreviated  new  drug 
application  (ANDA)  for  approval  of 
generic  versions  of  brand-name  drugs  ap- 
proved after  1962.  Currently,  the  FDA 
can  require  the  manufacturers  of  generic 
copies  of  drugs  approved  after  1962  to 
conduct  additional  clinical  tests  even 
though  the  FDA  has  already  determined 
that  the  brand-name  drug  is  safe  and  ef- 
fective. This  provision  of  the  bill  is  ex- 
pected to  result  in  reduced  drug  costs  due 
to  the  greater  availability  of  cheaper 
generic  drugs. — AMA  Legislative  Round- 
up, Sept.  14,  1984. 


makers  should  be  content  to  settle  for  a 
system  which  will  resupply  research  funds 
for  new-drug  discovery.  Lengthening  the 
patent  life  by  the  length  of  time  required 
for  governmental  approval  will  delay,  by 
a few  years,  the  advent  of  patent-expired 
drugs,  but  will  help  to  insure  that  new 
drugs  will  keep  coming.  Otherwise,  some 
day  there  may  not  be  any  new'  ones. 
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It’s  Time  to  Call  Rationing 
by  Its  Right  Name 

It’s  time  for  people  in  the  federal 
government,  in  business  and  industry  and 
all  of  the  others  who  are  busy  trying  to 
restructure  the  medical  and  health  care 
field  to  stop  calling  their  goal  “cost  con- 
tainment” and  start  calling  it  what  it  is: 
rationing  of  care,  restrictions  on  services 
and  reductions  in  payment  for  the  care 
people  need. 

Physicians  and  the  rest  of  the  health 
care  field  are  doing  everything  they  can 
to  control  the  cost  of  care,  and  conse- 
quently reduce  necessary  charges  for  it. 
That  is  cost  containment. 

Meanwhile,  private  companies  are  cut- 
ting back  their  insurance  programs,  to 
pay  less;  the  government  is  doing  the 
same  thing;  both  without  considering 
what  it  costs  to  provide  care  and  concen- 
trating only  on  the  out-of-pocket  amount 
they  pay  for  it. 

DRGs  are  an  example.  They  have 
nothing  to  do  with  the  cost  of  providing 
hospital  care  to  patients.  They  only  limit 
the  amount  the  government  will  pay  for 
that  care. 

Another  example  is  the  federal  govern- 
ment’s new  moves  in  Medicare.  But  this 
time,  we’re  fighting  back. 

The  Medicare  fee  freeze  and  “partici- 
pation” agreements  do  not  contain  cost. 
They  reduce  payments  for  the  care  Medi- 
care beneficiaries  should  receive.  In  the 
process,  they  violate  patients’  rights  to 
choose  their  own  physicians;  they  abro- 
gate the  government’s  contract  with  its 
Medicare  beneficiaries  which  guarantees 
equal  treatment  of  all  of  them;  and  they 
blatantly  discriminate  economically 
against  one  segment  of  the  population. 

The  American  Medical  Association  is 
filing  suit  in  federal  court  to  have  those 
changes  declared  null  and  void  and  to  pre- 
vent the  Department  of  HHS  from  en- 
forcing them. 

While  we  wait  for  a judgment  from  the 
court,  we  have  the  responsibility  of  con- 
tinuing to  care  for  our  Medicare  patients. 
We  have  to  do  it  the  best  way  we  can — 
as  we  always  have  done — by  considering 
not  only  their  medical  needs,  but  their 
financial  situation.  Most  of  us  can  do 
that,  even  at  a loss. 

But  if  the  government  wins  the  case, 
or  as  the  new  law  goes  into  effect  before 


the  case  is  settled,  it  is  possible  that  some 
of  us  will  find  it  impossible  to  continue 
serving  Medicare  patients.  Not  many, 
hopefully,  but  a few  might  have  to 
withdraw  from  the  program. 

If  that  happens,  let’s  be  sure  our  pa- 
tients understand  exactly  what  has  caused 
it.  Let  them  know  that  it  is  their  govern- 
ment that  has  refused  to  keep  the  pro- 
mises it  made  to  Medicare  beneficiaries. 
Let  them  know  that  it  is  their  government 
that  is  rationing  the  care  they  can  receive, 
not  their  physicians. 

Let’s  not  permit  the  government  to 
make  us  look  like  the  bad  guys,  when  it 
is  the  government  itself  that  has  decided 
it  will  no  longer  pay  for  the  kind  or 
amount  of  care  Medicare  patients 
need. — Contributed  by  the  American 
Medical  Association 


English  as  She  Is  Spoke’ 

Letter  to  the  Editor 

Sir: 

It  is  a long  time  since  you  have  heard 
from  me,  but  I have  a farmer  friend  who 
frequently  makes  a remark  that  lays  the 
English  language  wide  open.  The  other 
day  he  said,  casually,  “You  know,  my 
dog,  Hilda,  reminds  me  of  my  wife, 
Matilda:  On  some  days  she  smells  worse 
than  others.” 


The  Rush  to  Misinform 

Misinformation  to  the  public  is  harm- 
ful and  very  difficult  to  correct.  A recent 
sensational  rehash  of  an  old  and 
discredited  piece  of  “research”  has  been 
picked  up  by  at  least  two  of  the  national 
television  networks.  It  is  natural  for 
newsmen  to  seize  on  some  “scientific” 
release  which  goes  against  conventional 
wisdom. 

Such  was  the  case  of  the  report  in 
Science  magazine  which  announced  that 
hypertension  was  and  is  associated  with 
deficiencies  in  the  diet,  mostly  in  the  low 
intake  of  calcium  and  other  nutrients,  and 
that  the  intake  of  sodium  did  not  cause 
hypertension  and  might  be  one  of  the 
essentials  of  diet  that  would  reduce  high 
blood  pressure. 


Office  Diagnostics 

Boehringer  Mannheim  Diagnostics, 
one  of  the  major  subsidiaries  of  Boeh- 
ringer Mannheim  Corporation,  was 
established  in  Indianapolis  in  1964. 

It  comprises  four  divisions:  Physician 
Laboratory  Products,  Boehringer  Mann- 
heim Diagnostics  for  hospital  and  lab 
equipment,  Diabetes  and  Urinalysis  Prod- 
ucts, and  Bio-Chemicals.  It  is  a pioneer 
in  wet  and  dry  chemistry  analyzers,  and 
recently  introduced  the  revoluntionary 
new  dry  chemistry  analyzer,  the 
Reflotron. 

Laboratory  equipment  for  physicians’ 
offices  is  now  especially  important 
because  of  the  advantage  of  office 
diagnostics  and  the  lessening  of  such 
diagnostic  tests  in  a hospital  setting. 


Now,  as  a medical  man  you  might  be 
interested  in  the  physiology  of  this  but  to 
me  it  is  an  example  of  the  possible 
treachery  residing  in  the  King’s  English. 
In  this  case,  does  “others”  refer  to  dogs, 
days,  or  wives? 

It  is  a pity  we  no  longer  have  the  ser- 
vices of  J.  W.  Riley  to  write  us  Hoosiers 
a poem  on  it.  I await  your  reply  with  in- 
terest.— Alister  C'aobhain,  R.R.  13,  Box 
31. 


The  newscasts  protected  the  networks 
by  reporting  that  the  “new  release”  was 
encountering  opposition  from  some  phy- 
sicians. However,  millions  of  hyperten- 
sives heard  that  salt  was  not  the  villain. 

How  many  of  those  listening  have  had 
their  hypertension  regimens  upset  is  strictly 
conjectural,  but  curing  the  salt  habit  is 
difficult  and  many  a patient  is  now  en- 
joying an  excess  of  table  salt,  much  to  his 
or  her  disadvantage. 

Dr.  William  T.  Friedewald,  head  of  the 
National  Heart,  Lung  and  Blood  Insti- 
tute’s division  of  epidemiology  and 
clinical  applications  is  quoted  as  saying: 
“There  are  enough  studies  to  fill  a room, 
showing  a definite  relationship  between 
high  salt  intake  and  increased  blood 
pressure.” 
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If  you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 


Benefits  available  to 
members  of  the  Indiana 
State  Medical  Association 
and  their  employees 
through  expanded  ISMA 
group  sponsored 
Lincoln  National  Life 
health  insurance  coverage: 

MEDICAL  PLAN  1 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 
including  the  cost  of  blood 

• 365  Days  In-Hospital  Medical  Care 

• Reasonable  and  Customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  and 
radiation  therapy 

• $500  Supplemental  Accident 

• Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

• Comprehensive  Major  Medical  expense 
protection  — $500  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

• Comprehensive  Major  Medical  expense 
protection  — $250  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

• Low  cost  comprehensive  Major  Medical  expense 
protection— $2,000  Calendar  Year  Deductible 

• Unlimited  Maximum  Benefits 

NEW  DENTAL  PLAN 

• Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 

• $1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 


The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Programs  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage  and 
service  at  the  lowest  possible  cost.  A special  claim 
paying  unit  has  been  established  in  our  Indianapolis 
Group  Benefits  and  Service  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  317-846-6211/800-692-6014.  We  look  forward  to  serv- 
ing your  association  and  encourage  your  review  of  the 
programs  and  services  being  provided. 


For  more  information 
call  or  write: 

James  D.  Townsend  or  Earl  W.  Williams 
Professional  Account  Representatives 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  846-7502  or  (317)  844-3119 

Tom  Martens 

Director,  Health  Insurance  Administration 

Indiana  State  Medical  Association 

3935  North  Meridian  Street 

Indianapolis,  Indiana  46208 

(317)  926-4424 

1-800-382-1721 


□LINCOLN 
NATIONAL 
LIFE 

The  Liiinihi  National  Life  Insurance  Company 
Foil  Wayne,  Indiana 

.4  member  of  Lincoln  National  Corporation. 


yUJ2 

TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  Fesler  Hall  224,  1120  South  Dr,,  Indianapolis  46223. 

Sexually  Transmitted  Diseases 


1.  The  proper  management  of  a woman 
who  has  had  sexual  relations  with  a man 
known  to  have  gonorrhea  is: 

a.  perform  examination,  obtain 
cultures,  and  await  culture  results 
before  instituting  treatment. 

b.  treat  presumptively;  examination 
unnecessary  if  patient  is  asympto- 
matic. 

c.  perform  examination,  but  do  not 
obtain  culture;  treat  presumptively. 

d.  examine  for  salpingitis,  obtain 
cultures,  and  treat  presumptively 
without  waiting  for  culture  results. 

2.  In  a patient  with  a history  of  poor  com- 
pliance and  known  to  have  uncompli- 
cated gonorrhea,  which  of  the  following 
treatment  regimens  is  most  appropriate: 

a.  3.5g  of  ampicillin  plus  lg  of  pro- 
benicid  orally  as  a single  treatment. 

b.  Tetracycline  500mg  orally  Q1D  for 
seven  days. 

c.  3.5g  of  ampicillin  plus  lg  of  pro- 
benicid  orally  as  a single  dose 
followed  by  tetracycline  500mg  Q1D 
for  seven  days. 


CONTINUED  FROM  PAGES  857-862 

d.  Spectinomycin  2g  IM  as  a single 
treatment. 

3.  A mucopurulent  discharge  from  the  cer- 
vical os  is  most  often  associated  with: 

a.  gardnerella  vaginalis. 

b.  C.  trachomatis  or  TV.  gonorrhoeae. 

c.  Herpes  simplex. 

d.  Trichomonas  vaginalis. 

4.  Chronic  subacute  salpingitis  diagnosed 
during  an  infertility  work-up  is  most  like- 
ly caused  by: 

a.  Neisseria  gonorrhoeae. 

b.  Chlamydia  trachomatis. 

c.  anaerobes. 

d.  Gram-negative  aerobic  rods  (e.g.,  E. 
coli). 

5.  Each  of  the  following  is  true  regarding 
genital  herpes  except: 

a.  Acyclovir  is  more  likely  to  be  effec- 
tive in  recurrent  disease  than  in 
primary. 

b.  systemic  manifestations  are  frequent 
in  primary  disease,  but  not  with 
recurrent  disease. 

c.  it  is  a common  cause  of  inguinal 


adenopathy  in  young  adults. 

d.  the  duration  of  symptoms  is  less  in 
recurrent  disease  than  in  primary 
disease. 

6.  Patients  with  genital  herpes  are: 

a.  potentially  infectious  at  any  time,  but 
more  likely  to  be  so  when  they  have 
active  lesions. 

b.  only  infectious  when  they  have  ac- 
tive lesions. 

c.  highly  infectious  all  of  the  time. 

d.  only  infectious  if  they  have  wet 
ulcers. 

7.  A pregnant  woman  with  a history  of 

genital  herpes  should  be: 

a.  advised  to  have  an  abortion  during 
the  first  trimester. 

b.  followed  closely  during  pregnancy 
and  delivered  by  cesarean  section  if 
sh^has  active  lesions  or  positive  viral 
cultures  during  the  last  week  of 
pregnancy. 

c.  delivered  by  cesarean  section  ir- 
respective of  lesions  or  culture 
results. 

d.  delivered  vaginally  even  if  the  lesions 
are  present  on  the  endocervix. 

8.  The  VDRl.  (or  RPR)  is  essentially  always 

positive  in: 

a.  primary  syphilis. 

b.  secondary  syphilis. 

c.  tertiary  syphilis. 

d.  late  latent  syphilis. 

CONTINUED  ON  PAGE  921 


OCTOBER 
CME  QUIZ 
Answers 


Following  are  the  answers  to  the  CME  quiz  that  appeared 
in  the  October  1984  issue:  “Child  Safety  Seats:  Proper 


Use  and  Selection,”  by  Marilyn  J.  Bull, 
e 6.  e 


M.D.,  et  al. 


7.  b 

8.  b 

9.  e 

10.  4-1-6-5-2-7-3 


Answer  sheet  for  Quiz:  (Sexually  Transmitted  Diseases) 
1.  a b c d 6.  a b c d 

bed  7.  a 

bed  8.  a 

bed  9.  a 

bed  10. 


2. 

3. 

4. 

5. 


c 

bed 

bed 

bed 

bed 


Name  (please  print  or  type) 


Address 


I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  l.U.  School  of  Medicine. 
I have  read  the  article  and  answered  the  quiz  on  the  answer 
sheet  above.  I understand  that  my  answer  sheet  will  be  graded 
confidentially,  at  no  cost  to  me,  and  that  notification  of  my 
successftd  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application 
tor  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  I also  understand  that  if  1 do  not  answer  80% 
of  the  questions  correctly,  I will  not  be  advised  of  my  score  but 
the  answers  will  be  published  in  the  next  issue  of  Indiana 
Medicine  for  my  information. 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 


To  be  eligible  for  (his  month's  quiz,  send  your  completed,  signed  ap- 
plication before  Dec.  10,  1984  to  the  address  appearing  at  the  top  of 
this  page. 
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Look-Alike  and  Sound-Alike 

Drug  Names 

BENJAMIN  TEPLITSKY,  R.  PH. 

Brooklyn,  N.Y. 

Look-alike  and  sound-alike 

PREDNISONE 

PREDNISOLONE 

drug  names  can  be  misinterpreted 

Category: 

Glucocorticoid 

Glucocorticoid 

by  a nurse  reading  doctors’  orders 

Brand  Name: 

many  brands 

many  brands 

or  by  a pharmacist  compounding 

Generic  Name: 

Prednisone 

Prednisolone 

physicians’  prescriptions.  Such 

Dosage  Forms: 

Tablets,  Syrup 

Tablets,  Injection 

misunderstandings  can  result  in 
the  administration  of  a drug  not 

Category: 

SPARINE 

Antipsychotic 

STERANE 

Glucocorticoid 

intended  by  the  prescriber. 

Brand  Name: 

Sparine,  Wyeth 

Sterane,  Pfipharmecs 

Awareness  of  such  look-alike  and 

Generic  Name: 

Promazine  HCI 

Prednisolone 

sound-alike  drug  names  can 

Dosage  Forms: 

Tablets,  Syrup, 

Tablets,  Injection 

reduce  potential  errors. 

Injection,  Concentrate 

Dx:  recurrent 

:w  vsi  * 


for- — — 


HeRpecin- 


herpes  labialis 

"Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecm-L  is  a conservative  approach 
with  low  risk  / high  benefit.  Derm.,  Miami 

Staff  and  patients  find  Herpecin-L 
remarkably  effective.'  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Indiana,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available  at  all  Hook, 
Peoples,  Revco,  Ribordy  and  SupeRx  Drug  Stores  and  other  select  pharmacies. 


rsH&MJI  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 


PDR 


Android  5 10  25 

Methyltestosterone  U.S.R  Tablets 


Android/f 

Fluoxymesterone  U.S.R  Tablets,  10mg 


A Time  for  Thanksgiving 

To  be  a physician’s  spouse  demands  in- 
dependence and  a strong  will.  Have  YOU 
noticed?  They  experience  pressures  and 
demands  on  their  time  which  are  basical- 
ly different  from  those  of  their  non- 
medically  oriented  neighbors  and  friends. 
Have  YOU  noticed?  Often  they  must  be 
both  mother  and  father  to  your  children. 
Many  times  they  carry  the  responsibilities 
of  being  home  and  financial  managers, 
auto  repairmen,  electricians,  and 
plumbers!  Have  YOU  noticed? 

Medical  auxilians  are  special  people. 
They  are  unique,  well  educated,  in- 
telligent, talented,  and  very,  very  capable 
of  wearing  their  many,  many  different 
hats.  And — do  YOU  know  what??  They 
do  it  all  for  YOU!  They  have  so  much  to 
offer  to  you,  to  your  family,  to  them- 
selves, and  to  your  community. 

Auxilians  are  spouses  of  physicians 
who  care  about  and  share  the  joys  and  the 
sorrows  of  medical  families.  The  Aux- 
iliary has  two  basic  purposes.  These  are 
to  provide  an  opportunity  for  members 
to  share  interests  and  goals  with  others 
who  have  the  same  concerns;  and  to  help 
to  assure  quality  health  programs  and 
care  for  all  people.  The  Auxiliary  is  the 
only  organization  to  which  your  spouse 
can  belong  that  will  provide  the  needed 
support  for  all  the  special  situations  that 
can  arise  in  the  medical  family. 

Through  Auxiliary  membership,  your 
spouse  can  be  a part  of  the  concerns 
which  are  so  important  to  you.  And  yet, 
she  (he)  can  expand  and  can  use  talents 
to  her  (his)  own  purposes. 

Membership 

!i  is  time  for  a change  of  seasons, 
ng  will  soon  be  here.  Won’t 


Judy  Koontz  (Mrs.  James  A.) 
President,  ISMA  Auxiliary 


you  make  it  a point  to  thank  your  spouse 
for  her  (his)  involvement  in  the  Medical 
Auxiliary?  If  she  (he)  is  not  a member, 
won’t  you  encourage  the  idea?  How 
about  calling  a joint  dinner  meeting  of  the 
society  and  auxiliary?  A special  invitation 
to  the  non-member  and  spouse  in  your 
community  would  be  super.  A current 
medical  family  could  even  host  them  by 
paying  for  their  dinner  and  by  bringing 
them  to  the  get-together.  Just  think  how 
much  this  could  increase  membership — 
by  making  that  personal,  one-on-one  con- 
tact! I feel  very  strongly  that  the  physi- 
cians’ attitudes,  support,  and  concerns 
for  the  Auxiliary’s  goals  and  purposes 
greatly  influence  the  Auxiliary’s  success. 
I would  like  to  encourage  you,  the  coun- 
ty medical  societies,  to  encourage  your 
auxiliaries  to  become  involved  in  medical- 
ly oriented  community  activities  in  your 
area. 

Would  you  physicians  be  so  kind  as  to 
share  some  of  the  programs  in  which  your 
auxilians  are  involved?  Our  readers  want 
to  know  what  they  are  doing.  Sometimes 
they  are  too  bashful  and  reluctant  to  tell 
their  success  stories.  You  can  send  the  in- 
formation to  Marty  Badger,  Managing 
Editor,  or  to  me.  We  will  see  that  the 
Auxiliary  news  is  published  on  the  Aux- 
iliary Page  of  this  publication  as  space 
allows. 

Happy  Thanksgiving  to  each  of  you 
and  your  special  MEDICAL.  FAMILY 
from  the  ISMA  Auxiliary! 

Leadership  Conference 

On  Sept.  25,  over  60  Indiana  medical 
auxilians  participated  in  the  Leadership 
Conference  held  at  the  ISMA  Headquart- 
ers in  Indianapolis.  This  was  an  all-day 
meeting  geared  toward  leadership  train- 
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ing  for  county  officers  and  chairmen.  We 
truly  appreciate  and  thank  you  for  the  use 
of  your  facilities  for  this  purpose. 

Topics  covered  at  the  meeting  included 
information  on  AMA-ERF,  Health  Pro- 
jects, Legislation,  and  Membership. 

Special  guests  and  speakers  were  there 
and  added  to  the  success  story.  Mrs.  Ann 
Lohmuller,  president,  and  Mrs.  Rhonda 
Meding,  board  member,  of  the  Indian- 
apolis Medical  Students’  Spouses’  Group 
were  special  guests  of  the  ISMA  Auxiliary 
for  the  day.  Mrs.  Betty  Szewczyk,  AMA 
Auxiliary  regional  vice  president,  brought 
greetings  from  the  AMA-A  and  spoke  on 
membership.  Mr.  Donald  Foy,  ISMA  ex- 
ecutive director,  brought  best  wishes  from 
the  ISMA  and  delivered  timely  informa- 
tion from  the  legislative  arena — specific- 
ally information  concerning  the  “par- 
ticipating” and  “non-participating”  deci- 
sions as  required  by  the  DEFICIT 
REDUCTION  ACT  OF  1984\  and  the 
second  Medicare  lawsuit  concerning  the 
issue.  Mrs.  Anne  Schuster  gave  an  update 
on  PROJECT  MEDVOTE. 

The  afternoon  was  spent  in  break-out 
sessions  with  our  area  vice  presidents  act- 
ing as  co-ordinators.  This  was  a time  of 
participation  for  the  county  members.  It 
was  a time  of  sharing  experiences,  ideas, 
questions  and  answers. 

The  “FAMILY  WEEKEND  AT  THE 
INDIANAPOLIS  RADISSON  HOTEL” 
door  prize  was  donated  by  the  Hotel  and 
was  won  by  Mrs.  Marla  Keppler  of  Grant 
County.  Congratulations  to  Dr.  and  Mrs. 
Keppler  are  in  order! 

The  Auxiliary  would  like  to  express  our 
appreciation  to  all  of  the  speakers, 
members  and  guests  who  attended  and 
participated. 
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BALANCED 
CALCIUM  CHAT 
BLOCKADI 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

"Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  arteiy  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem , 

(dilhazem  HCI) 

30  nif{  and  60  iiik  uMct.s 

DESCRIPTION 

CARDIZEM’  (dlltiazem  hydrochloride)  is  a calcium  ion  inllux 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-|2-(dimethylamino)ethyl  )-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride.(H-)  -cis  The  chemical  structure  is: 


CH,CH2N(CH3)? 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  A V node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  ot  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  ol  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction,  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes: 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (15%).  rash  n 3%) 
asthenia  (1.2%),  AV  block  (1,1%),  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar 
dia,  palpitations,  congestive  heart  failure 
syncope 

Paresthesia,  nervousness  somnolence 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting 
mild  elevations  of  alkaline  phosphatase  SGOT 
SGPT  and  LDH 

Pruritus,  petechiae.  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mi 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme;  lev 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  it 
addition  to  gastric  lavage.  The  following  measures  may  be  considered 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  II  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car 
diac  pacing 

Administer  inotropic  agents  (isoproterenol 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartereno 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg  I. 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD„  s • 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD,,.r 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  knowr 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associate: 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Core 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Con 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient : 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  r 
bedtime,  dosage  should  be  increased  gradually  (given  in  divide: 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  pot 
optimum  response  is  obtained.  Although  individual  patients  mai 
respond  to  any  dosage  level,  the  average  optimum  dosage  ran;: 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern 
mg  dosage  requirements  in  patients  with  impaired  renal  or  hepai : 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should K 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 
2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sale 
coadministered  with  short-  and  long-acting  nitrates,  but  the': 
have  been  no  controlled  studies  to  evaluate  the  antiangme 
effectiveness  of  this  combination 
3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS  i 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NOC 
0088-1 771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1 771-49)  Each  green  tablet  is  engraved  with  MARION  on  on£ 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  score: 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Un' 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yello* 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  otte 
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Indianapolis,  Indiana  46250 
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C/T/S  is  a company  dedicated  to  improving  the  efficiency  and 
profitability  of  medical  practices  through  state-of-the-art  computer- 
ization. Medical  management  systems  are  C/T/S’s  only  business. 

PROVEN  PERFORMANCE. 

The  C/T/S  Medical  Management  System  was  developed  by  a 
doctor. . . with  an  understanding  of  the  unique  problems  of  medical 
practice  that  only  a doctor  could  have. 

For  over  six  years,  C/T/S  systems  have  been  in  use  by  practic- 
ing physicians,  performing  myriad  tasks  that  have  enabled  them  to 
reduce  overtime  and  paperwork  costs  and  increase  productivity. 


SPECIALIZED. 

The  C/T/S  Medical  Management  System  is  configured  individ- 
ually for  each  practice,  hospital  department  or  HMO. . .and  can 
accommodate  single  or  multiple  practices  and/or  multiple  office 
networks.  Systems  are  available  to  accommodate  all  sizes  and 
specialties,  with  needs  from  one  to  39  terminals,  42  printers,  and 
512  megabytes  of  disk  storage. 

Every  capability  is  built  right  into  the  C/T/S  system:  insurance 
claims  processing  and  monitoring  (paperless  claims),  appointments, 
surgery  schedules,  medical  records,  data-base  access,  billing, 
receivables  management,  mailings/recalls,  general  ledger,  payroll, 
front  desk  management  and  more. 


C/T/S  provides  a complete,  turn-key  system . . . with  expansion 
capability  to  handle  all  of  your  future  growth. 

EASY-TO-USE. 

The  C/T/S  system  is  designed  to  go  right  to  work  as  soon  as 
it’s  installed.  Our  comprehensive  on-site  training  program  makes 
your  staff  feel  right  at  home. . .and  on-screen  “Help”  menus  are 
always  available. 


FULLY-SUPPORTED. 

The  C/T/S  system  uses  Wang  hardware,  with  service  provided 
by  Wang’s  nationwide  service  network. 

All  software  is  serviced  directly  by  C/T/S. 


The  C/T/S  staff  of  specialized  program  developers  is  always 
enhancing  and  refining  our  software  product. . .annual  updates 
are  provided  to  our  clients  at  no  additional  charge.  C/T/S  also 
provides  custom  programming  for  those  few,  one-of-a-kind 
requirements  that  are  not  already  met  by  the  system. 


CALL  1-800-638-2667 

for  more  information  and  to  arrange  a no-charge  feasibility 
analysis.  In  Maryland  call  (301)  532-2870. 


CTS  G)npLiterTenrunal  Serv  ices,  Lie. 


THE  SYSTEM  IS  THE  SOLUTION. 


National  Sales  Office: 

Village  of  Cross  Keys  • Suite  212 
Baltimore,  Maryland  21210 


Regional  Office: 

10475  Montgomery  Road 
Cincinnati,  Ohio  45242 


Textbook  of  Critical  Care 

By  W . C.  Shoemaker,  M.D.,  W.  L. 
Thompson,  M.D.,  Ph.D.,  and  P.  R. 
Holbrook,  M.D.,  Copyright  1984,  W.  B. 
Saunders  Co.,  Philadelphia.  1,063  pages, 
illustrated,  $75. 

This  is  an  interesting  and  well- 
organized  book  which  should  be  useful 
to  all  physicians  who  provide  direct  care 
to  patients  regardless  of  specialty.  It  very 
definitely  is  not  written  in  cook  book 
style,  although  needed  information  is 
easily  found.  Nearly  100  co-authors  have 
made  contributions  to  the  text.  The  123 
chapters  have  been  grouped  under  the 
headings — Resuscitation  and  Immediate 
Care;  Monitoring;  Ventilation;  Car- 
diovascular; Infections;  Visceral  Dysfunc- 
tion; Hematology-Immunology-Oncol- 
ogy;  Central  Nervous  System;  Trauma; 
Therapeutics;  Psychosocial  Crises; 
Organization. 

As  much  space  is  devoted  to  physiology 
and  pathogenesis  as  to  the  “how  to’’ 
aspects  of  treatment  of  the  special  critical 
state  being  considered. 

Critical  care  units,  practically  non- 
existent 25  years  ago,  are  now  universal- 
ly present  in  hospitals.  Given  the  present 
preoccupation  with  the  cost  of  medical 
care  by  government  and  private  insurer 
alike,  a shift  in  hospital  bed  occupancy 
is  discernable  and  is  likely  to  continue. 
Non-critical  but  necessary  patient  care  is 
being  carried  on  more  and  more  in  homes 
by  family,  visiting  nurses  and  hospice  per- 
sonnel. Hospital  bed  occupancy  is  shift- 
ing very  definitely  to  severely  ill  patients, 
with  a corresponding  shrinkage  in  pa- 
tients admitted  for  diagnostic  work-ups 
on  other  non-emergency  conditions.  All 
physicians  need  to  recognize  when  critical 
care  is  required  and  to  be  able  to  provide, 
at  least,  a part  of  it,  without  turning  pa- 
tients over  entirely  to  critical  care 
specialists. 

As  an  example  of  how  the  various 
topics  are  dealt  with,  the  section  on  “In- 
fections” might  be  considered.  Patients 
in  the  critical  care  unit  are  at  special  risk 
for  a variety  of  reasons.  Their  ordinary 
defense  mechanisms  may  be  impaired  for 
a variety  of  reasons — poor  immunologic 
response  because  of  anemia  and  pan- 
cytopenia; bacterial  toxins,  blood  loss; 
poor  nutrition;  impaired  clearance  of 
secretions  from  the  respiratory  tract;  poor 


circulation  to  extremities  and  lungs;  pro- 
longed use  of  urinary  catheters;  pro- 
longed use  of  parenteral  infusion; 
infected  respiratory  assist  devices,  im- 
mobility because  of  trauma;  contamina- 
tion of  surgical  wounds;  ruptured  viscus; 
infections  carried  by  physicians  and 
hospital  personnel;  and  others.  Of  course, 
all  of  these  special  risks  are  present  out- 
side intensive  care  units  also.  After 
discussing  the  various  diagnostic  pro- 
cedures, the  authors  point  out  the  necess- 
ity for  correction  of  these  factors  if  at  all 
possible,  because  this  is  usually  as  impor- 
tant, if  not  more  important,  than  choos- 
ing and  carrying  out  specific  anti-micro- 
bic  therapy.  The  specifics  in  choosing  and 
administering  the  latter  are  well 
presented. 

This  book  should  take  its  place  in  the 
indispensable  reference  shelf  of  hospital 
and  physician  office  libraries.  Once  one 
becomes  acquainted  with  what  it  has  to 
offer,  my  guess  is  that  it  will  be  used  more 
than  the  thick  medical  and  surgical  texts 
which  must  of  necessity  give  comprehen- 
sive coverage  of  alt  the  morbid  condi- 
tions, acute  and  chronic,  which  the  prac- 
ticing physician  may  encounter.  As  its 
title  implies,  the  book  presents  the 
background  needed  for  an  understanding 
of  why  the  patient  became  critically  ill  and 
the  reasons  for  proceeding  in  a logical 
way  to  combat  the  given  pathologic  con- 
dition. It  is  highly  recommended. 

Paul  S.  Rhoads,  M.D. 

Richmond 
Internal  Medicine 

Noninvasive  Diagnosis  of 
Vascular  Disease 

Edited  by  F.  B.  Hershey,  R.  W.  Barnes 
and  D.  S.  Sumner.  Copyright  1984, 
Appleton  Davies,  Inc.,  Pasadena,  Calif. 
371  pages,  $52.50. 

This  timely,  clear,  concise  expose  of  the 
expanding  field  of  noninvasive  vascular 
diagnosis  will  prove  valuable  to  the 
vascular  technologist,  as  well  as  the 
vascular  surgeon. 

Carotid  occlusive  disease  is  presented 
in  great  detail:  Discussions  of 

pathophysiology  and  anatomy,  as  well  as 
the  use  of  oculoplethysmography,  pho- 
noangiography,  periorbital  diagnostic 
techniques,  Doppler  spectrum  analysis, 
ultrasonic  arteriography,  and  real  time  b- 


mode  imaging  are  included.  Technical 
details  regarding  how  to  perform  the  test 
are  outlined,  although  some  chapters  do 
not  explain  enough  basics  for  the  novice 
technician. 

Topics  in  lower  extremity  evaluation  in- 
clude basic  hemodynamics  and  anatom- 
ical considerations  of  segmental  leg 
pressures.  Of  note  was  the  coverage  of  the 
continuing  controversy  over  inaccurate 
high  thigh  pressures,  and  the  dilemmas 
they  present.  The  discussion  of  toe  ver- 
sus ankle  pressures  for  amputation  selec- 
tion will  be  warmly  received.  Bypass  graft 
evaluation,  and  surgical  re-exploration 
protocols  are  given.  Briefly  covered  are 
PVR  and  DSA  use  for  the  future. 

Venous  disease  assessment  and 
diagnosis,  using  direct  Doppler  and 
plethysmography  are  nicely  discussed. 
Techniques,  positioning,  and  accuracy  are 
all  presented.  Isotope  scanning,  strain 
gauge,  and  volume  plethysmography  are 
also  discussed,  along  with  diagnostic 
criteria  and  indications  for  treatment. 

Gary  Cook,  PAC 
Alan  T.  Marty,  M.D. 

Evansville 

The  Low-Fat, 
Low-Cholesterol  Diet 

By  C.  Y.  Bond,  R.D.,  et  al.  Third  edi- 
tion. Copyright  1984,  Doubleday  & Co., 
Inc.,  New  York.  512  pages,  hardcover, 
$17.95. 

This  volume  represents  a new,  revised 
edition  of  an  authoritative  text  first 
published  in  1951.  Its  scientific  basis  rests 
on  research  carried  out  at  various  divi- 
sions of  the  University  of  California.  The 
second  edition  of  the  text  in  1971,  in  ad- 
dition to  restricting  saturated  fats  and 
cholesterol,  introduced  polyunsaturated 
fats.  This  edition  presents  a nutritional 
program  that  meets  the  National 
Research  Council’s  recommended  daily 
dietary  allowances  for  optimal  health. 
The  menus  presented,  in  addition  to  be- 
ing low  in  saturated  fats,  low  in 
cholesterol,  and  moderate  in  polyun- 
saturated fats,  are  high  in  fiber  and  low 
in  sugar,  while  de-emphasizing  the  use  of 
excessive  salt.  Sample  chapter  titles  help 
define  the  scope  of  the  book:  “What 
Foods  to  Use  and  Not  to  Use,”  “Two 
Weeks  of  Sample  Menus  for  the  Low 
Saturated  Fat,  Low  Cholesterol  Diet,” 
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“About  Changing  Food  Habits,’’ 
“Dietary  Carbohydrate  and  Fiber,” 
“How  to  Restrict  the  Sodium  on  a Low 
Saturated  Fat,  Low  Cholesterol  Diet.” 

Numerous  chapters  deal  with  specific 
food  types.  Various  therapeutic  diets  are 
described.  An  important  chapter  toward 
the  end  of  the  book  deals  with  nutritional 
science.  Low  saturated  fat,  low  choles- 
terol food  groups  and  their  average  serv- 
ings are  described.  Finally,  various 
helpful  food  tables  and  charts,  a recipe 
index,  and  a general  index  conclude  the 
book.  The  500-odd  pages  of  the  text, 
which  well  reflect  the  expertise  of  its 
multiple  authors,  present  an  enormous 
amount  of  practical  information  for  the 
achievement  of  a rational  dietary.  It  can 
be  enthusiastically  recommended  for 
physicians  and  other  health  professionals, 
as  well  as  for  the  general  reading  public. 

W.  D.  Snively  Jr.,  M.D. 

Evansville 
Internal  Medicine 

Handbook  of  Psychosocial 
Nursing  Care 

By  Carol  R.  Kneisl  and  Holly  S.  Wilson. 
Copyright  1984,  Addison- Wesley 
Publishing  Co.,  Menlo  Park,  Calif.  398 
pages,  $13.95. 

This  handbook  condenses  a very  broad 
topic  into  a well  organized,  concise,  and 
compact  little  book.  The  outline  format, 
the  alphabetical  arrangement,  and 
numerous  tables  render  the  book  a prac- 
tical, handy  reference  for  both  a busy 
practice  or  a personal  library.  It  includes 
four  appendices  with  information  on  im- 
portant adjunct  topics:  ANA  standards, 
psychotropic  drugs,  communcation  skills, 
and  the  DSM-III  classification  system. 
Tables  are  listed  in  two  places,  front  and 
back,  and  less  than  five  documented  ref- 
erences are  given  throughout . The  use  of 
“teaspoon”  as  a unit  of  measure  (p.  89) 
is  deemed  inappropriate. 

Perhaps  the  most  desirable  and  unique 
contribution  of  the  book  is  the  authors’ 
attempt  to  add  within  the  outline  format, 
the  subdivisions  of  “assessment”  and 
“nursing  intervention.”  However,  here  a 
major  flaw  occurs:  Consistency  in 
sentence  structure  and  nursing  process 
terminology  are  absent.  Content  under 
nursing  intervention  is  given  in  the  nar- 
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rative  or  under  a variety  of  headings  such 
as  “goals,”  “objectives,”  “plans,”  and 
“steps.”  For  the  “audience”  specified, 
namely  “practicing  nurses  who  learned 
. . . earlier  in  their  careers.  . . . students 
and  new  graduates”  (p.  vi)  the  consis- 
tency of  generally  accepted  terminology 
would  have  been  helpful. 

In  view  of  the  efforts  in  nursing  to 
establish  consistency  in  language  and 
nursing  diagnoses,  this  handbook  might 
have  been  an  invaluable  asset  in  that 
direction  had  the  authors  been  consistent 
and  persistent  in  using  the  nursing  pro- 
cess for  more  than  40  selected  “major 
psychosocial  client  problems.”  By  incor- 
porating content  under  nursing  process 
categories,  the  size  of  the  book  need  not 
have  been  compromised.  Nevertheless, 
the  book  can  serve  its  intended  audience 
well  by  bringing  a wealth  of  much 
neglected  psychosocial  content  to  every- 
day nursing  care. 

Erica  Janzen 
School  of  Nursing 
University  of  Evansville 

Lupus:  The  Body 
Against  Itself 

By  Sheldon  P.  Blau,  M.D.  and  Dodi 
Schultz,  revised  edition.  Copyright  1977 
and  1984,  Doubleday  & Co.,  Inc.,  New 
York.  136  pages,  hardcover,  $12.95. 

The  discussion  is  concerned  with 
systemic  lupus  and  is  divided  into  three 
parts:  Part  One — The  Puzzle;  Part 
Two— -The  Clues,  and  Part 
Three — Coping. 

Not  every  book  I have  reviewed  for  In- 
diana Medicine  has  seemed  worth  the 
trouble,  but  this  one  is.  Although  it  is 
written  as  a collaboration  of  doctor  of 
medicine  and  journalist  (with  the  latter 
obviously  doing  the  lion’s  share  of  the 
writing)  it  lacks  the  “gimmicks”  found 
in  most  such  books  and  while  it  should 
be  an  eye-opener  for  most  laymen  it  is 
well  worth  the  time  of  a physician.  I feel 
that  any  doctor,  regardless  of  speciality, 
who  will  take  the  time  to  peruse  a chapter 
or  two  will  end  up  reading  it  all. 

Lupus  erythematosus  has  long  been  a 
conundrum  within  an  enigma  wrapped  in 
a mystery,  but  in  the  past  decade 
discoveries  have  been  made  as  to  where 
the  wrapping  may  be  peeled  off  so  that 
we  can  peek  within.  Let  me  make  one 
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quote  from  the  book  (p.  8):  . . .“But 
lupus  is  the  prototype,  the  classic  and  con- 
founding example  of  what  is  perhaps  the 
most  perplexing  puzzle  in  medicine,  not 
excluding  the  aberrant  cell  proliferation 
of  the  cancers:  the  body  actively,  viciously 
mobilized  against  itself.”  Surely  this 
statement  should  help  the  layman  under- 
stand a bit  better  the  nature  of  the 
autoimmune  disorders. 

The  book  was  obviously  written  prim- 
arily for  lay  readers,  but  the  physician 
engaged  in  clinical  practice  will  gain  from 
it  some  valuable  insights  into  ways  of  ex- 
plaining scientific  viewpoints  to  the  or- 
dinary citizen. 

A.  W.  Cavins,  M.D. 

Terre  Haute 
Gynecology 

Thieme-Stratton  announces  four  new 
books: 

The  Diagnosis  of  Multiple  Sclerosis, 
edited  by  Charles  M.  Poser,  M.D.,  lec- 
turer on  neurology,  Harvard  Medical 
School.  The  contributors  have  incor- 
porated approriate  laboratory  tests,  per- 
tinent clinical  examinations  and  the  most 
recent  research  and  advancements.  The 
book  is  written  for  internists,  neurologists 
and  pediatricians.  253  pages,  67  illustra- 
tions, hardcover,  $31.50. 

Cystic  Fibrosis,  edited  by  Lynn  M. 
Taussig  of  Arizona  Health  Sciences 
Center,  Tucson.  The  book,  intended  for 
pulmonologists,  pediatricians,  family 
practitioners  and  internists,  discusses  the 
diagnosis  and  treatment  of  the  disease  in 
children  and  adults.  512  pages,  97  illustra- 
tions, hardcover,  $48.50. 

Hematologic  Manifestations  of 
Childhood  Diseases,  by  Andre  D. 
Lascari,  M.D.,  Medical  College  of  Penn- 
sylvania. It  is  written  for  pediatricians, 
pediatric  hematologists,  oncologists, 
pathologists  and  family  practitioners.  The 
volume  is  organized  by  systemic  diseases. 
References  are  given  to  diseases  that  also 
occur  in  adults.  480  pages,  hardcover, 
$45. 

Neurology:  The  Physician’s  Guide, 
edited  by  Robert  G.  Feldman,  M.D., 
Boston  University  School  of  Medicine. 
The  book  is  a guide  to  the  diagnosis  and 
treatment  of  common  neurologic  prob- 
lems, written  for  the  primary  physician. 
288  pages,  31  illustrations,  softcover,  $29. 
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CUSTOM  DATA  SERVICES,  INC. 

400  East  86th  Avenue  • Merrillville,  IN  46410 
(219)  769-1670 

PROVIDING  THE  MEDICAL  PROFESSION  WITH  A FULL  SPECTRUM 
OF  COMPUTERIZED  BOOKKEEPING  MANAGEMENT  SERVICES 


For  over  ten  years.  Custom  Data  Services,  Inc.  has  been  serving  the 
medical  profession.  Their  design  and  development  of  a computer 
system  that  effectively  manages  and  improves  office  productivity 
has  been  enthusiastically  received  by  office  practitioners,  hospital 
based  physicians  and  other  entities  in  the  medical  field. 

Custom  Data  Services,  Inc.  is  a fully  coordinated  data  processing 
firm  that  offers  off-line  computerized  services  and  in-house  com- 
puter systems.  So  whether  you  buy  an  in-house  computer  system  or 
prefer  using  Service  Bureau  services.  Custom  Data  Services,  Inc.  of- 
fers the  special  support  necessary  to  put  you  in  control  of  your  of- 
fice management  without  monopolizing  the  time  you  should  be 
spending  with  your  patients. 

At  Custom  Data  Services,  Inc.,  their  goal  is  to  "Help  you  help 
yourself." 


• Patient  Billing  for  Office  Practitioners 
• Insurance  Claims  • Payment  Processing 
• Processing  Hospital  Registration 
• Patient  Billing  for  Hospital  Based  Physicians 
• Electronic  Transfer  of  Blue  Shield,  Medicaid  and  Medicare  Claims 
• Proven  Home  Health  Care  System  developed  by  Custom  Data  Services,  Inc.  and  Health  Care  Professionals 

OTHER  SERVICES  INCLUDE: 

Accounts  Payable  - General  Ledger  - Payroll 


Please  send  me  more  Information  on  Custom  Data  Services,  Inc.’s  Medical  Management  Services. 


Name 

Title 



Medical  Office 

Address 

City 

State 

Zip 

Phone 

No.  of  Physicians 

Type 



Custom  Data  Services 

400  East  86th  Avenue  • Merrillville,  IN  46410  • (219)  769-1670 


Brand  name 
drug  or 
generic  drug? 


Youi  better  judgement  is  the  best  prescription. 


It's  up  to  you,  the  doctor,  to 
decide  whether  to  prescribe 
brand  name  or  generic  drugs. 
When  you  think  generics  are  in 
the  best  interest  of  your  patients, 
Peoples  Drug  Stores  can  save 
them  up  to  50%  on  the  cost  of 
their  prescriptions. 

Peoples  is  a leader  in 
offering  generic  drugs  equivalent 


in  quality  to  brand  name  drugs. 
We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehen- 
sive generic  drug  program. 

Today  we  believe  we  stock  the 
largest  supply  of  both  brand 
name  and  generic  drugs. 

If  you  have  a question  about 
a generic  drug  or  need  any  other 
assistance  from  a Peoples 


pharmacist,  use  our  special 
unlisted  phone  number.  Each 
Peoples  Drug  Store  has  one.  It’s 
given  only  to  doctors  and 
answered  only  by  our  pharma- 
cists. If  you  don't  have  this 
number  yet,  just  call  your  nearest 
Peoples  Drug  Store  and  ask  the 
pharmacist  for  the  special 
"doctors  only"  number. 


h r~)  ) 

PEOPLES  DRUG 

A 


your  family  pharmacy 
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“...Your 

financial  security  specialists 

are  on  call” 


American  Physicians  Life  believes  a 
physician’s  financial  security  deserves 
specialized  attention.  That’s  why  our 
products  and  services  are  designed  with 
the  doctor  in  mind.  Our  comprehensive 
portfolio  of  services,  including  life 
insurance,  professional  disability  income 
coverage,  qualified  plans  and  tax-deferred 
annuities,  is  customized  to  meet  your 
personal  financial  planning  needs  as  well 
as  those  of  your  professional  corporation. 

Let  American  Physicians  Life  secure 
your  financial  planning  program— that’s  our 
specialty! 


For  more  information  contact: 


Williams/Townsend  Associates 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  844-3119 

Endorsed  by  the 

Indiana  State  Medical  Association 


£ 


AMERICAN  PHYSICIANS  LIFE 


Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 
Telephone  (614)  864-3900 

Toll-free  in  Ohio,  1-800-282-7515 
Toll-free  outside  Ohio,  1-800-742-1275 


Easter  Seal  Catalogs 

The  National  Easter  Seal  Society  has 
just  produced  two  mini  catalogs  of  low- 
cost  or  free  publications  concerning 
disabilities  and  rehabilitation. 

One,  “Publications  for  Parents  & 
Families”  (A-316),  lists  36  booklets  and 
brochures  to  assist  in  understanding  and 
helping  family  members  who  have  speech 
disorders,  hearing  difficulties,  learning 
disabilities,  and  other  disabling  condi- 
tions. Additional  publications  deal  with 
attitudes,  prevention,  and  the  rehabilita- 
tion process. 

The  other  mini  catalog,  “Publications 
for  Persons  Who  Have  Disabilities  and 
their  Friends”  (A-317),  is  targeted  to 
adults  and  teens  with  disabilities  resulting 
from  stroke,  laryngectomy  and  other  dis- 
orders. In  addition  to  increasing  an 
understanding  of  disabling  conditions, 
the  pamphlets  and  brochures  are  helpful 
in  increasing  awareness  of  the  potential 
abilities  of  those  who  have  them. 

Single  copies  of  either  or  both  catalogs 
are  available  free  in  response  to  requests 
accompanied  by  a self-addressed, 
stamped,  business-size  envelope.  Requests 
should  be  directed  to  the  National  Easter 
Seal  Society,  2023  W.  Odgen  Avenue, 
Chicago  60612. 


Hemophilia  Fellowships 

Applications  are  now  being  accepted 
for  the  Judith  Graham  Pool  Postgraduate 
Research  Fellowships  in  hemophilia.  The 
deadline  for  submission  is  Jan.  1,  1985. 

The  grants  are  for  up  to  $20,000  for 
clinical  or  basic  research  in  the  areas  of 
biochemical,  genetic,  hematologic,  ortho- 
pedic, psychiatric  or  dental  aspects  of 
hemophilias  or  Von  Willebrand’s  Disease. 
Focus  may  be  on  rehabilitation,  thera- 
peutic modalities  or  social  features. 

For  an  application,  write  or  phone 
Cindy  Kingsbury,  National  Hemophilia 
Foundation,  19  W.  34th  St.,  Suite  1204, 
New  York,  N.Y.  1 000 1 — (2 1 2)-563-02 1 3 . 

Final  Rule  on  Attestation 

The  final  rule  on  Attestation  (for  en- 
try by  the  physician  on  all  hospital  charts 
involved  in  DRG)  is  as  follows:  “1  cer- 
tify that  the  narrative  descriptions  of  the 
principal  and  secondary  diagnoses  and  the 
major  procedures  performed  are  accurate 
and  complete  to  the  best  of  my  knowl- 
edge.” 

Physicians  annually  must  sign  a state- 
ment (to  be  kept  on  file  at  each  hospital 
where  they  have  privileges)  acknowledg- 
ing they  have  received  this  notice: 


“NOTICE  TO  PHYSICIANS:  Medicare 
payment  to  hospitals  is  based  in  part  on 
each  patient’s  principal  and  secondary 
diagnoses  and  the  major  procedures  per- 
formed on  the  patient,  as  attested  to  by 
the  patient’s  attending  physician  by  vir- 
tue of  his  or  her  signature  in  the  medical 
record.  Anyone  who  misrepresents,  falsi- 
fies or  conceals  essential  information  re- 
quired for  payment  of  federal  funds  may 
be  subject  to  fine,  imprisonment,  or  civil 
penalty  under  applicable  federal  laws.” 

Smoking  and  Facelifts 

There  is  a direct  association  between 
cigarette  smoking  and  the  ability  to  heal 
following  a facelift.  Dr.  Thomas  D.  Rees, 
a plastic  surgeon  who  practices  in  the 
Manhattan  Eye,  Ear,  and  Throat  Hos- 
pital, retrospectively  inquired  as  to  smok- 
ing habits  among  121  patients  who  had 
experienced  skin  sloughs  after  facelifts. 

Eighty  per  cent  of  the  patients  followed 
admitted  to  smoking  more  than  one  pack 
a day.  Dr.  Rees  thinks  that  the  blood 
vessel  constriction  caused  by  nicotine  is 
the  cause  of  sloughing  and  poor  healing. 
He  now  operates  only  on  patients  who 
promise  to  stop  smoking  for  10  days 
before  operation  and  to  refrain  for  three 
weeks  after. 


An  Ounce  of  Prevention 


Suggestion:  Carefully  review  at  frequent  intervals 
your  patient  case  load  to  insure  that  your  volume 
of  work  does  not  make  it  difficult  to  devote  ade- 
quate time  to  each  patient. 

Discussion:  Meritorious  malpractice  suits  are 
generally  based  on  a departure  from  accepted  stan- 
dards of  care  and,  although  a strained  patient  load 
does  not  represent  a “departure”  per  se,  claim  files 
reveal  that  this  set  of  circumstances  is  one  of  the 
principal  contributing  factors  in  the  generation  of 
malpractice  suits. 

Inadequate  appointment-treatment-consultation 
time  has  given  rise  to  departures  and  their  concomi- 
tant suits  in  the  following  activities: 

Defense  recommendation  prepared  by  the  Medical  Liabil- 
ity Mutual  Insurance  Company,  New  York,  N.Y. 


•Informed  Consent— patient  claims  too  little  time 
spent  in  fully  explaining  treatment-alternatives- 
risks-benefits. 

•Examinations  and  Follow-ups— done  hastily 
and  not  properly  reviewed  and  documented. 

•Histories— incomplete,  with  tragic  results  later 
in  treatment,  such  as  failure  to  document  drug 
allergy. 

•Hospital  Rounds— especially  if  they  are 
geographically  difficult  to  cover;  fatigue  combined 
with  too  many  patients  has  led  to  inadequate  care 
and  missed  diagnoses. 

•Office  Visits— not  to  mention  long  waiting  time 
to  see  doctor  increases  patient  hostility  and  detracts 
from  good  doctor-patient  relationships. 
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Bendectin  Litigation 

Bendectin,  an  antiemetic  drug  once 
widely  used  for  the  relief  of  nausea  and 
vomiting  during  pregnancy,  should  no 
longer  be  prescribed  or  dispensed,  accord- 
ing to  David  B.  Sharrock,  president  of 
Merrell  Dow  Pharmaceuticals,  the  former 
manufacturer. 

Massive  litigation  involving  claims 
against  the  drug  prompted  the  action,  but 
Mr.  Sharrock  says  the  firm  “remains  con- 
fident in  the  safety  of  Bendectin.’’ 
Although  the  drug  is  still  approved  by  the 
FDA  for  use,  Merrell  Dow  stopped 
manufacturing  it  last  year. 

In  July,  a U.S.  District  Court  in  Cin- 
cinnati issued  an  order  announcing  a 
comprehensive  plan  to  settle  current  and 
potential  claims  in  the  U.S.  against 
Bendectin.  Final  settlement  is  expected 
this  year,  after  which  Merrell  Dow  will 
no  longer  be  held  liable  for  claims. 

“This  acceptance  of  settlement  should 
not  be  construed  as  any  admission  of 


liability  by  the  company,”  Mr.  Sharrock 
said.  “Our  acceptance  is  based  solely  on 
business  considerations,  since  medical 
data  strongly  supports  the  safety  of 
Bendectin.” 

Bendectin  had  been  available  for  27 
years  and  had  been  used  in  an  estimated 
33  million  pregnancies  worldwide.  In 
1977,  a lawsuit  was  filed  alleging  Bendec- 
tin was  responsible  for  the  birth  defect  of 
a Florida  child.  Since  then  hundreds  of 
additional  lawsuits  have  been  filed.  To 
date,  however,  two  lawsuits  have  been 
tried  in  courts  and  in  both  cases 
judgments  have  been  in  favor  of  Merrell 
Dow. 

New  PMI  Sheets 

The  AMA  has  just  published  21  new 
Patient  Medical  Instructions  (PMI) 
sheets,  bringing  to  81  the  total  number  of 
drugs  and  drug  classes  in  the  PMI  series. 

PMIs  are  designed  to  help  physicians 
communicate  drug  information  to  their 


patients  at  the  time  a prescription  is 
written. 

The  new  PMIs  include:  Glaucoma  Eye 
Medicine — Miotic;  Glaucoma  Eye 
Medicine — Long-Acting;  Glaucoma  Eye 
Medicine — Epinephrine-type;  Timolol — 
Ophthalmic;  Sulfamethoxazole  and 
Trimethoprim;  Nitrofurantoin;  Isoniazid, 
Ethamubutol  and  Rifampin;  Colchicine; 
Probenecid  and  Sulfinpyrazone;  MAO 
Inhibitor  Antidepressants;  Bromocrip- 
tine; Clomiphene;  Estrogens — Oral; 
Sucralfate;  and  Sulfasalazine. 

Physician  Population 

Physicians  in  the  U.S.  increase 
steadily.  The  enlargement  from  1982  to 
1983  totals  17,445 — from  501,958  to 
519,403,  an  increase  of  3.8%.  Women 
physicians  increased  by  11.5%.  Foreign 
physicians  grew  in  number  during  the 
same  period  by  3.6%.  Physicians  per 
100,000  civilian  population  tallies  148  in  ! 
1970,  169  in  1975  and  195  in  1980. 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

rostcraduate 

Medicine 

Where  Clinical  Diversity  is  an  Art. 
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News  from  the  AMA 

•The  AMA’s  DRG  Monitoring  Project 

is  collecting  the  observations  of  individual 
physicians  about  the  impact  of  the  new 
prospective  pricing  system  in  their 
hospitals.  The  AMA  will  use  the  infor- 
mation in  pursuing  modifications  to  the 
PPS  and  for  developing  programs  to 
assist  physicians  in  dealing  with  it.  Physi- 
cians are  asked  to  send  their  written  com- 
ments to  the  DRG  Monitoring  Project, 
AMA  Dept,  of  Health  Care  Resources, 
P.O.  Box  10947,  Chicago  60610. 

•A  24-page  booklet,  “What  Your 
Patients  Should  Know  . . . About  DRGs 
and  the  Prospective  Payment  System,”  is 
available  from  the  AMA.  The  booklet  is 
designed  to  help  physicians  in  answering 
patient  inquiries.  It  may  also  be  read  and 
understood  easily  by  patients  themselves. 
It  describes  how  and  why  Congress 
developed  prospective  pricing,  and  pro- 
vides an  overview  of  how  the  system  is  in- 
tended to  work  in  hospitals.  Copies  are 
available  for  $1  each  for  up  to  99  copies, 
75c  each  for  100-500  copies,  and  60c  each 
in  larger  quantities.  Write  to  AMA  Order 


Dept.  OP-336,  P.O.  Box  10946,  Chicago 
60610. 

•The  delegate  allocation  at  the  AMA’s 
interim  meeting  next  month  will  be  af- 
fected by  AMA  bylaws  amendments  ap- 
proved at  the  1984  annual  meeting.  A 
constituent  association  will  be  entitled  to 
an  additional  delegate  and  alternate  if 
75%  or  more  of  its  members  are  also 
AMA  members.  It  will  be  entitled  to  two 
additional  delegates  and  alternates  if  all 
of  its  members  are  also  AMA  members. 
The  delegate  allocation  for  the  1984  in- 
terim meeting  will  be  based  on  member- 
ship information  on  record  at  the  AMA 
as  of  June  21.  For  the  1985  annual 
meeting  and  for  future  meetings,  the  pro- 
vision for  additional  delegates  will  be 
based  on  membership  information  as  of 
Dec.  31  of  each  year. 

•The  AMA  claim  form,  now  the  most 
widely  used  and  accepted  claim  form  in 
the  U.S.,  has  been  updated  and  revised. 
The  new  form  incorporates  changes  re- 
quested by  the  Health  Care  Financing 
Administration.  Using  the  old  form  after 
Dec.  1 could  delay  reimbursement. 


HCFA  has  approved  the  new  form  for 
Medicare  and  Medicaid.  More  than  30 
Blue  Shield  plans  use  the  AMA  form.  The 
Health  Insurance  Association  of  America 
also  recommends  it  to  300  member  com- 
panies. To  receive  an  information  packet, 
write  to  the  AMA  Dept,  of  Health  Care 
Financing  and  Organization,  AMA 
Headquarters,  Chicago. 


Crisis  intervention 

The  CPC  Valle  Vista  Hospital  of 
Greenwood  has  formed  a Psychiatric 
Assessment  Team  to  provide  24-hour 
emergency  aid  for  psychiatric  crises. 

P.A.T.  counselors  arrive  at  the  scene 
of  emergencies  in  Johnson  County  within 
45  minutes.  They  aid  police  in  situations 
that  indicate  a need  for  intervention  by 
professionals  experienced  in  handling 
emotional  and  psychiatric  crises — 
attempted  suicides,  family  conflicts,  in- 
toxication, rape,  and  so  forth. 

P.A.T.  is  being  offered  as  a free  com- 
munity service. 


GETTING  A PROFESSIONAL  LOAN 
IS  AS  EASY  AS  PICKING 
UP  THE  PHONE 


Just  dial  collect  31 7-262-5982.  We  can  provide 
unsecured  loans  up  to  $25,000  and  secured 
funding  up  to  $ 1 00,000  with  no  points,  appli- 
cation fees,  prepayment  penalties  or  com- 
pensating balances.  Our  National  Professional 
Loan  Division  has  been  providing  financing  services 
to  physicians  throughout  the  U.S. 
for  more  than  1 1 years.  Our 
specialists  understand  the 
unique  financial  require- 


ments of  growing  profes- 
sional practices  and  the 
constraints  they  put  on 
time.  We’re  ready  when  you 
are.  And  we’re  always  on  call. 


Rick  L.  Thornburg 

Indianapolis  Morris  Plan  Corporation 
National  Professional  Loan  Division 
1 1 0 E.  Washington  Street 
Indianapolis,  IN  46204 
Phone  Collect  31  7-262-5982 
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Here  and  There  . . . 

Dr.  Clarence  E.  Ehrlich  of  Indianapolis 
has  been  awarded  the  American  College 
of  Obstetricians  and  Gynecologists  John 
McCain  Memorial  Fellowship.  During  the 
period  of  the  fellowship  he  will  live  in 
Washington,  D.C.  to  study  the  internal 
workings  of  the  federal  government  and 
issues  relevant  to  ACOG  and  other 
medical  groups. 

Dr.  Hans  E.  Geisler  of  Indianapolis 
participated  in  a Mead  Johnson  sym- 
posium regarding  hormones  and  female 
genital  cancer  in  London  Sept.  5-6. 

Dr.  Donald  Donner  of  Bedford  is  a 
newly  enrolled  member  of  the  American 
College  of  Radiology. 

Mr.  Jay  F.  Nash,  a Purdue  University 
doctoral  candidate  in  pharmacology,  has 
been  awarded  a research  grant  of  $2,500 
by  the  Thompson  Medical  Company, 
New  York,  for  research  on  “Stress 
Induced  Ingestion  of  Pharmacologically 
Active  Phenylethylamines  by  Rats.” 

Dr.  C.  Richard  Yoder,  an  Elkhart 
pediatrician  for  34  years,  has  retired  from 
private  practice. 

Dr.  Jesus  C.  Bacala  of  Scottsburg  was 
named  a “Distinguished  Fellow”  at  this 
year’s  convention  of  the  American  Col- 
lege of  International  Physicians,  held  in 
Chicago. 

Dr.  Thomas  F.  Orman  of  Terre  Haute 
has  been  certified  in  cardiovascular 
diseases  by  the  American  Board  of  Inter- 
nal Medicine. 


Dr.  Gary  R.  Fisch  of  Indianapolis 
discussed  new  treatments  in  heart  disease 
during  a September  meeting  in  Lawrence 
of  Heart  Felt  Friends. 

Dr.  Alfred  A.  Serritella  of  LaPorte  was 
the  guest  speaker  at  the  September 
meeting  of  the  Michiana  Chapter,  Na- 
tional Foundation  for  Ileitis  and  Colitis. 

Dr.  Charles  E.  Rehn  of  Indianapolis 
was  guest  speaker  at  the  September 
meeting  in  Indianapolis  of  the  Parkinson 
Awareness  Association. 

Dr.  Robert  McDougal  of  Danville  has 
been  elected  president  of  the  Blood 
Research  and  Education  Foundation  of 
Indiana,  formed  to  support  the  Central 
Indiana  Regional  Blood  Center. 

Dr.  Donna  A.  Wilkens  of  Muncie 
recently  conducted  a seminar  for  area 
EMTs,  paramedics  and  nursery  nurses  on 
the  “Stabilization  and  Transport  of  the 
Critically  111  Newborn.” 

Dr.  Diane  S.  Musgrave  of  South  Bend 
discussed  arthritis  during  a September 
meeting  of  the  Mishawaka  Lions  Club. 

Dr.  Thomas  F.  Keough  of  Warsaw 
discussed  the  “Disease  Process”  during 
a September  meeting  of  Hospice  Volun- 
teer Companions. 

Dr.  Frederick  J.  Ferlic  of  South  Bend 
was  the  guest  speaker  at  a recent  meeting 
of  the  Living  with  Arthritis  Club. 

Dr.  Ernest  W.  Stiller  of  LaPorte 
discussed  hip  replacement  surgery  at  a re- 
cent geriatric  health  forum  in  LaPorte. 

Dr.  Ara  K.  Yeretsian  of  Merrillville 


discussed  various  aspects  of  depression 
during  a recent  community  awareness 
seminar  sponsored  by  the  Alcoholism  In- 
stitute of  the  Methodist  Hospitals. 

Dr.  Maurice  E.  John  of  Jeffersonville 
was  one  of  four  American  physicians  in- 
vited to  address  the  senior  staff  and 
residents  of  the  University  of  Zurich’s 
Ophthalmology  Department  in  Sep- 
tember. 

Dr.  Michael  S.  Turner  of  Indianapolis 
has  been  certified  by  the  American  Board 
of  Neurological  Surgery. 

Dr.  Robert  P.  Acher,  a Greensburg 
general  practitioner  nearly  39  years, 
retired  from  practice  Aug.  31;  he  was 
named  Physician  of  the  Year  in  1971  by 
the  Indiana  Mental  Health  Assn. 


Maglinte  Nominated 

Dr.  Dean  D.  T.  Maglinte,  Dept,  of 
Radiology,  Methodist  Hospital  of  In- 
diana, has  been  nominated  for  a position 
on  the  Advisory  Editorial  Board  of 
Radiology,  the  largest  circulating 
radiology  scientific  publication  in  the 
world. 

Radiology  is  published  monthly  by  the 
Radiological  Society  of  North  America, 
home-based  in  Southfield,  Mich. 

Editorial  board  membership  is  limited 
to  individuals  who  have  contributed  in  a 
substantive  way  to  the  advancement  of 
the  clinical  art  and  science  of  radiology. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  recipients 
of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Educa- 
tion hours  earned,  and  is  acceptable  proof  in  most  states 
requiring  CME  in  re-registration  that  the  mandatory 
hours  of  CME  have  been  accomplished. 


Baker,  Leslie  M.,  Aurora 
Balter,  Eugene  L.,  Gary 
Barker,  John  C.,  Indianapolis 
Burney,  Bryan  T.,  Indianapolis 
Chamberlain,  Donald  S.,  Mishawaka 
Dillon,  Gary  P.,  Fort  Wayne 
Dittmer,  Thomas  L.,  Valparaiso 
Friedman,  Isadore  E.,  Munster 
Gartner,  Joseph  C.,  Jasper 


Gize,  Raymond  W.,  Fort  Wayne 
Guevara,  Teodora  G.,  Marion 
Hachmeister,  Charles  W.,  Evansville 
Jackson,  Howard  C.,  Madison 
Kissel,  Wesley  A.,  Indianapolis 
Kruse,  Stephen  K.,  Newburgh 
Loewenstein,  Werner  L.,  Terre  Haute 
Madarang,  Napoleon  M.,  Hammond 
Mangahas,  Jovencio  P.,  East  Chicago 
Mangahas,  Violeta  R.,  East  Chicago 


Marhenke,  Jon  D.,  Indianapolis 
McDougal,  Robert  A.,  Danville 
Michael,  Isaac  E.,  Indianapolis 
Polydefkis,  Dimitri  G.,  Munster 
Razek,  Aly  A.,  Evansville 
Shulruff,  Harry  L,  East  Chicago 
Villalta,  Josue  J.,  Indianapolis 
Vincent,  John  P.,  Greensburg 
Wooden,  Thomas  F.,  East  Chicago 
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New  ISMA  Members 

The  following  physicians  were  wel- 
comed in  August  as  new  members  of  the 
Indiana  State  Medical  Association. 

Marjorie  L.  Bush,  M.D.,  Indianapolis, 
plastic  surgery. 

David  D.  Chopra,  M.D.,  Lynn,  inter- 
nal medicine. 

Henry  D.  Covelli,  M.D.,  Anderson, 
pulmonary  diseases. 

Leo  F.  Czervionke,  M.D.,  South  Bend, 
radiology. 

Themen  S.  Danielson  Jr.,  M.D.,  In- 
dianapolis, family  practice. 

Kenneth  E.  Elek,  M.D.,  South  Bend, 
family  practice. 

Paul  Frederick,  M.D.,  Noblesville, 
gastroenterology. 

Cary  L.  Hanni,  M.D.,  Beech  Grove, 
cardiovascular  surgery. 

John  C.  Jarrett  II,  M.D.,  Indianapolis, 
obstetrics  and  gynecology. 


For  the  Asking  . . . 

•“Low-Calorie  Sweeteners,”  a 48-page 
booklet  produced  by  the  American  Coun- 
cil on  Science  and  Health,  presents  the 
results  of  an  exhaustive  study  of  the  safety 
and  usefulness  of  Aspartame,  Saccharin, 
Cyclamate  and  other  sweeteners.  For  a 
single,  complimentary  copy,  send  a 
stamped  (374),  self-addressed,  business 
size  (#10)  envelope  to  Low-Calorie 
Sweetener  Report,  ACSH,  47  Maple  St., 
Summit,  N.J.  07901 . 

•Professional  advice  for  those  who  are 
searching  for  a physician  as  an  assistant 
or  colleague  may  be  obtained  by  cor- 
responding with  Health  Care  Personnel 
Consulting,  c/o  Health  Care  Group,  400 
GSB  Building,  One  Belmont  Ave.,  Bala 
Cynwyd,  Pa.  19004. 

•“Adverse  Reactions  to  Foods”  has 
been  published  by  the  National  Institute 
of  Allergy  and  Infectious  Diseases.  The 
American  Academy  of  Allergy  and  Im- 
munology aided  in  the  production.  The 
monograph  was  edited  by  John  A. 
Anderson,  M.D.,  and  Dorothy  D.  Sogn, 
M.D.  Copies  may  be  purchased  at  $9.50 
each  from  the  Superintendent  of 
Documents,  U.S.  Government  Printing 
Office,  Washington,  D.C.  20402. 


Donald  E.  Kerr,  M.B.,  Bedford,  inter- 
nal medicine. 

Frederick  L.  Kuhn,  M.D.,  In- 
dianapolis, emergency  medicine. 
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Jagdish  D.  Kulkarni,  M.D.,  Marion, 
psychiatry. 

Donald  H.  Lauer,  M.D.,  Indianapolis, 
family  practice. 

Joseph  C.  Lee,  M.D.,  South  Bend, 
family  practice. 


Vidya  B.  Miller,  M.D.,  Indianapolis, 
pathology. 

Arndt  E.  Mueller,  M.D.,  Marion, 
obstetrics  and  gynecology. 

Pravin  M.  Patel,  M.D.,  Crawfords- 
ville,  urological  surgery. 

Dana  H.  Reihman,  M.D.,  Anderson, 
pulmonary  diseases. 

Earle  U.  Robinson  Jr.,  M.D.,  In- 
dianapolis, obstetrics  and  gynecology. 

Kennth  A.  Shaver,  M.D.,  Muncie, 
family  practice. 

Gerritt  Smith,  M.D.,  Lafayette, 
general  surgery. 

Craig  K.  Thorstad.  M.D.,  In- 
dianapolis, ophthalmology. 

Cynthia  L.  Wills,  M.D.,  Danville, 
family  practice. 

Byran  R.  Wipperman,  M.D.,  South 
Bend,  anesthesiology. 

Vickie  W.  Wipperman,  M.D., 
Mishawaka,  family  practice. 


• Audio-Digest  Foundation  announces 
Audio-Digest  Emergency  Medicine,  the 
foundation’s  12th  “Spoken  Medical 
Journal”  subscription  service.  The  new, 
twice  monthly  audio  cassette  service 
started  in  September.  For  information, 
write  A-DF,  1577  E.  Chevy  Chase  Drive, 
Glendale,  Calif.  91206. 

•The  Graduate  School  of  Public 
Health,  San  Diego  State  University,  of- 
fers a nine-month,  full-time  educational 
program.  The  Master  of  Public  Health 
degree  is  awarded,  with  a major  in  Mater- 
nal and  Child  Health.  Applications  are 
now  being  accepted  for  August  1985. 
Write  to  Helen  M.  Wallace,  M.D., 
Graduate  School  of  Public  Health,  San 
Diego  State  University,  San  Diego,  Calif. 
82182. 

•BNA  Communications  has  a new 

catalog  of  training  films/videos  designed 
for  training  employees  in  safety  in  the 
work  place.  Another  catalog  outlines 
other  films/videos  in  management 
development.  The  catalogs  are  free  to 
professionals  in  human  resource  develop- 
ment. Contact  Customer  Service  Dept., 
BNA  Communications,  9439  Key  West 
Ave.,  Rockville,  Md.  20850 — (301) 
948-0540. 


•The  3M  Company,  makers  of  the  first 
cochlear  implant  device,  will  provide  ex- 
tensive information  on  indications  for  im- 
plantation, functioning  of  the  various 
components  and  the  training  program  the 
patient  receives  after  the  operation.  Write 
to  Otologic  Products/3M,  Dept. 
SU84-102,  225-5S-ol,  3M  Center,  St. 
Paul,  Minn.  55144. 

•A  special  issue  of  Rehabilitation 
Literature,  the  journal  of  the  National 
Easter  Seal  Society,  was  published  in 
July/August.  It  was  devoted  to  children 
and  disability.  Copies  of  “Children  and 
Disability”  (Vol.  45,  No.  7-8)  are 
available  at  $5  each  from  the  society  at 
2023  W.  Ogden  Ave.,  Chicago  60612. 

•“Aspartame”  is  the  title  of  a brochure 
issued  by  the  Calorie  Control  Council.  It 
discusses  the  new  sweetener,  its  benefits, 
safety  review  and  proper  usage.  Reference 
is  made  to  the  “multiple  sweetener  ap- 
proach,” which  allows  various  artificial 
sweeteners  to  present  their  advantages 
and  to  compensate  for  the  disadvantages 
of  other  sweeteners.  Single  copies  are  free 
of  charge.  Write  the  council  at  Suite 
500-D,  5775  Peachtree-Dunwoody  Road, 
Atlanta,  Ga.  30342. 
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PHYSICIA  NS  ’ DIRECTOR  Y 


CARDIOLOGY 


INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Abdel  A.  Zeni,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  # 1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


1 500  Albany  Street 
Suite  #912 

Beech  Grove,  Indiana  46107 
(317)  786-921  1 


PERIPHERAL 
VASCULAR  SURGERY 


COLON  AND  RECTAL 
SURGERY 


AUSTIN  L.  GARDNER,  M.  D.,  F.A.C.S. 
MALCOLM  B.  HERRING,  M.  D.,  F.A.C.S. 

AND 

DANIEL  R.  LeGRAND,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

DAVID  L.  MADISON,  M.D. 

FOR  THE  PRACTICE  OF 
VASCULAR  SURGERY 
AT 

8402  HARCOURT  ROAD,  SUITE  613 

INDIANAPOLIS,  INDIANA  46260 
OFFICE  HOURS  BY  APPOINTMENT 
TELEPHONE  (31  7)  872-4129 


W.  M.  KENDRICK,  M.D. 

G.  A.  DONNALLY,  M.D. 

R.  JAMES  WILSON,  M.D. 

Certified:  International  Board  of  Proctology 

Practice  limited  to  Colonscopy, 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-1160 

(JCAH  Accredited) 
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PLASTIC  SURGERY 

ALCOHOLISM 

TREATMENT 

PLASTIC  & HAND  SURGERY  CLINIC,  INC. 

1944  N.  Capitol  Ave.  Indianapolis  46202 

"An  office  surgery  facility” 

HAROON  M.  QAZI,  M.D.,  F.A.C.S. 
Diplomate,  American  Board  of  Plastic  Surgery 
Phone:  317-923-4822 317-926-3466 


PSYCHIATRY 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634-9930 

James  R.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 

Larry  M.  Davis,  M.D.  George  McAfee,  M.D. 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 

Emergency  Psychiatric  Availability  24  Hours  a Day 


JOHN  J.  SAALWAECHTER,  M.D. 
BEN  H.  PARK,  M.D. 

RITCHIE  COONS,  M.D. 

DAVID  L.  PHILLIPS,  M.D. 
MICHAEL  J.  CHADWICK,  M.D. 
DAVID  L.  GREGORY,  M.D. 
JAMES  R.  DAVIS,  M.D. 

LARRY  M.  DAVIS,  M.D. 

Individualized  Treatment 
for  Alcoholism/Drugs 

Men  — Women  — Adolescents 

1711  Lafayette  Avenue 
Lebanon,  Indiana  46052 
(317)  482-3711 

2223  Poshard  Drive 
Columbus,  Indiana  47202 
(812)  376-1711 

8925  N.  Meridian  St. 
Indianapolis,  Indiana  46260 
(317)  848-7666 

4333  E.  Third  St. 
Bloomington,  Indiana  47401 
(812)  333-3012 

428  S.  Washington  St. 

Suite  347 

Marion,  Indiana  46952 
(317  ) 668-7067 


OPHTHALMOLOGY 


George  E.  Waters,  Jr.,  M.D. 

Diplomate,  American  Hoard  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 
9100  Meridian  Square 

50  East  91st  Street  Indianapolis,  Indiana  46240 

317-844-6180 


Douglas  Bullington,  M.D. 

Program  Director 


COUNTERPOINT  CENTER 

at  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46142 
317/887-1348 


• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-^-day 
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PHYSICIANS'  DIRECTORY 


CARDIOLOGY 

DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 

MICHAEL  L.  SMITH,  M.D.  DENNIS  K.  DICKOS,  M.D. 

CASS  A.  PINKERTON,  M.D.  JOHN  D.  SLACK,  M.D. 

JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 

JANE  HOWARD,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 


ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  413 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


TELEPHONE  (317)  875-9316 
PHYSICIAN  (TOLL-FREE)  800-732-1482 

REFERRAL  ONLY  DAY  OR  NIGHT 
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INTERNAL  MEDICINE 


CLINICAL,  ANATOMIC 
PATHOLOGY 


NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  FACP 
George  W.  Applegate.  M.D. 
Charles  B.  Carter.  M.D. 

William  H.  Dick,  M.D.,  FACP 


Theodore  F.  Hegeman,  M.D. 
Douglas  F.  Johnstone,  M.D 
Wendy  L.  Kindig,  M.D. 

LeRoy  H.  King,  Jr.,  M.D.,  FACP 


Mary  A.  Margolis,  M.D. 

1633  N.  Capitol,  #722,  Indianapolis  46202  Ph:  317-926-0757 


By  Physician  Referral 

Answering  Service  926-3466 

CLINICAL  NEPHROLOGY,  RENAL  TRANSPLANTATION,  HEMO- 
DIALYSIS, PERITONEAL  DIALYSIS,  HYPERTENSION,  FLUID  AND 
ELECTROLYTE  IMBALANCE,  CRITICAL  CARE. 


MERIDIAN  MEDICAL  GROUP,  INC. 

3130  North  Meridian  Street 
P.  O.  Box  88273 
Indianapolis,  Indiana  46208 
(317)  927-1221 


CARDIOLOGY 

Richard  M.  Nay,  M.D  927-1212 
Warren  E Coggeshall,  M D.  927-1217 
Richard  R Schumacher,  M.D. 927-1247 
Martin  R See,  M.D.  927-1299 

GASTROENTEROLOGY 

Robert  D Pickett,  M.D.  927-1242 
Lee  G.  Jordan,  M.D.  927-1263 
Martin  P Meisenheimer,  M.D. 927-1220 
John  C.  Kohne,  M.D.  927-1295 

HEMATOLOGY-ONCOLOGY 

James  E.  Schroeder,  M.D  927-1245 
Frank  A.  Workman,  M.D.  927-1269 

INFECTIOUS  DISEASES 

Michael  Zeckel,  M.D  927-1273 
Thomas  G.  Slama,  M.D. ,8424  Naab  Road 
Robert  L.  Baker,  M.D.  927-1283 

PULMONARY  DISEASES 

Michael  R.  Niemeier,  M.D.  927-1310 


INTERNAL  MEDICINE 


Hunter  A.  Soper,  M.D. 

927-1253 

Douglas  H.  White,  Jr..  M.D. 

927-1256 

B T.  Maxam,  M.D. 

927-1239 

Michael  B DuBois,  M.D. 

GERIATRICS 

927-1222 

Patricia  K.  Hendershot,  M.D. 

927-1240 

Douglas  J.  Moeller,  M.D. 

927-1278 

Timothy  J.  Story,  M.D 

927-1268 

John  F.  Schaefer,  Jr.,  M.D. 

927-1300 

METABOLISM  & 

ENDOCRINOLOGY 

William  M.  Holland,  M.D. 

927-1235 

NEUROLOGY 

EEG  & EMG  LAB 

Norman  W.  Oestrike,  M.D. 

927-1359 

Charles  E.  Rehn,  M.D. 

927-1377 

John  R.  Scott,  M.D. 

927-1350 

Bradford  R.  Hale,  M.D. 

PEDIATRICS 

927-1274 

Robert  J.  Alonso,  M.D. 

927-1340 

Michael  W.  French,  M.D, 

927-1343 

The  Medical  Laboratory 

of  Drs.  Thornton  - Haymond  - Costin-  Buehl 
Bolinger  - Warner  - McGovern  - McClure  - Hooker 

5940  West  Raymond  Street,  Indianapolis,  Indiana  46241 

Phone:  (317)  248-2448 

COMPLETE  LABORATORY  SERVICES 

Serving  Indiana  Since  1947 

• MICROBIOLOGY 

• SEROLOGY 

• CHEMISTRY 

• SURGICAL  PATHOLOGY 

• HEMATOLOGY 

• COAGULATION 

• FORENSIC 

• CYTOLOGY 

• EKG 

• VETERINARY  PATHOLOGY 

• TOXICOLOGY 

• COURIER  SERVICES 


CLINICAL  AND  ANATOMIC  PATHOLOGY 

Central  Testing  Facility: 

5940  W.  Raymond  St. 

For  information  and  details  phone 
248-2448 


RHINOLOGY 


By  appointment  only  317-359-9636 

CARL  B.  SPUTH,  M.D. 

Diseases  & Surgery  of  Nose  & Sinuses 
Plastic  Surgery  of  the  Nose 
Nasal  Allergy,  Rhinomanometry 

5506  E.  16th  St.  Indianapolis  46218 
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MEMORIAL  CLINIC  OF  INDIANAPOLIS 

3266  North  Meridian  Street 
P.O.  Box  88380 
Indianapolis,  Indiana  46208 

Joseph  E.  Walther,  M.D.  Raymond  A.  Carucci 

Medical  Director  Executive  Director 


CARDIOLOGY/ELECTROPHYSIOLOGY 

Peter  R.  Foster,  M.D. 

John  R.  Kindig,  M.D. 

Michael  E.  Lapp,  M.D. 

Douglas  E.  Pitts,  M.D. 

HEMATOLOGY-ONCOLOGY 

Fred  O.  Butler,  M.D. 

Raymond  E.  Markham,  Jr.,  M.D. 

INTERNAL  MEDICINE 

Plarold  F.  Burdette,  M.D. 

Robert  Flanders,  Jr.,  M.D. 

Bruce  M.  Goens,  M.D. 

Thomas  L.  Flutchinson,  M.D. 

Thomas  J.  Petrin,  M.D. 

Stephen  H.  Pollom,  M.D. 

Gregory  A.  Spurgin,  M.D. 

SURGERY 

Jerremy  M.  Ramp,  M.D. 


SATELLITE  OFFICES: 

3850  Shore  Drive,  Suite  205 
495  Westfield  Road,  Noblesville 
8424  Naab  Road,  Suite  1 -J 
1604  N.  Capitol  Avenue 
5502  E.  16th  Street,  Suite  35 
202  Meadows  Drive,  Danville 


FOR  ALL  OFFICES  CALL  (317)  924- 
BY  APPOINTMENT  ONLY 


GASTROENTEROLOGY 

Robert  H.  Bishop,  M.D. 

W.  Michael  McCune,  M.D. 

Robert  J.  Whitmore,  M.D. 

INFECTIOUS  DISEASES 

Scott  C.  Bruins,  M.D. 

PULMONARY/ALLERGY/CRITICAL  CARE 

David  B.  Cook,  M.D. 

Ramon  S.  Dunkin,  M.D. 

Mason  R.  Goodman,  M.D. 

Douglas  J.  Horton,  M.D. 

Barton  J.  Rusk,  M.D. 

Robert  A.  Strawbridge,  M.D. 

Frederick  A.  Tolle,  M.D. 

RADIOLOGY 

Norman  D.  Gardner,  M.D. 

NUCLEAR  CARDIOLOGY/MEDICINE 

James  D.  Schroering,  M.D. 

Ronald  I.  Veatch,  M.D. 
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ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Byram  Gates  Middleton  House, 
listed  on  the  National  Registry  of  Historic  Places 

1828  North  Illinois  Street 
Indianapolis,  Indiana  46202 


Laurence  H.  Bates,  M.D., 
William  M.  Dugan,  Jr.,  M.D., 
Redmond  P.  Hogan,  III,  M.D., 
Deborah  S.  Provisor,  M.D., 
Gregory  W.  Smith,  M.D. 

ADULT  AND  PEDIATRIC 
ONCOLOGY  - HEMATOLOGY 

Telephone  317-927-5770  24  hours 
Appointments:  317-927-5774 

TOLL  FREE:  1-800-ONC-HEME 
(662-4363) 

Physician  Referral  Only 


Attention  Indiana  Physicians 


The  Physicians’  Directory  is  the  most  ethical 
and  professional  method  of  announcing  specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours,  and  telephone 
number  for  the  convenience  of  colleagues  in 
referring  patients. 

The  title  of  diplomate  of  a specialty  examin- 
ing board,  a requirement  for  admission  to  the 
Directory,  offers  its  assurance  of  qualifications, 
whether  listed  or  not. 


Family  physicians  may  announce  office 
schedules  that  are  reciprocally  staggered  in 
order  to  provide  access  to  evening  and  weekend 
and  holiday  medical  service. 

In  addition  to  providing  benefits  to  physicians, 
the  Directory  is  a practical  means  of  providing 
financial  support  for  Indiana  Medicine. 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  Directory. 
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Henry  R.  Schroeder,  M.D. 

Dr.  Schroeder,  61,  an  Evansville  physi- 
cian, was  killed  Aug.  30  in  a tractor  acci- 
dent at  his  Holly  Hills  Nursery. 

He  was  a 1946  graduate  of  the  Univer- 
sity of  Louisville  School  of  Medicine  and 
was  a post-World  War  II  veteran  of  the 
Marine  Corps. 

Dr.  Schroeder,  a nationally  recognized 
grower  of  hybrid  azaleas  and  rhododen- 
drons, was  a member  of  the  American 
College  of  Surgeons  and  a board-certified 
member  of  the  American  College  of 
Obstetrics  and  Gynecology. 

Vernon  A.  Shanklin,  M.D. 

Dr.  Shanklin,  103,  who  practiced 
medicine  in  Terre  Haute  for  70  years,  died 
Sept.  8 at  a Vincennes  convalescent 
center. 

He  was  a 1906  graduate  of  the  Indiana 
Medical  College  and  was  a veteran  of 
World  War  I.  He  moved  to  Vincennes 
after  retiring  in  1977. 

Dr.  Shanklin  served  for  many  years  as 
examining  physician  for  the  State  Athletic 
Commission  and  for  the  Indiana  Amateur 
Athletic  Union.  Believed  to  be  Indiana’s 
second  oldest  physician,  he  was  consid- 
ered the  state’s  oldest  active  member  of 
the  American  Legion;  Ft.  Harrison  Post 
40  provided  military  gravesite  honors. 

Dr.  Shanklin,  a member  of  the  ISMA 
Fifty  Year  Club  since  1956,  was  credited 
with  having  delivered  8,000  babies  in  Vigo 
County  during  his  long  career. 


Charles  H.  Kenner,  Jr.,  M.D. 

Dr.  Kenner,  34,  a research  fellow  in  the 
Division  of  Nephrology  at  Indiana  Uni- 
versity Medical  Center,  died  Sept.  22  of 
injuries  suffered  when  he  was  struck  by 
a car  while  riding  a bicycle  in 
Indianapolis. 

He  was  a 1978  graduate  of  Indiana 
University  School  of  Medicine  and  was 
a member  of  the  ISMA  Resident  Medical 
Society. 

Dr.  Kenner  was  a diplomate  of  the 
American  Board  of  Internal  Medicine.  He 
was  a member  of  the  International  Soci- 
ety of  Nephrology,  the  American  College 
of  Physicians  and  the  Indianapolis 
chapter  of  the  National  Medical 
Association. 


James  F.  DeNaut,  M.D. 

Dr.  DeNaut,  76,  a retired  Knox  physi- 
cian, died  Sept.  18  at  Starke  County 
Memorial  Hospital. 

He  was  a 1934  graduate  of  North- 
western University  Medical  School, 
Chicago.  He  retired  in  1978. 

Dr.  DeNaut,  a former  president  of  the 
Starke  County  Medical  Society,  was  a 
lifetime  member  and  past  chief  of  staff 
of  Starke  County  Memorial  Hospital.  He 
was  a member  of  the  American  Academy 
of  Family  Physicians  and  was  post- 
humously enrolled  in  the  ISMA  Fifty 
Year  Club  at  last  month’s  annual 
convention. 


Memorials:  Indiana  Medical  Foundation 

The  Indiana  Medical  Foundation,  Inc.  was  formed  by  the  Indiana  State 
Medical  Association  “for  religious,  charitable,  scientific,  literary  or  educational 
purposes.”  It  provides  financial  assistance  to  support  the  educational  mission 
of  Indiana  Medicine. 

Contributions  made  to  the  Foundation  are  deductible  by  donors  in  accor- 
dance with  the  Internal  Revenue  Code.  Gifts  are  deductible  for  Federal  estate 


and  gift  tax  purposes. 

The  Foundation  is  pleased  to  acknowledge  the  receipt  of  gifts  in  remembrance 
of  the  following  individuals: 


Sam  W.  Litzenberger,  M.D. 
Eli  Goodman,  M.D. 

Wemple  Dodds,  M.D. 

James  J.  Stewart,  Esq. 
Celia  Burkhart 


Guy  A.  Owsley,  M.D. 
Wilbert  Smith 
Eugene  S.  Rifner,  M.D. 
Elsie  A.  Reid 
Lester  D.  Bibler,  M.D. 


Lester  W.  Veach,  M.D. 

Dr.  Veach,  91,  a retired  Bainbridge 
physician,  died  Aug.  20  at  Methodist 
Hospital,  Indianapolis. 

He  was  a 1918  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  World  War  I. 

Dr.  Veach,  who  retired  in  1975,  was  a 
former  president  of  the  Putnam  County 
Medical  Society  and  was  a member  of  the 
ISMA  Fifty  Year  Club.  He  served  as  Put- 
nam County  health  officer  from  1961  to 
1973. 

Robert  H.  W.  Brosius,  M.D. 

Dr.  Brosius,  73,  a retired  Fort  Wayne 
physician,  died  Sept.  4 at  Lutheran 
Hospital,  Fort  Wayne. 

He  was  a 1935  graduate  of  Indiana 
University  School  of  Medicine. 

Dr.  Brosius  was  a member  of  the 
American  Academy  of  Family  Physicians 
and  the  Fort  Wayne  Academy  of  Medi- 
cine and  Surgery. 

C.  Basil  Fausset,  M.D. 

Dr.  Fausset,  79,  a retired  Indianapolis 
neurosurgeon,  died  Sept.  14  at  Methodist 
Hospital,  Indianapolis. 

He  was  a 1930  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  World  War  II.  He 
retired  in  1981  and  moved  to 
Brownsburg. 

Dr.  Fausset  was  a member  of  American 
and  International  College  of  Surgeons, 
the  Congress  of  Neurological  Surgeons 
and  the  American  Association  of  Neuro- 
logical Surgeons.  He  was  a private  pilot 
and  belonged  to  the  Aerospace  Medical 
Association  and  the  Flying  Physicians 
Association.  He  became  a member  of  the 
ISMA  Fifty  Year  Club  in  1980. 

E.  Daniel  Williams,  M.D. 

Dr.  Williams,  63,  a Gary  physician, 
died  Aug.  28. 

He  was  a 1946  graduate  of  Meharry 
Medical  College,  Nashville,  and  was  a 
veteran  of  World  War  II  and  the  Korean 
War. 

Dr.  Williams,  a former  deputy  coroner 
for  Lake  County,  w'as  a member  of  the 
American  Academy  of  Family  Physicians. 
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Roy  V.  Myers,  M.D. 

Dr.  Myers,  92,  formerly  of  India- 
napolis, died  Sept.  13  at  his  home  in  Lake 
Clarke  Shores,  Fla. 

He  was  a 1920  graduate  of  Indiana 
University  School  of  Medicine.  He  had 
practiced  in  Indianapolis  40  years  before 
retiring  in  1962. 

Dr.  Myers  was  a member  of  the  ISMA 
Fifty  Year  Club. 


Herbert  E.  Dester,  M.D. 

Dr.  Dester,  90,  a retired  Berne  physi- 
cian who  was  a former  medical  mission- 
ary in  India,  died  Aug.  13  at  a Berne 
retirement  center. 

He  was  a 1926  graduate  of  Indiana 
University  School  of  Medicine  and  was 
an  Army  veteran  of  Word  War  I. 

Dr.  Dester,  originally  from  Kansas, 
served  in  India  for  30  years.  He  then 
moved  to  Greencastle  and,  from  1958  to 
1963,  served  as  full-time  medical  director 
at  the  Indiana  State  Farm.  Upon  his 
departure,  he  practiced  in  Berne  until  his 
retirement  in  1972.  He  was  a member  of 
the  ISMA  Fifty  Year  Club. 


Dr.  Myers 


Ruth  F.  Rasmussen,  M.D. 

Dr.  Rasmussen,  80,  a retired  South 
Bend  clinical  pathologist,  died  in  August. 

She  earned  the  M.D.  degree  in  1932 
from  the  University  of  Minnesota.  She 
began  practicing  in  South  Bend  the 
following  year. 


John  L.  Rittmeyer,  M.D. 

Dr.  Rittmeyer,  64,  a retired  Muncie  in- 
ternist, died  Sept.  12  at  his  home. 

He  was  a 1943  graduate  of  the  Univer- 
sity of  Cincinnati  College  of  Medicine  and 
was  an  Army  veteran  of  World  War  II. 

Dr.  Rittmeyer  was  plant  physician  at 
Delco  Battery  in  Muncie  for  10  years 
before  retiring  in  1982.  Previously,  he  had 
been  associated  with  the  Ball  State  Health 
Center  and  the  Muncie  Clinic. 


Lloyd  R.  Studebaker,  M.D. 

Dr.  Studebaker,  79,  a retired  LaGrange 
surgeon,  died  May  12,  1984. 

He  was  a 1934  graduate  of  the  College 
of  Medical  Evangelists,  Loma  Linda, 
Calif. 

Dr.  Studebaker  was  a former  medical 
missionary  in  Nigeria.  He  was  a former 
president  of  the  LaGrange  County 
Medical  Society  and  was  a former  chief 
of  surgery  at  LaGrange  County  Hospital. 
He  was  posthumously  enrolled  in  the 
ISMA  Fifty  Year  Club  at  last  month’s  an- 
nual convention. 


This  Publication 
is  available  in  Microform. 
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Microfilms 
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E.R.  PHYSICIAN- McCray  Memorial  Hospital,  a 
JCAH-accredited,  66-bed  facility  in  the  NE  IN  lake 
region,  has  an  immediate  opening  for  a full-time, 
weekday  evening  physician  to  work  Monday 
through  Thursday.  Qualified  applicant  must  be  IN- 
licensed  and  submit  a current  C.V.  to:  John  F. 
Ling,  Jr.,  Adm.,  c/o  Search  Committee,  McCray 
Memorial  Hospital,  P.O.  249,  Kendallville,  IN 
46755. 

EMERGENCY  CONSULTANTS,  INC.,  provides 
Emergency  Department  services  to  hospitals  in 
Texas,  Ohio,  Illinois,  Michigan,  Wisconsin, 
Indiana,  New  York,  Pennsylvania  and  Virginia. 
Full-time  and  part-time  positions  available  for 
career  oriented  Emergency  Department  physi- 
cians. Independent  Contractor  status  with  com- 
petitive compensation  and  paid  malpractice  in- 
surance. Forward  CV  with  availability  date  and 
geographic  preference  to:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Suite  121, 
Traverse  City,  Ml  49684-1  -800-253-1  795  or 
in  Michigan  1-800-632-3496. 

GENERAL/FAMILY  PRACTICE,  Southern  Cali- 
fornia — CIGNA  Healthplans  of  California  has  over 
28  facilities  in  Los  Angeles  and  Orange  Counties 
and  more  than  350,000  members.  Our  370  full- 
time physicians  enjoy  a personal  patient  popula- 
tion and  continuity  of  care.  Significant  growth  has 
created  opportunities  for  experienced  specialists 
and  General  and  Family  Practitioners  to  join  our 
professional  team  and  share  in  our  excellent  com- 
pensation and  benefits  package.  For  more  infor- 
mation send  curriculum  vitae  to  Director/Physician 
Recruitment:  CIGNA  Healthplans  of  California, 
700  N.  Brand  Blvd.,  Suite  500,  Glendale,  CA 
91203. 


MEDICAL  DIRECTOR -Opportunity  for  physician 
with  experience  in  medical  group  practice  ad- 
ministration to  join  established  HMO  in  Madison, 
Wisconsin.  Group  Health  serves  29,000  patients 
with  its  staff  of  20  physicians  and  total  staff  of 
180.  Excellent  salary  and  benefit  program.  This 
represents  a rewarding  opportunity  to  develop  or 
progress  your  career  in  medical  administration. 
Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-4156. 

GENERAL  SURGEON-Board  certified  or  Board 
eligible.  To  join  eight-member  family  practice 
medical  center.  Have  full-time  radiologist.  Major 
specialties  consult  on  regular  basis.  Located  at  In- 
ternational Falls  in  northern  Minnesota.  Near 
Voyageurs  National  park.  Year  around  outdoor 
recreation  abounds.  Served  by  major  airline. 
Population  20,000.  Send  curriculum  vitae  to  Dr. 
James  R.  Schuft,  Falls  Medical  Center, 
Shorewood  Drive,  International  Falls,  Minn. 
56649. 

WANTED:  Physician  for  a new  convenient  care 
facility  in  large  midwestern  community.  Experi- 
ence in  family  practice  or  emergency  medicine. 
Competitive  salary  and  benefits,  flexible  schedule. 
Reply  in  confidence  to:  Box  1631,  Marion,  Ind. 
46952. 


FOR  SALE:  50  wooded,  rolling  acres.  86th  St.  and 
Lafayette  Road,  Indianapolis.  10  minutes  from 
downtown  and  St.  Vincent  Hospital.  Contact 
Russell  Fortune  III,  (317)  635-271  1 or  (317) 
255-9060. 


OB/GYN -Group  Health  Cooperative  has  1984 
opening  for  Board  certified/eligible  obstetrician 
and  gynecologist.  GHC  is  an  established,  rapidly 
expanding  HMO.  Staff  enjoy  a stable  salary  plus 
excellent  benefit  program  including  5-6  weeks  of 
time  off  plus  $3,000  CME  funding.  Madison  is 
a city  of  200,000  population:  University  of 
Wisconsin:  and  4 lakes.  Contact:  John  Mueller, 
Group  Health  Cooperative,  1 South  Park  St., 
Madison,  Wisconsin  5371  5-1608)  251-41  56. 

EMERGENCY  CENTER  PHYSICIAN -Expanding 
group  of  minor  emergency  centers  in  southern  In- 
diana. Prefer  experience  in  Family  Practice  or 
Emergency  Medicine.  Salary  and  benefits  com- 
petitive. Reply  in  confidence  to:  INDE,  Box  1631, 
Marion,  IN  46952. 

CARDIOLOGIST : Opportunity  to  practice  cardiol- 
ogy with  well  established  practice  conveniently 
located  to  a large  teaching  hospital.  Duties  include 
supervising  and  interpreting  Treadmills,  Holter 
monitors,  2D  and  M-Mode  Echocardiography  per- 
formed in  office,  patient  examinations,  hospital 
rounds  and  cardiac  catheterizations.  Abilities  to 
do  streptokinase  and/or  angioplasty  desirable.  Ex- 
cellent beginning  salary  and  fringe  benefits. 
Located  in  Pennsylvania.  Reply  with  C-V  to  Car- 
diologists, Ltd.,  p.c.,  Mellon  Pavilion,  4815  Liberty 
Ave.,  Pittsburgh,  PA  1 5224. 

FAMILY  PRACTICE-INDUSTRIAL  MEDICINE-A 
balanced  practice  awaits  you  in  beautiful  S.E. 
Wisconsin.  Associate  needed  to  share  this  rapidly 
growing  practice.  Contact  Westmound  Clinics, 
683  Westmound,  Waukesha,  Wl  531 86-1414) 
549-9100. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  nor- 
thwestern Indiana.  Contact  Dr.  Daniel  Philipsborn 
at  (312)  248-5557. 

B.E.,  B.C.  FAMILY  PRACTITIONER  to  join  a busy 
family  practice  in  Indiana.  Close  to  large  city 
medical  center  20  miles  away.  Send  resume  to 
Dr.  V.  N.  Goel,  296  Hidden  Valley  Drive, 
Lawrenceburg,  Ind.  47025. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  Hobart  and 
Gary,  Indiana.  Contact  Dr.  Cornelius  Arnold  at 
(312)  747-71  15. 


Commercial  announcements  are  published  as  a service  to  members  of  the  Indiana 
State  Medical  Association.  Only  ads  considered  to  be  of  advantage  to  members  will 
be  accepted.  Advertisements  of  a truly  commercial  nature  (e.g.,  firms  selling  brand 
products,  services,  etc.)  will  be  considered  for  display  advertising. 

All  orders  must  be  in  writing  and  will  automatically  be  set  in  regular  classified  type. 
Box  numbers  are  not  available. 

Charges: 

Indiana  physicians 25<t/word  ($5  min) 

Out-of-state  physicians 35t/word  ($7  min) 

Hospitals/health  care  facilities  50<t/word  ($10  min) 

Realtors/commercial  recruitment 

and  all  others 75C/word  ($15  min) 

Deadline:  First  working  day  of  month  preceding  month  of  publication. 

Payment  Procedure:  Payment  in  advance  is  not  required.  Invoices  and  tearsheets 
are  mailed  to  advertisers  upon  publication.  Indiana  Medicine  is  issued  on  the  10th  of 
each  month. 

Address:  Indiana  Medicine,  3935  N.  Meridian  St.,  Indianapolis,  Ind.  46208. 
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FAMILY  PRACTICE— Rapidly  expanding  staff 
model  HMO  in  Madison,  Wisconsin,  has  oppor- 
tunities for  additional  family  practice  physicians. 
Competitive  salary  with  excellent  benefits  and  at- 
tractive practice  setting.  GHC  is  an  established, 
rapidly  growing  HMO  serving  29,000  patients. 
Current  staff  totals  1 80  employees,  including  20 
physicians.  Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-4156. 

SKI  VAIL-SIMBA  V!  Indiana  Medico/Legal 
Seminar  in  Vail,  Colorado,  January  1 9-26,  1 985. 
Details?  Marilyn  Moore  — (317)  926-2326. 

TWO  OFFICE  SPACES  available  for  rent.  North- 
west Medical  Center,  3500  Lafayette  Rd.,  India- 
napolis. (317)  291-6700. 

RENT  LUXURIOUS  FLORIDA  condominium  Hut- 
chinson Island.  Two  bedroom,  two  bath.  Golf,  ten- 
nis, pool,  private  beach.  Call  Tom  Stayton,  (317) 
636-4535. 


CME  Quiz  . . . 

CONTINUED  FROM  PAGE  893 


9.  Most  syphilis  in  the  United  States  today 
occurs  in: 

a.  U.S.  military  personnel. 

b.  prostitutes. 

c.  homosexual  males. 

d.  immigrants  from  under-developed 
countries. 

10.  Cancer  of  the  cervix  appears  to  be  most 
closely  associated  with: 

a.  gonococcal  infections. 

b.  conduloma  acuminatum  (genital 
warts). 

c.  genital  herpes. 

d.  no  sexually  transmitted  agent. 
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A great  way  of  life 


HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best  benefits,  and,  with 
your  help,  we’ll  keep  it  that  way.  The  Air  Force  needs  physi- 
cians such  as  you  to  become  members  of  our  health  care 
team. 


Most  administrative  responsibilities  are  in  the  hands 
of  others,  giving  our  physicians  the  time  to  give  their 
full  attention  to  the  patients’  needs.  Our  hospitals  are 
staffed  with  dedicated,  competent  professionals. 


You’ll  find  you  will  have  time  for  your  family,  and  to  keep 
abreast  of  the  latest  methods  and  technologies  that  you 
don’t  have  time  for  now.  We  also  offer  unlimited  profes- 
sional development  and  financial  security. 


If  you’re  considering  a change,  consider  Air  Force 
medicine.  To  find  out  more  about  Air  Force  medicine,  con- 
tact your  nearest  Air  Force  recruiter.  Experience  health 

care  at  its  best.  „ 

Capt.  Scott  Simpson 

or 

TSgt.  Steve  Beecher 
317-269-6164  or  6354  collect 
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FAMILY 
PRACTICE 

INTERNAL  MEDICINE 
ORTHOPEDIC  SURGERY 
OB-GYN 

Solo,  partnership  and  group  opportuni- 
ties available  in  North  Carolina,  South 
Carolina,  Alabama,  Louisiana  and  Indi- 
ana Financial  and  practice  manage- 
ment support  available  Communities 
range  in  size  from  10,000  to  100,000 
For  more  information,  please  contact: 

Dept.  10JD-6 
P.O.  Box  56829 
Atlanta,  GA  30343 

Equal  Opportunity  Employer  M/F 


ENJOY  the 

freedom  you  deserve 


Christian  Hospital,  a 728-bed  acute  care  regional 
health  care  center  in  suburban  North  St  Louis 
County,  seeks  physicians  to  staff  our  expanding  epi- 
sodic care  centers  on  a full-|or  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training 
without  continuing  overhead  expenses  or  investment 
capital.  In  addition,  our  staff  scheduling  offers  you 
the  freedom  to  spend  time  with  your  family  or  pursue 
the  recreational  and  cultural  advantages  of  metropol- 
itan St.  Louis. 


The  ideal  candidate  will  be  well  trained  in  Family 
Practice  or  Internal  Medicine 


Along  with  an  excellent  salary  and  compensation 
package,  we  offer  you  the  opportunity  to  join  an 
organization  that  is  on  the  leading  edge  of  the  chang- 


D.W.  Brewer 
Physician  Recruiter 
Christian  Hospital  Northeast 

11133  Dunn  Rd  • SI.  Louis,  MO  63136 


ing  health  care  field.  If 
this  unique  opportu- 
nity sounds  interesting 
to  you,  please  call 
(314)  355-2300,  ext 
5141  (collect)  for  fur- 
ther details 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time1'6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 1012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A etal  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27  541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatl  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrem  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatl  DJ 
etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26  121-137,  1983. 


DALMANE*  <S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PROVEN  INI 
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HOME 


See  preceding  page  for  references  and  summary  of  product  information. 
Copyright  © 1984  by  Roche  Products  Inc  All  rights  reserved. 
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financial  security  specialists 

are  on  call” 


American  Physicians  Life  believes  a 
physician’s  financial  security  deserves 
specialized  attention.  That’s  why  our 
products  and  services  are  designed  with 
the  doctor  in  mind.  Our  comprehensive 
portfolio  of  services,  including  life 
insurance,  professional  disability  income 
coverage,  qualified  plans  and  tax-deferred 
annuities,  is  customized  to  meet  your 
personal  financial  planning  needs  as  well 
as  those  of  your  professional  corporation. 

Let  American  Physicians  Life  secure 
your  financial  planning  program — that’s  our 
specialty! 


For  more  information  contact: 

Williams/Townsend  Associates 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  844-3119 

Endorsed  by  the 

Indiana  State  Medical  Association 


Bates  Drive,  P.O.  Box  281 
Pickerington,  Ohio  43147 
Telephone  (614)  864-3900 

Toll-free  in  Ohio,  1-800-282-7515 
Toll-free  outside  Ohio,  1-800-742-1275 
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76  pages  of  this  issue  are  devoted  to  a report  of  the  ISMA’s 
1984  annual  convention,  conducted  Oct.  19-22  in  Indianapolis. 
As  shown  on  our  cover,  Dr.  Lawrence  E.  Allen  of  Anderson 
(left)  succeeded  Dr.  George  T.  Lukemeyer  as  president  of  the 
Association.  The  convention  section  begins  with  photo  coverage 
on  page  988.— cover  by  fred  kinghorn 
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INTERESTED  IN 
AUTO  LEASING? 


Get  the  facts,  leasing  will  save  $1000s  over  buying. 
All  Makes  Auto  Leasing,  Inc.  has  the  equipment 
and  know-how  to  show  you  EXACTLY  where  you 
save.  So  call  today  for  a quote  on  the  car  of  your 
choice.  Besides,  we  lease  for  less,  always  have, 
always  will. 


Approved  Credit  Required 

Medical  Society  and  Hospital  References  Available  On  Re 


L 


MEDICAL 

oosauo  mm 

CHARLES  A.  BONSETT,  M.D.,  Indianapolis 


The  specialties  of  neurology  and 
psychiatry  have  evolved  as  separate 
and  distinct  fields  of  clinical  en- 
deavor, from  neuropsychiatry,  which  in 
turn  evolved  from  internal  medicine.  The 
distinction  between  neurology  and 
psychiatry  was  formalized  in  1934  with 
the  creation  of  the  American  Board  of 
Psychiatry  and  Neurology.  Dr.  Alexander 
Ross  (board-certified  in  both  neurology 
and  psychiatry)  developed  the  residency 
training  program  in  neurology  at  the  In- 
diana University  School  of  Medicine  dur- 
ing the  1940s  and  made  the  formal  break 
with  psychiatry  at  the  academic  level  at 
that  time. 

In  comparison  to  other  specialities,  the 
number  of  physicians  limiting  their  prac- 
tice to  the  nervous  and  mental  disorders 
has  been  small  until  recent  years.  By  the 
1930s  a sufficient  number  existed  to  war- 
rant the  formation  of  a social-educational 
society  known  as  the  Indiana  Neuropsy- 
chiatric Association  (INPA).  I inquired 
of  Dr.  E.  Roger  Smith  back  in  1969  (he 
was  then  77  years  old)  as  to  the  origin  of 
INPA: 

“Well,  I’d  give  Toby  Gilman  the  credit 
for  the  idea  and  the  organization  of  this, 
although  Verne  Hahn  might  have  had 
something  to  do  with  it.  I think  this  was 
about  1936.  The  early  members  included 
Earl  Mericle,  Cliff  Williams  and  John 
Greist.  There  was  Verne  Hahn,  and  a few 
others.  There  were  about  16  members 
altogether,  I think.  We  had  monthly 
meetings.  At  first  these  were  informal, 
and  then  Toby  Gilman  thought  we  should 
have  a little  more  formality  and  had  us 
showing  up  in  formal  wear.  The  meetings 
were  usually  held  at  the  Athenaeum, 
sometimes  at  the  Athletic  Club.” 

The  INPA  organization  endured  into 
the  1960s.  By  that  time  the  membership 
had  grown  considerably,  with  the 
psychiatrists  far  outnumbering  the 
neurologists.  The  Indiana  Neurological 
Society  was  incorporated  in  1965  and  the 
Indiana  Psychiatric  Society  was  estab- 
lished soon  after. 

The  last  thread  connecting  neurology 
with  psychiatry  was  the  combined  section 
of  ISMA’s  Annual  Meeting.  This  year  the 


Dr.  Walker 


group  was  divided  into  two  separate  sec- 
tions. The  thread  has  been  broken. 

All  of  the  above  is  prologue  to  the 
primary  subject  of  this  month’s  page  of 
notes,  which  is  to  show  and  tell  a little  bit 
about  the  state’s  first  neurologist  and  the 
first  psychiatrist  (in  the  sense  that  these 
men  attempted  to  specialize  in  these  areas 
to  the  extent  then  possible,  and  were  the 
first  recognized  teachers  of  their  respec- 
tive subjects  in  an  organized  medical 
school). 

The  school  was  the  College  of  Physi- 
cians and  Surgeons,  located  in  Indi- 
anapolis. The  first  neurologist  was  Dr. 
Isaac  C.  Walker  (July  30,  1827-Oct.  28, 
1906),  and  the  first  psychiatrist  was  Dr. 
Orpheus  Everts  (Dec.  26,  1826-June  20, 
1903).  The  former  taught  “Diseases  of  the 
Nervous  System”  and  the  latter  taught 
“Insanity.”  Most  medical  schools  of  this 
period  in  American  history  (the  1870s) 
made  no  mention  of  courses  for  nervous 
and  mental  disorders.  To  have  a separate 
chair  for  each  was  highly  unique. 

Isaac  Walker  was  born  in  Wilmington, 
Ohio.  He  graduated  from  the  Wilmington 
Seminary  in  1846,  then  read  medicine  for 
three  years  in  the  office  of  Dr.  Amos  T. 
Davis,  a local  physician.  He  then  attend- 
ed a series  of  lectures  at  the  Cincinnati 
College  of  Physicians  and  Surgeons, 
where  he  received  the  M.D.  degree.  Dr. 


Dr.  Everts 


Walker  then  moved  to  Peru,  Indiana 
where  he  practiced  for  the  next  14  years. 
In  1872  he  moved  to  Indianapolis  and  was 
one  of  the  founders  of  the  College  of 
Physicians  and  Surgeons.  His  biograph- 
ical data  mentions  no  postgraduate 
education  so  it  is  assumed  that  he  was  a 
self  taught  neurologist.  His  biographer 
(Sulgrove,  1884)  describes  him  as  the  most 
eminent  authority  on  nervous  system 
disease  in  the  “west,”  and  mentions  that 
Dr.  Walker  “has  made  numerous  contri- 
butions to  the  medical  literature”  (only 
two  of  which  are  known  at  this  time). 
These  show  the  doctor  to  have  a clear  and 
instructive  style  of  writing.  (It  is  of  in- 
terest that  he  attempted  to  relieve  in- 
tracranial congestion  associated  with 
vascular  accidents  by  the  use  of  leeches 
placed  up  the  nostrils.) 

Less  is  known  about  Dr.  Orpheus 
Everts.  He  was  born  in  Salem,  Indiana, 
and  graduated  from  the  Indiana  Medical 
College  at  LaPorte  in  1846.  During  the 
Civil  War  he  served  as  surgeon  of  the 
Twentieth  Indiana  Volunteers.  In  1868  he 
was  appointed  superintendent  of  the  In- 
diana Hospital  for  the  Insane,  a position 
he  held  for  11  years.  It  was  during  this 
period  that  he  taught  in  the  medical 
school.  At  the  time  of  his  death  he  was 
superintendent  of  the  Cincinnati  Sani- 
tarium. 
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Brentwood  Instruments  introduces  a 
small,  portable  computer-aided  ECG,  the 
FCP-1 1 . The  FCP-1 1 has  a built-in  micro- 
computer which  measures  the  patient’s 
ECG  against  standard  criteria  for  over 
100  precise  interpretations,  and  offers  a 
written  opinion.  Data  from  three  separate 
leads  plus  the  rhythm  lead  is  acquired 
simultaneously,  stored  in  the  unit’s 
memory,  then  displayed  on  the  single 
channel  chart.  The  three  leads  of  infor- 
mation are  acquired  simultaneously,  not 
sequentially,  as  in  conventional  single 
channel  ECGs.  The  FCP-1 1 is  a light- 
weight unit  (less  than  9 pounds)  and  is 
ideal  for  private  practice,  hospitals, 
emergency  rooms,  industrial  clinics,  nurs- 
ing homes  or  even  for  house  calls. 

Kodak  has  published  a new  brochure 
to  aid  in  evaluating  accurately  the  true 
cost  of  operating  a clinical  analyzer  and 
to  determine  how  efficient  the  analyzer 
will  be  in  meeting  immediate  and  long- 
term needs.  Entitled,  “Kodak  Ektachem 
Clinical  Chemistry  Products — Economic 
Benefits.”  The  brochure  presents  all  the 
factors  that  must  be  considered  for  an  ac- 
curate assessment  of  cost. 

The  Medichart  Corporation  announces 
the  availability  of  CHART,  a new  com- 
puterized health  risk  analysis  service.  The 
program  is  designed  as  an  efficient  tool 
for  reinforcing  physician  recommenda- 
tions to  the  patient.  A short  “CHART” 
questionnaire  is  filled  out  by  the  physi- 
cian and  patient,  utilizing  hard  data  such 
as  blood  pressure,  weight,  cholesterol  and 
blood  sugar.  The  analysis  produces  a 
statement  of  the  patient’s  true  health  age 
and  risks;  it  also  presents  recommenda- 
tions for  changes  in  health  habits  and  risk 
reduction. 

Gemini  Incorporated  announces  a 
special  wheelchair  seat  component  for 
stroke  victims.  It  was  devised  by  Dr.  S. 
T.  Kucera  and  is  named  “Dr.  K’s  Saddle 
Seat.”  It  can  be  fitted  firmly  to  the 
wheelchair  seat.  Its  saddle  contour  con- 
forms to  the  contour  of  the  buttocks  and 
prevents  the  patient  from  sliding  forward. 
Paralytic  patients  have  found  it  to  be  very 
comfortable. 


A 45-page  catalog  of  products  for 
medical  imaging  is  available  from 
Eastman  Kodak  Company.  The  title  is 
“Kodak  Products  for  Medical  Diagnostic 
Imaging.”  It  lists  all  Kodak  films  for 
general  radiography,  CRT  and  video  im- 
aging, high-definition  radiography, 
image-intensifier  recording,  radiation 
therapy  and  monitoring,  and  medical 
specialty  films  for  subtraction,  kidney 
surgery  and  copying. 

Park  Surgical  Company  announces  a 
speech  amplifier  for  patients  with  speech 
inadequacy  in  which  reinforcement  of 
volume  is  necessary.  It  is  helpful  for  suf- 
ferers of  Parkinson’s  disease,  vocal  cord 
palsy  and  laryngectomy.  It  is  suitable  for 
those  whose  speech  needs  amplification 
but  is  not  suitable  for  patients  whose 
clarity  of  speech  has  deteriorated  and  has 
become  unintelligible.  It  operates  on  stan- 
dard 9-volt  batteries  and  has  adjustable 
volume  control  and  an  on/off  switch. 


The  Arizona  Heart  Institute  announces 
a technical  improvement  of  the  standard 
coronary  artery  angiograms  as  presented 
on  film.  The  Arizona  Heart  Institute  is 
demonstrating  the  use  of  CAMTEK  1000, 
a computer  developed  by  Digital  Imag- 
ing Company  of  America  (DICOA), 
which  can  eliminate  cine  film.  The 
CAMTEK  1000  captures  the  entire 
angiographic  procedure  in  digital  format 
and  stores  it  on  magnetic  tape.  The 
angiogram  is  thereafter  available  for  in- 
stantaneous replay  on  a TV  monitor.  The 
image  can  be  enhanced  by  special  filter- 
ing techniques  to  improve  diagnostic 
capability. 


News  of  what  is  new  in  the  medical  supply 
industry  is  composed  of  abstracts  from 
news  releases  by  book  publishers  and 
manufacturers  of  pharmaceuticals,  clinical 
laboratory  supplies,  instruments  and 
surgical  appliances.  Each  item  is  publish- 
ed as  news  and  does  not  necessarily  con- 
stitute an  endorsement  of  a product  or 
recommendation  for  its  use  by  Indiana 
Medicine  or  by  the  Indiana  State  Medical 
Association. 


Hewlett-Packard  has  introduced  a 
family  of  three  new  PageWriter  cardio- 
graphs, each  designed  to  meet  the  distinct 
requirements  of  individual  users  and 
departments.  The  new  products  are  1)  HP 
4760A  PageWriter  cardiograph  with 
alphanumeric  keyboard;  2)  HP  4760AM 
PageWriter  measurements  cardiograph 
with  the  HP  ECG  measurements  pro- 
gram; and  3)  HP  4760AI  PageWriter  in- 
terpretive cardiograph  with  the  full  HP 
ECG  analysis  program. 

Key  Pharmaceuticals  announces  the  ac- 
quisition, from  Ipsen  S.  A.  of  France,  of 
the  exclusive  U.S.  marketing  rights  to  a 
natural,  non-fibrous,  anti-diarrheal  prod- 
uct that  has  a proven  record  of  safety  and 
efficacy  in  Europe.  The  product  will  be 
marketed  as  an  ethical,  non-prescription 
drug  under  the  trademark  “Diasorb.” 
The  new  preparation  will  be  available 
early  in  1985. 

Park  Surgical  Company  has  the  new 
Park  Electronic  Artificial  Larynx,  JM 
Oil.  It  is  a lightweight,  rechargeable 
device  that  promotes  the  approximation 
of  natural  voice  once  the  laryngectomee 
adapts  to  it.  It  is  4 Pi  inches  long  and  1 V* 
inches  in  diameter  and  weighs  only  6 
ounces  with  battery.  It  is  supplied  with 
battery  charger,  two  batteries,  an  oral 
adaptor  and  carrying  case. 

The  CRC  Press  announces  a new'  jour- 
nal, CRC  Critical  Reviews™  in  Biocom- 
patability.  The  increasing  use  of  foreign 
materials  in  modifying  or  correcting  liv- 
ing tissue  has  created  a new  body  of  scien- 
tific information.  Critical  Reviews  will 
search  the  world  literature  and  publish 
critical  evaluations  of  worldwide  clinical 
and  research  experiences.  The  subscrip- 
tion rate  is  S104  per  volume  of  four  issues 
published  in  one  year.  Volume  I,  Issue  I 
contains  review  of  authoritative  articles 
by  experts  from  Sweden,  Japan  and 
England. 
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Hand  Surgery 

A course  in  “Complicated  Problems  in 
Hand  Surgery”  will  be  conducted  by  the 
American  Society  for  Surgery  of  the 
Hand  March  25-29  at  Hotel  Wildwood, 
Snowmass,  Colo. 

Tuition  is  $500.  Registration  is  limited, 
so  advance  registration  is  advised. 

For  a program  and  details,  write  to  the 
ASSH  at  3025  S.  Parker  Road,  Suite  65, 
Aurora,  Colo.  80014. 

The  Hand  Wound 

A course  on  “The  Hand  Wound  and 
Its  Treatment”  will  be  conducted  by  the 
American  Society  for  Surgery  of  the 
Hand  April  15-17  at  the  Southampton 
Princess  Hotel,  Southampton,  Bermuda. 

On  each  of  the  three  days,  the  meetings 
will  extend  from  7-10  a.m.  and  4-7  p.m. 
Tuition  is  $400.  Registration  is  limited, 
so  advance  registration  is  recommended. 

For  a program  and  details,  write  to  the 
ASSH  at  3025  S.  Parker  Road,  Suite  65, 
Aurora,  Colo.  80014. 

Thermography  Seminars 

Thermal  Image  Analysis,  Inc.  of 
Madison,  Wise,  has  announced  its  1985 
schedule  of  national  thermography 
seminars: 

Jan.  24-26 — Houston 

March  27-29 — San  Francisco 

June  13-15 — New  York,  N.Y. 

Sept.  19-21 — Atlanta 

For  further  information,  contact  Ther- 
mal Image  Analysis,  5510  Medical  Circle, 
Suite  B,  Madison,  Wise.  53719 — (608) 
273-0362. 

Coping  with  Loss 

The  Menninger  Foundation  will  con- 
duct a workshop  Feb.  6-8  in  Topeka, 
Kan.  on  “Coping  with  Loss:  The  Ex- 
perience of  Grief.” 

Tuition  is  $185,  which  includes  a social 
hour  and  dinner  on  Feb.  6,  but  does  not 
include  other  meals,  lodging  or  transpor- 
tation. Registration  deadline  is  Jan.  16. 

For  a registration  form  and  details, 
contact  the  Menninger  Foundation,  Box 
829,  Topeka,  Kan.  66601 — (913) 
273-7500,  ext.  5992. 


Childhood  Cancer 

“Advances  in  the  Care  of  the  Child 
with  Cancer”  is  the  subject  of  an 
American  Cancer  Society  national  con- 
ference to  be  conducted  June  12-14  at  the 
Los  Angeles  Hilton. 

For  details,  write  to  the  ACS  at  777 
Third  Ave.,  New  York,  N.Y.  10017. 

DEMEX  85  Exposition 

An  international  congress  and  exposi- 
tion on  management  of  major  emergen- 
cies and  disasters  will  convene  April  28 
through  May  1 at  the  Indiana  Convention 
and  Exposition  Center,  Indianapolis. 

The  goal  of  the  meeting,  called 
“DEMEX  85,”  is  to  provide  a forum  for 
airing  and  sharing  experiences,  ideas,  in- 
formation and  technology  on  managing 
major  emergencies  and  disasters.  Repre- 
sentatives of  national  governments,  state 
and  provincial  governments,  counties, 
municipalities,  and  business  and  industry 
will  participate.  Experts  in  the  emergen- 
cy services  field  will  present  histories  of 
recent  major  emergencies  and  will  sum- 
marize current  knowledge  about  hazards. 

For  more  information,  contact  Doug 
Crichlow,  Emergency  Management  Infor- 
mation Services,  25  McLean  Place,  India- 
napolis 46202— (317)  925-5198. 

Immunology  and  Cancer 

“Immunology  and  Cancer”  is  the  title 
of  the  38th  annual  Symposium  on  Fun- 
damental Cancer  Research,  which  will 
meet  Feb.  26  to  March  1 at  the  Shamrock 
Hilton  Hotel,  Houston. 

For  details,  contact  Office  of  Confer- 
ence Services,  Box  131,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  6723  Bert- 
ner  Ave.,  Houston,  Tex.  77030 — (713) 
792-2222. 


The  Journal  of  the  American  Medical 
Association  publishes  a list  of  CME  courses 
for  the  United  States  twice  yearly.  The 
January  listing  features  courses  offered 
from  March  through  August;  the  July 
listing  features  courses  offered  from 
September  through  February. 


Ski  Conference 

The  sixth  annual  Mammoth  Mountain 
Emergency  Medicine  Ski  Conference  will 
be  held  March  10-15  at  Mammoth  Lakes, 
Calif. 

Fees  are  $325  for  physicians,  $190  for 
nurses,  and  $225  for  physicians  in  train- 
ing and  physician’s  assistants.  The  pro- 
gram is  accredited  for  20  hours,  Category 
1. 

Contact  Daniel  L.  Abbott,  M.D., 
Medical  Conferences,  P.O.  Box  52-B, 
Newport  Beach,  Calif.  92662 — (714) 
650-4156. 


Nutrition  Meeting 

The  American  Society  for  Parenteral 
and  Enteral  Nutrition  will  conduct  its  9th 
Clinical  Congress  Jan.  21  to  24  at  the 
Fontainbleau  Hotel,  Miami  Beach,  Fla. 

For  details  write  or  phone  A.S.P.E.N., 
1025  Vermont  Avenue,  NW,  Suite  810, 
Washington,  D.C.  20005 — (202)  638-5881. 


Pediatric  Brain  Insults 

“Brain  Insults  in  Infants  and  Children: 
Pathology,  Evaluation,  Diagnosis  and 
Acute  Management”  is  the  title  of  a CME 
conference  to  be  held  March  7-9  at  the 
Holiday  Inn  at  the  Embarcadero,  San 
Diego.  AMA/CMA  credit  is  17  hours. 

Contact  Office  of  CME,  M017  UC 
San  Diego  School  of  Medicine,  La  Jolla, 
Calif.  92093— (619)  452-3940. 


Clinical  Cytopathology 

The  Johns  Hopkins  University  School 
of  Medicine  will  offer  two  postgraduate 
courses  in  clinical  cytopathology  next 
year.  They  are  solely  for  pathologists. 

For  credit,  both  courses  must  be  taken: 
March  to  May  1985,  Home  Study  Course 
A is  provided  each  registrant  for  inten- 
sive personal  study;  and  from  May  6-17 
In-Residence  Course  B will  be  conducted 
at  the  Johns  Hopkins  Medical  Institu- 
tions, Baltimore.  Upon  successful  com- 
pletion, 152  AMA  Category  1 credit 
hours  will  be  awarded. 

For  details,  write  John  K.  Frost,  M.D., 
604  Pathology  Bldg.,  The  Johns  Hopkins 
Hospital,  Baltimore,  Md.  21205. 
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that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul's  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189.  extension  7642. 
He’ll  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 


You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 

More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 
with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 
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Medical  Services  Division 

St.  Paul  Fire  and  Marine  Insurance  Company/St.  Paul  Mercury  Insurance  Company/The  St.  Paul  Insurance  Company/St.  Paul  Guardian  Insurance  Company/The 
St.  Paul  Insurance  Company  of  Illinois.  Property  and  Liability  Affiliation  of  The  St.  Paul  Companies  Inc,,  Saint  Paul,  Minnesota  55102. 
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WILLIAM  M.  DUGAN,  JR.,  M.D. 

Clinical  Oncology  Center 
Methodist  Hospital  of  Indiana,  Inc. 


New  information  from 
Indiana  Division 
American  Cancer  Society,  Inc. 
4755  Kingsway  Dr.,  Suite  100 
Indianapolis  46205 

EVERY  PHYSICIAN’S  OFFICE- 
A CANCER  DETECTION  CENTER 


Patient  Education 

Recognizing  the  concerns  that  cancer 
patients  and  their  families  have  about 
their  ability  to  maintain  or  secure  a job 
or  insurance  after  a cancer  diagnosis,  a 
new  patient  education  booklet, 
“Cancer — Your  Job,  Insurance  and  the 
Law,”  has  been  developed. 

The  booklet  provides  an  overview  of 
the  issues,  and  stresses  the  importance  of 
patients  becoming  aware  of  their  rights 
under  the  law.  The  American  Cancer 
Society  divisions  and  units  are  cited  as  a 
source  of  specific  information  on  state 
and  local  laws  and  regulations  about 
employment  and  insurance  rights.  Units 
should  use  this  brochure  to  help  their  In- 
formation & Guidance  program. 

Copies  of  the  booklet  (Code  #4585) 
may  be  ordered  from  the  Division 
Distribution  Department. 

Professional  Education 

A new  film,  “Proctosigmoidoscopy  in 
the  Physician’s  Office,”  is  now  available 
for  unit  distribution.  This  film  will  be 
used  in  conjunction  with  the  Colorectal 
Health  Check  Program. 

The  earlier  film,  “Proctosigmoid- 
oscopy— A Part  of  the  Physical  Examina- 
tion,” Code  #3721,  has  been  withdrawn 
from  distribution  (no  flyer). 

DESCRIPTION : This  new  film 
describes  the  uses  of  rigid  procto- 
sigmoidoscopes  and  of  the  newer  flexible 
fiber-optic  scopes.  The  procedure  is 
demonstrated  on  patients  with  both  types 
of  instruments  and  the  maneuvers  to 
negotiate  turns,  folds  and  valves  in  the 
colon  are  explained. 

The  importance  of  this  cancer  detection 
procedure  in  conjunction  with  digital  ex- 
amination and  stool  blood  testing  is  em- 
phasized for  all  asymptomatic  adults  over 
age  50.  ACS  guidelines  for  frequency  are 
summarized,  and  the  need  for  proper 
training  and  observance  of  precautions 
are  stated. 

SPECIFICATIONS : Code  #3793. 


SUGGESTED  A UDIENCES : Primary 
care  physicians,  medical  and  osteopathic 
students  and  allied  health  professionals. 
It  can  be  presented  to  hospital  physicians 
as  an  in-service  Professional  Education 
Program. 

SUGGESTED  ACCOMPANYING 
MATERIALS  (PUBLICATIONS): 
Early  Diagnosis  of  Colorectal  Cancer 
(Code  #3311) 

The  Evolving  Surgical  Treatment  of 
Rectum  and  Colon  Cancer  (Code  #3302) 
Colononoscopy  and  Colon  Cancer: 
Current  Clinical  Practices  (Code  #3356) 
Current  Status  of  Fecal  Occult  Blood 
Testing  and  Screening  (Code  #3426) 
Early  Detection  of  Colorectal  Cancer 
(Film  flyer)  (Code  #3084) 


Animals  and  Medical  Research 

The  American  Cancer  Society  has  not 
officially  adopted  a position  on  the  na- 
tional level  regarding  the  use  of  animals 
in  research. 

Many  ACS  divisions  have  been  ap- 
proached by  groups  on  both  sides  of  the 
issue  seeking  support  for  legislation  that 
would  outlaw  or  support  the  use  of 
animals  in  medical  research. 

Some  animal  “protection”  groups  have 
argued  that  animals  used  in  medical 
research  suffer  needless  pain  and  cruelty. 

Supporters  of  using  animals  in  medical 
research  have  pointed  out  that  great  ad- 
vances in  medicine  have  been  achieved 
through  the  use  of  animals.  They  cite 
development  of  the  rabies  vaccine,  the 
germ  theory  of  bacterial  infection,  and 
sterile  surgical  techniques  as  examples  of 
these  positive  outcomes. 

Conclusion:  Many  questions  remain  to 
be  answered.  The  animal-rights  activists 
are  divided  over  their  goals  and  objec- 
tives. Some  favor  total  prohibition 
against  any  animals  being  used  in  medical 
research.  Others  favor  prohibiting  the  use 
of  only  pound  animals  for  such  purposes. 
Laws  regulating  the  use  of  animals  in 


research  are  currently  on  the  books  in 
many  states.  Other  states  are  considering 
proposed  laws.  The  medical/scientific 
community  agrees  that  the  use  of  animals 
is  necessary  in  research  projects.  Some  in- 
dicate that  current  technology  allows  for 
fewer  animals  being  needed  and  that  a 
day  may  come  when  animals  will  not  be 
needed. 


Psychosocial  Research 

The  American  Cancer  Society  is  now 
funding  research  into  another  side  of 
cancer — what  the  disease  does  to  people 
psychologically  and  socially,  besides  phy- 
sically. 

Psychosocial  research  in  cancer  is  a new 
field  that  has  developed  over  the  last  10 
years.  The  society  recently  allocated  nearly 
SI. 5 million  to  support  nine  research  pro- 
jects. Current  projects  include  investiga- 
tions into: 

• how  the  attitude  and  behavior  of 
physicians  affect  cancer  patients,  both 
positively  and  negatively; 

• the  prevention  of  nausea  in  patients 
when  they  merely  think  of  taking  drugs 
that  nauseate  them; 

• how  effectively  adolescent  patients 
follow  drug  instructions; 

• the  treatment  of  psychological  and 
sexual  concerns  of  men  and  women  after 
treatment  for  certain  cancers;  and 

• the  best  screening  of  high-risk  per- 
sons for  colorectal  cancer. 

The  other  side  of  cancer  involves  in- 
creasing concerns  and  commitments  to 
cured  patients  as  more  and  more  people 
— currently  about  half — survive  cancer.. 
Cancer  patients  often  have  a sense  of  be- 
ing damaged  or  impaired,  not  iff  control 
of  themselves,  and  of  needing  help  in  re- 
establishing health  attitudes  and  normal 
functioning. 

Research  is  increasing  toward  under- 
standing the  interplay  between  the  human 
body,  mind  and  emotions. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
Symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  A E et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem, 

(dilhazem  HCI) 

VO  mg  and  60  mg  ttblns 

DESCRIPTION 

CARDIZEM  ® (diltlazem  hydrochloride)  Is  a calcium  Ion  influx 
Inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  Is  1 ,5-Benzothiazepin  4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl ]-2,3  dihydro-2-(4-methoxyphenyl)-. 
monohydrochloride,(+)  -els  The  chemical  structure  is: 


ch?ch?nich3i2 


Diltiazem  hydrochloride  is  a white  to  ott-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Allhough  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovme-mduced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subfect  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxm,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given:  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2  Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  freguency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
In  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem, 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  In  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
Inin  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (19%),  dizziness  (15%),  rash  (13 
asthenia  (1.2%),  AV  block  (11%)  In  addition,  the  following  eve 
were  reported  infrequently  (less  than  1%)  with  the  order  of  preset 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 


Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bratfy 
dia,  palpitations,  congestive  heart  faili 
syncope 

Paresthesia,  nervousness,  somnoler 
tremor,  insomnia,  hallucinations  and  amne 
Constipation,  dyspepsia,  diarrhea,  vomit 
mild  elevations  of  alkaline  phosphatase  S( 
SGPT  and  LDH 

Pruritus,  petechiae.  urticaria,  photosensiT 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episode 
vasospastic  angina  developed  periods  of  transient  asympton 
asystole  approximately  five  hours  after  receiving  a single  6( 
dose  of  CARDIZEM 

The  following  postmarketmg  events  have  been  reported  i 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme 
kopema;  and  extreme  elevations  of  alkaline  phosphatase.  S I 
SGPT,  LDH.  and  CPK  However,  a definitive  cause  and  effect  Deb 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lirr 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tote;! 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagge 
response,  appropriate  supportive  measures  should  be  employ 
addition  to  gastric  lavage  The  following  measures  may  be  consid  j 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  10  mg)  If  ; 
is  no  response  to  vagal  blockade,  admit 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above  Fixed 
degree  AV  block  should  be  treated  with 
diac  pacing 

Administer  inotropic  agents  (isoproiei 1 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg.  dopamine  or  levarte 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity 
clinical  situation  and  the  judgment  and  experience  of  the  trr  i 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  r ) ] 
and  from  560  to  810  mg/kg.  respectively  The  intravenous  LD  i I 
these  species  were  60  and  38  mg/kg,  respectively  The  oral  L i [ 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethaid ; | 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  k ,'.  !. 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  asso  || 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  > 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  r 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pa  s 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  i 


bedtime,  dosage  should  be  increased  gradually  (given  in  i o 


doses  three  or  four  times  daily)  at  one-  to  two-day  interval 
optimum  response  is  obtained.  Although  individual  patient  t 
respond  to  any  dosage  level,  the  average  optimum  dosage  it 


appears  to  be  180  to  240  mg/day  There  are  no  available  data  o x ' 


ing  dosage  requirements  in  patients  with  impaired  renal  or  1 1 
function.  If  the  drug  must  be  used  in  such  patients,  titration  sh  * 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abor  t 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  maybe  '• 
coadministered  with  short-  and  long-acting  nitrates,  bi  * pr 
have  been  no  controlled  studies  to  evaluate  the  anti  si  . 
effectiveness  of  this  combination. 


3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS 
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HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  10 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  10;  w 
(YIRR-1771-4Q)  Farh  nrppn  fahlpf  k pnnravprl  with  MARION 


0088-1771-49)  Each  green  tablet  is  engraved  with  MARION 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg 
tablets  are  supplied  in  bottles  of  100 INDC  0088-1772-47)  an 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49)  Eac 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  tt 
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Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY,  MISSOURI  64137 


THE  CONSEQUENCES  CAN  BE  LIFE-SHORTENING. 


As  physicians,  every  one  of  us  knows  the 
consequences  of  obesity:  cardiovascular 
disease. . . diabetes. . . hypertension. . . 
i congestive  heart  failure. . . an  increased  risk 
of  sudden  death. 

Most  of  us  also  recognize  how  difficult  it  is 
for  the  obese  patient  to  lose  weight,  not  to 
mention  the  frustrations  and  failures  that 
attend  long-term  maintenance  of  normal 
weight — if,  in  fact,  it  is  ever  achieved. 

The  Institute  for  Health  Maintenance 
(IHM)  can  help. 

Working  in  conjunction  with  a patient’s  pri- 
mary care  physician,  IHM  offers  a medically 
sound  regimen  for  therapeutic  weight  loss: 
THE  RISK  FACTOR 
OBESITY  PROGRAM 
(RFO). 

Developed  under  clinical 
conditions  at  major  medical 
teaching  institutions,  the 
RFO  Program  combines  a 
medically  supervised  sup- 
plemented fast  with  long-term  behavioral 
and  nutritional  training. 

Under  the  supervision  of  the  IHM  medical 
staff,  patients  lose  weight  safely  and  consis 
tently  over  a period  of  weeks  and  months. 
They  receive  their  total  daily  nutritional 
requirements  from  a low-calorie  egg  albu- 
men formulation  and  a multivitamin  tablet. . 


a supplement  they  stay  with  until  goal 
weight  is  achieved. 

The  success  of  the  RFO  Program  has  been 
significant. 

Over  the  past  five  years,  thousands  of  pa- 
tients have  lost  from  25  to  over  100  pounds, 
with  the  average  loss  being  63  pounds. 

More  important,  75%*  of  these  patients 
have  been  able  to  sustain  their  new  low 
weight  levels  with  the  help  of  our  18-month 
maintenance  program. 

Some  have  called  the  RFO  Program  “life- 
saving. ” As  physicians,  we  know  the  rela- 
tionship between  certain  risk  factors  and 
longevity.  Obesity  is  one  of  those  factors — 


one  we  at  IHM  can  help  control. 

To  learn  more  about  us  and  how  this  pro- 
gram can  safely  benefit  some  of  your 
patients,  please  contact  one  of  our  medical 
directors  at  a clinic  near  you. 

*Data  on  file,  Institute  for  Health  Maintenance. 

The  Risk  Factor  Obesity  Program 

Medically  designed.  Medically  supervised.  Medically  sound. 
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Breast  cancer  is  the  most  com- 
mon cause  of  death  due  to  cancer 
in  American  women.  In  1984  this 
disease  will  strike  more  than  100,000 
women  in  the  United  States.  Despite  re- 
cent advances  in  both  the  diagnosis  and 
treatment  of  this  disease,  there  has  been 
relatively  little  change  in  breast  cancer 
mortality  rates  in  recent  decades. 

In  this  article  I will  outline  some  of  the 
more  important  recent  changes  in  our 
understanding  of  the  natural  history  and 
management  of  breast  cancer.  I will  sug- 
gest that  we  now  have  available  diagnostic 
and  therapeutic  tools  that,  properly  ap- 
plied, could  significantly  benefit  most  vic- 
tims of  breast  cancer,  decreasing  both  the 
morbidity  and  the  mortality  of  the 
disease. 

Natural  History 

Throughout  most  of  the  twentieth  cen- 
tury, the  guiding  concept  of  the  biology 
of  breast  cancer  was  that  derived  from  the 
pioneering  surgical  investigations  of 
William  Halsted.  This  concept  can  be 


characterized  as  follows:  Breast  cancer 
undergoes  an  orderly  progression  from 
local  (breast)  to  regional  (lymph  node)  to 
distant  (metastatic)  disease.  In  this  pro- 
gression, the  regional  lymph  nodes  (either 
axillary  or  internal  mammary)  act  as 
anatomical  barriers  to  disease.  A logical 
consequence  of  this  concept  was  that 
death  in  breast  cancer  was  due  to  either 
the  failure  or  inability  of  the  surgeon  to 
eradicate  all  local  and  regional  disease 
prior  to  the  development  of  metastatic 
disease. 

This  “Halstedian”  concept  of  breast 
cancer  led  to  strenuous  efforts  to  remove 
all  possible  sites  of  local-regional  disease. 
The  apotheosis  of  this  concept  came  with 
the  extended  radical  mastectomy,  a pro- 
cedure in  which  the  surgeon  removed  the 
breast,  the  pectoralis  major  and  minor 
muscle  groups,  and  both  the  axillary  and 
internal  mammary  lymph  node  groups 
contiguous  with  the  tumor-bearing  breast. 

An  alternate  hypothesis,  derived  both 
from  the  laboratory  and  the  clinic,  has 
gained  impressive  support  and  general  ac- 


December  1 984 


Indiana  Medicine 


935 


ceptance  in  the  past  decade.  In  this  for- 
mulation, breast  cancer  is  seen  as  a 
disease  capable  of  metastasizing  at  either 
an  early  (axillary-node-negative)  or  late 
(axillary-node-positive)  date,  with  certain 
subgroups  of  node-negative  patients  hav- 
ing an  equal  likelihood  of  metastasis  as 
node-positive  patients.  The  regional 
lymph  nodes,  the  alternate  hypothesis 
states,  are  not  in  and  of  themselves  ade- 
quate barriers  to  disease.  Instead,  the 
lymph  node  status  of  the  disease  serves 
only  as  an  imperfect  biological  marker  of 
the  presence  or  absence  of  metastatic 
disease.  In  this  formulation,  adequate 
local  control  of  disease  (either  through 
surgery,  radiotherapy,  or  a combination 
of  the  two)  will  have  little  effect  on  the 
ultimate  outcome  of  already-present  sys- 
temic disease.  The  presence  of  systemic 
disease,  in  most  node-positive  and  some 
node-negative  patients,  mandates  the  use 
of  systemic  therapy  for  the  treatment  of 
patients  with  breast  cancer. 

Steroid  Receptors 

Steroid  receptors  are  the  Rosetta  Stone 
of  breast  cancer.  Their  discovery  in  the 
late  1960s  led  to  a greatly  improved 
understanding  both  of  the  biology  of 
breast  cancer  and  of  the  best  means  of 
treating  patients  afflicted  with  the  disease. 

The  prototypical  steroid  receptor  in 
breast  cancer  is  the  Estrogen  Receptor,  or 
ER.  As  its  name  implies,  the  estrogen 
receptor  is  the  cytosolic  protein  respon- 
sible for  binding  estrogens  (particularly 
estradiol)  entering  the  breast  cancer  cell. 
In  addition,  the  estrogen  receptor  com- 
plex is  responsible  for  mediating  estro- 
genic effects  in  the  cancer  cell,  through 
a poorly-understood  interaction  with  the 
cell  nucleus.  These  effects  are  too 
numerous  to  list  here,  but  include  cell 
growth  and  the  induction  of  numerous 
cell  proteins.  One  of  these  cell  proteins, 
Progesterone  Receptor  (PgR),  has  been 
found  to  be  an  excellent  measure  of  the 
intactness  of  the  steroid  receptor  pathway 
in  the  breast  cancer  cell. 

The  presence  or  absence  of  steroid 
receptors  (ER  and  PgR)  in  a breast  tumor 
forms  an  important  biological  dividing 
line.  Breast  cancers  lacking  steroid  recep- 


tors are  characterized  by  great  biologic 
aggressiveness,  with  rapid  doubling  times, 
early  recurrence,  and  a tendency  to 
metastasize  to  vital  organs  such  as  the 
brain  and  the  liver.  Steroid-receptor- 
positive  tumors,  on  the  other  hand,  tend 
to  have  slower  doubling  times,  tend  to 
recur  later  following  primary  therapy, 
and  are  more  likely  to  have  an  early 
metastasis  in  bone  than  in  the  brain  or 
liver.  Steroid  receptors  also  play  an  im- 
portant role  in  the  clinical  management 
of  the  disease;  this  will  be  discussed  at 
greater  length  below. 

Diagnosis  and  Screening 

Although  breast  cancer  is  an  extreme- 
ly common  tumor,  we  lack  a good  means 
of  predicting  exactly  which  women  will 
come  down  with  the  disease.  While  cer- 
tain risk  factors  (a  positive  family  history, 
early  menarche,  late  age  at  first 
childbirth,  exposure  to  radiation,  and 
perhaps  high  dietary  fat  intake)  increase 
the  risk  of  developing  breast  cancer,  no 
risk  factor  analysis  presently  available 
allows  one  to  predict  which  specific  in- 
dividuals will  develop  the  disease.  For  this 
reason,  propyhlatic  mastectomies  prob- 
ably are  never  indicated  on  the  basis  of 
a clinical  history. 

Two  simple  diagnostic  procedures  are 
known  to  improve  both  the  early  detec- 
tion of,  and  survival  in,  breast  cancer. 
These  procedures  are  breast  self-examina- 
tion and  mammography.  In  prospective, 
randomized  trials,  women  taught  to  per- 
form routine  breast  self-examination 
routinely  discovered  their  tumors  at  an 
earlier  stage  than  women  not  so  taught. 
Similarly,  large  national  studies  have  now 
demonstrated  that  routine  mammo- 
graphy, given  to  women  over  the  age  of 
40,  results  in  the  detection  of  breast 
tumors  at  an  early  stage,  and  improves 
overall  survival.  The  American  Cancer 
Society  now  recommends  that  all  women 
between  the  ages  of  40  and  50  have  mam- 
mography every  one-two  years,  and  that 
all  women  over  the  age  of  50  have  mam- 
mography annually. 

Primary  Therapy 

By  primary  therapy  1 refer  to  the 


removal  of  tumor  from  the  breast  and  the 
ipsilateral  axillary  lymph  nodes.  It  has 
become  increasingly  evident  in  recent 
years  that  there  are  several  equally  effec- 
tive ways  of  performing  this  task,  at  least 
for  patients  with  early  stage  (Stage  I and 
II)  breast  cancer.  Much  of  the  controversy 
surrounding  the  management  of  these  pa- 
tients could  be  avoided  by  a careful  read- 
ing of  the  available  scientific  literature. 

A reasonable  place  to  begin  is  with  the 
National  Surgical  Adjuvant  Breast  Pro- 
ject’s protocol  B-04.  This  protocol,  car- 
ried out  by  a large  national  cooperative 
group  or  surgeons,  pathologists,  radio- 
therapists, and  medical  oncologists,  com- 
pared different  ways  of  managing  local- 
regional  breast  cancer  in  a prospective, 
randomized  fashion.  In  axillary-lymph- 
node-negative  patients,  therapy  consisted 
either  of  a standard  Halsted-type  radical 
mastectomy  or  of  a total  (simple)  mastec- 
tomy combined  with  radiation  therapy  to 
the  breast,  or  of  a total  mastectomy 
alone.  Axillary-node-positive  patients 
received  either  a radical  mastectomy  or 
a total  mastectomy  combined  with 
radiation. 

The  results  of  this  trial,  with  an  average 
follow-up  of  nine  years,  are  interesting. 
For  axillary-node-negative  patients,  there 
are  no  differences  in  survival  between  the 
three  treatment  groups.  Similarly,  there 
are  no  differences  in  survival  between 
node-positive  patients  receiving  a radical 
mastectomy  and  those  receiving  a total 
mastectomy  and  post-operative  radiation. 
These  results  surprised  many  advocates  of 
the  classical  Halsted  radical  mastectomy. 
Perhaps  even  more  surprising  was  the  fact 
that  there  were  also  no  statistically  signifi- 
cant differences  in  local  recurrence  rates 
between  the  various  therapies. 

Randomized  prospective  trials  have 
also  been  performed  comparing  various 
surgical  approaches  in  the  absence  of 
radiotherapy.  To  date,  these  trials  have 
revealed  no  difference  in  survival  between 
the  so-called  extended  radical  mastectomy 
(in  which  the  internal  mammary  nodes  are 
removed)  and  the  standard  radical  mas- 
tectomy, nor  any  difference  between  the 
radical  mastectomy  and  the  modified 
radical  mastectomy  (in  which  the  pec- 
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toralis  major  muscle  is  left  intact). 

Taken  together,  these  studies  would 
suggest  that  there  is  no  “best”  surgical 
approach  to  breast  cancer,  no  “gold  stan- 
dard” against  which  all  other  modalities 
must  be  compared.  All  of  the  studies  tend 
to  confirm  an  extremely  important  bio- 
logical principle,  namely  that  the  ultimate 
destiny  of  the  patient  with  breast  cancer 
depends  on  the  presence  or  absence  of 
metastatic  disease  rather  than  the  com- 
plete excision  of  all  possible  local-regional 
disease. 

All  of  the  above-mentioned  studies  in- 
volved, as  a minimum,  the  total  removal 
of  the  involved  breast.  Mastectomy  can 
be  a psychologically  devastating  pro- 
cedure for  the  woman  with  breast  cancer. 
Recent  studies  have  asked  whether  ade- 
quate local  control  might  be  attained  with 
less-mutilating  therapy. 

While  this  question  has  not  yet  been 
adequately  answered  for  all  patients  with 
Stage  I and  II  breast  cancer,  we  can  give 
a qualified  “yes”  for  certain  groups  of 
patients.  We  currently  lack,  and  may 
never  have,  prospective  randomized 
studies  allowing  us  to  make  definitive 
statements  for  all  patients  with  early  stage 
breast  cancer.  For  patients  with  small  (2 
cm.)  primary  tumors,  a randomized  study 
from  the  National  Tumor  Institute  of 
Milan,  Italy  has  conclusively  demon- 
strated that  a quadrantectomy  (i.e., 
surgery  in  which  the  breast  quadrant  con- 
taining tumor  is  resected)  combined  with 
radiation  therapy  to  the  breast  and  the 
lymph  nodes  draining  the  breast  is  the 
equal  of  a radical  mastectomy  both  in 
terms  of  local  control  and  overall 
survival. 

Several  non-randomized,  retrospective 
trials  of  segmental  mastectomy  or 
lumpectomy  combined  with  effective 
local  irradiation  (usually  involving  either 
an  iridium  implant  or  electron  beam 
therapy)  have  been  performed  for  both 
Stage  I and  II  patients.  Comparison  of 
these  trials  (many  of  which  now  have 
relatively  long  follow-up  periods)  with 
surgical  historical  controls  suggests  that 
segmental  mastectomy  or  lumpectomy, 
when  combined  with  effective  local 
therapy,  provide  local  control  and  long- 


term survival  rates  that  are  the  equal  of 
those  obtained  with  more  aggressive 
surgical  approaches,  and  with  significant- 
ly better  cosmetic  results. 

The  National  Surgical  Adjuvant  Breast 
Project  is  now  performing  a randomized 
trial  comparing  total  mastectomy  to 
segmental  mastectomy  and  radiation  to 
segmental  mastectomy  alone,  all  patients 
receiving  an  axillary  node  dissection  for 
purposes  of  staging.  The  results  of  this 
innovative  trial  are  eagerly  awaited. 

The  management  of  early  breast  cancer 
remains  controversial.  It  is  not  my  pur- 
pose here  to  suggest  the  superiority  of  one 
approach  over  any  other.  Rather,  the  cur- 
rent literature  suggests  that  several  ap- 
proaches are  equally  effective  for  con- 
trolling local  disease  and  safeguarding 
long-term  survival.  Not  all  women  are 
alike,  either  in  age,  tumor  volume,  or 
psychological  makeup.  The  young  patient 
with  a small  breast  mass  may  prefer 
lumpectomy  and  radiation  therapy  for 
cosmetic  reasons;  the  older  woman  may 
prefer  more  extensive  surgery  without  the 
inconvenience  and  expense  of  weeks  of 
radiotherapy,  and  may  or  may  not  avail 
herself  of  reconstructive  plastic  surgery. 
Therapy  must  be  individualized  rather 
than  straightjacketed.  The  physician  see- 
ing a patient  with  early  breast  cancer 
should  honestly  and  openly  discuss  alter- 
native therapies,  and  be  willing  to  refer 
his  patient  to  colleagues  in  surgery  and 
radiotherapy. 

Adjuvant  Therapy 

The  ultimate  fate  of  the  patient  with 
breast  cancer  seems  to  depend  on  the 
biology  of  the  tumor  rather  than  the 
specific  type  of  primary  therapy.  This 
realization  has  led  many  physicians  to  ad- 
minister adjuvant  therapy  in  an  attempt 
to  alter  the  course  of  the  disease  in  those 
patients  with  a high  probability  of  recur- 
rence following  local-regional  therapy. 
Such  patients  include  all  those  with  in- 
volved axillary  lymph  nodes,  and  axillary- 
node-negative  patients  whose  tumors  lack 
steroid  receptors.  On  the  basis  of  past  ex- 
perience, these  patients  can  be  expected 
to  have  residual  micrometastatic  disease, 
which  in  theory  might  be  eradicable  with 


repetitive  courses  of  cytotoxic  chemo- 
therapy, hormonal  manipulation,  or  a 
combination  of  both. 

In  practice,  adjuvant  chemotherapy  has 
proven  to  be  somewhat  more  problematic 
than  theory  might  suggest.  Several  well- 
designed,  randomized  trials  have  sug- 
gested an  improvement  in  disease-free 
survival  (the  period  from  primary  therapy 
to  disease  recurrence)  in  patients  receiv- 
ing adjuvant  therapy.  Unfortunately, 
many  of  these  studies  have  not  demon- 
strated an  improvement  in  overall  sur- 
vival; i.e.,  there  is  no  evidence  in  these 
trials  that  the  administration  of  adjuvant 
chemotherapy  would  improve  the  cure 
rate  in  breast  cancer.  While  an  improve- 
ment in  disease-free  survival  is  a laudable 
goal,  it  is  not  a sufficient  one  by  itself 
when  purchased  at  the  expense  of  often 
substantial  drug-induced  toxicity. 

Perhaps  the  most  impressive  adjuvant 
chemotherapy  trial  performed  to  date  is 
that  of  the  Southwest  Oncology  Group, 
in  which  a five-drug  regimen  (CMFVP, 
for  cyclophosphamide,  methotrexate, 
5-fluorouracil,  vincristine,  and  pred- 
nisone) was  demonstrated  to  be  superior 
to  single-agent  melphalan,  both  in  terms 
of  disease-free  and  overall  survival.  In  this 
study  a combination  of  active  agents  was 
administered  for  a year,  with  one  of  the 
agents  (cyclophosphamide)  being  ad- 
ministered by  mouth  on  a daily  basis. 
Whether  or  not  the  continuous  admin- 
istration of  such  an  agent  is  a necessary 
ingredient  for  success  is  unknown.  Never- 
theless, this  study  has  provided  encour- 
agement to  those  who  believe  that  adju- 
vant therapy  has  a positive  role  to  play 
in  the  patient  with  resectable,  early-stage 
breast  cancer. 

Two  recent  trends  in  the  adjuvant 
therapy  of  breast  cancer  should  be  noted. 
The  first  is  a trend  toward  a shorter  dura- 
tion of  therapy.  An  impressive  study  from 
the  National  Tumor  Institute  of  Milan 
has  suggested  that  six  months  of  adjuvant 
therapy  is  equal  (and  perhaps  superior) 
to  12  months  of  therapy  in  terms  of 
disease-free  survival.  This  important  find- 
ing needs  confirmation;  much  of  the 
morbidity  of  adjuvant  therapy  results 
from  cumulative  effects  of  repeated  cycles 
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of  drugs.  The  Southeast  Cancer  Study 
Group  (of  which  Indiana  University  is  a 
member  institution)  has  data  from  a 
recently  completed  adjuvant  trial  sug- 
gesting the  opposite  of  the  Milan  group’s 
results,  with  an  improved  outcome  for  pa- 
tients receiving  prolonged  therapy. 

The  second  trend  involves  the  use  of 
adjuvant  hormonal  therapy,  either  in 
combination  with  chemotherapy,  or  as  a 
single  agent  in  steroid-receptor-positive 
patients.  The  National  Surgical  Adjuvant 
Breast  Project  has  published  the  early 
results  of  a trial  suggesting  that  the  addi- 
tion of  the  steroid  antagonist  tamoxifen 
to  combination  chemotherapy  results  in 
an  improvement  in  disease-free  survival 
in  postmenopausal  patients.  These  results 
should  be  received  with  great  caution;  the 
addition  of  tamoxifen,  in  this  trial,  ac- 
tually worsened  outcome  in  premeno- 
pausal steroid-receptor-negative  patients, 
had  no  effect  in  premenopausal  steroid- 
receptor-positive  patients,  and  benefited 
postmenopausal  patients  independent  of 
their  steroid  receptor  status.  None  of 
these  effects  are  predictable  based  on  our 
understanding  of  how  tamoxifen  works 
in  patients  with  metastatic  breast  cancer. 

Similarly,  although  there  are  now 
several  studies  suggesting  that  tamoxifen 
may  improve  the  disease-free  survival  of 
the  elderly  steroid-receptor-positive  pa- 
tient when  used  as  a single  agent,  there 
are  no  studies  suggesting  that  these  pa- 
tients have  any  survival  advantage  when 
compared  to  untreated  controls.  Tamox- 
ifen in  this  situation  may  do  no  more  than 
delay  the  onset  of  clinically  evident 
disease.  The  temptation  to  offer  the  elder- 
ly patient  a relatively  nontoxic,  potentially 
beneficial  drug,  while  great,  is  best 
avoided  until  there  is  solid  evidence  sug- 
gesting a real  survival  benefit.  Tamoxifen, 
although  relatively  safe  to  administer,  is 
certainly  not  inexpensive. 

To  summarize  this  discussion  of  adju- 
vant therapy,  there  is  sufficient  evidence 
to  suggest  that  such  therapy  improves 
disease-free  survival,  but  less  impressive 
evidence  regarding  a long-term  survival 
advantage.  The  beneficial  effects  of  ad- 
juvant hormonal  therapy  remain  un- 
proven. Indiana  University,  through  the 


Southeastern  Cancer  Study  Group,  is  ac- 
tively involved  in  research  in  this  area; 
currently  we  are  testing  which  of  the  two 
most  commonly  used  regimens  provides 
the  best  treatment  results. 

Management  of  Metastatic  Disease 

The  patient  with  documented  meta- 
static breast  cancer  is,  in  almost  all  cases, 
doomed  to  die  of  her  disease.  Given  this 
grim  fact,  and  until  better  therapy 
becomes  available,  the  role  of  the  physi- 
cian becomes  that  of  providing  the 
greatest  prolongation  of  life  with  the  least 
morbidity.  This  is  best  performed  through 
judicious  use  of  hormonal  therapy, 
chemotherapy,  and — for  localized  prob- 
lems such  as  metastatic  disease  in  weight- 
bearing bones — radiotherapy  and  surg- 
ery. 

Steroid  receptors  provide  the  key  to  the 
management  of  metastatic  breast  cancer. 
There  is  overwhelming  evidence  that 
tumors  lacking  steroid  receptors  (ER  and 
PgR)  rarely  respond  to  hormonal  manip- 
ulations. These  tumors  are  best  treated  in- 
itially with  combination  chemotherapy. 
Combination  chemotherapy  results  in  ob- 
jective responses  in  50-75%  of  patients 
with  metastatic  disease.  These  remissions 
tend  to  be  partial  rather  than  complete, 
and  last  on  the  average  about  nine 
months. 

Steroid-receptor-positive  patients  fre- 
quently respond  to  hormonal  manipula- 
tion. The  likelihood  of  response  seems  to 
depend  on  both  the  absolute  quantity  of 
steroid  receptor  and  on  the  type  of  steroid 
receptor  present  in  the  tumor.  For  in- 
stance, roughly  half  of  all  ER-positive  pa- 
tients respond  to  hormonal  therapy  but 
two-thirds  to  three-quarters  of  patients 
with  either  high  quantitative  ER  ( > 100) 
or  with  PgR  in  their  tumor  will  respond. 

The  form  of  hormonal  manipulation  to 
be  used  depends  upon  the  individual  pa- 
tient. Ablative  endocrine  therapy,  in  the 
form  of  ovariectomy,  is  the  treatment  of 
choice  in  the  premenopausal  steroid- 
receptor-positive  patient,  since  these  pa- 
tients’ tumors  probably  grow  in  response 
to  the  high  circulating  levels  of  estradiol 
present  in  their  serum.  In  the  postmeno- 
pausal steroid-receptor-positive  patient, 


the  antiestrogen  tamoxifen  is  currently  the 
hormonal  therapy  of  choice,  given  its  ex- 
tremely low  degree  of  toxicity. 

Several  other  agents  are  available  either 
as  second-line  therapy,  or  as  acceptable 
substitutes  for  tamoxifen  in  the  rare  pa- 
tient unable  to  use  it  as  first-line  hor- 
monal therapy.  These  agents  include  high- 
dose  estrogens  (such  as  diethylstilbestrol), 
progestins  (such  as  megestrol  acetate  and 
medroxyprogesterone  acetate),  and  the 
agent  aminogluthethimide.  Aminogluthe- 
thimide,  a relatively  new  drug  in  breast 
cancer  therapy,  acts  to  decrease  cir- 
culating estrogen  levels  by  inhibition  of 
adrenal  steroidogenesis  (so-called 
“medical  adrenalectomy’’)  and  by 
prevention  of  peripheral  aromatization  of 
androgens  to  estrogens.  Because  the  drug 
has  relatively  little  effect  on  the 
premenopausal  ovary,  its  use  should  be 
limited  to  the  postmenopausal  patient  and 
the  patient  who  has  undergone  ovariec- 
tomy. 

Patients  who  initially  respond  to  hor- 
monal therapy,  and  then  develop  pro- 
gressive disease,  frequently  respond  to  a 
second  form  of  hormonal  therapy.  These 
secondary  responses,  which  may  occur  in 
as  many  as  50%  of  initial  responders,  can 
be  of  prolonged  duration.  Therefore,  the 
patient  progressing  following  an  initial 
response  should  not  immediately  be  given 
chemotherapy.  A smaller  percentage  of 
steroid-receptor-positive  patients  failing 
initial  hormonal  therapy  will  respond  to 
a secondary  form  of  hormonal  manipula- 
tion. In  these  patients  it  is  reasonable  to 
attempt  a second  hormonal  manipulation 
if  the  patient  does  not  have  either  rapidly 
progressive  disease  or  disease  involving  a 
vital  organ.  Patients  who  are  refractory 
to  hormonal  manipulation  should  receive 
combination  chemotherapy,  and  have 
response  rates  and  response  durations 
similar  to  steroid-receptor-negative 
patients. 

Future  Directions 

Patients  with  metastatic  breast  cancer 
eventually  succumb  to  their  disease. 
Several  innovative  approaches  have  been 
attempted  in  recent  years  in  hopes  of 
altering  the  present  grim  reality.  Com- 
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binations  of  hormonal  therapy  and  che- 
motherapy have  been  used  in  hopes  of 
taking  advantage  of  the  differing  actions 
and  toxicities  of  the  two  classes  of  drugs. 
These  trials  have  not  demonstrated  super- 
ior efficacy  to  sequential  use  of  hormonal 
manipulation  and  chemotherapy. 

An  extremely  interesting  new  approach 
is  based  on  the  laboratory  observation 
that  physiologic  doses  of  estrogens  are 
capable  of  inducing  cell  division  in 
steroid-receptor-positive  tumor  cells,  and 
in  addition  can  overcome  antiestrogen- 
induced  blocks  in  tumor  cell  division. 
Based  on  this  observation,  patients  with 
metastatic  disease  have  been  administered 
the  antiestrogen  tamoxifen  to  block 


tumor  cells  in  the  G1  stage  of  the  cell  cy- 
cle. The  synchronized  tumor  cells  are  then 
induced  to  enter  the  cell  cycle  with  the 
estrogenic  compound  premarin.  The  syn- 
chronously cycling  cells  are  then  treated 
with  a combination  of  cell-cycle-active 
drugs. 

Initial  reports  of  this  approach  have 
been  extremely  promising,  although  the 
final  verdict  will  depend  on  the  comple- 
tion of  a prospective,  randomized  trial 
specifically  designed  to  treat  this 
hypothesis.  Such  a trial,  designed  at  the 
Indiana  University  School  of  Medicine, 
will  begin  accruing  patients  in  the  South- 
eastern Cancer  Study  Group  in  the  near 
future. 
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CHILDREN  WITH  CRANIOFACIAL 
anomalies  (Figs.  1,2,3)  present 
such  complex  diagnostic  and 
therapeutic  problems  that  many  health 
care  specialists  need  to  be  involved  in  the 
evaluation  and  treatment  of  these  pa- 
tients. Although  the  evaluations  by 
specialists  may  be  independent  of  one 
another,  it  is  desirable  that  their  treatment 
plans  be  integrated. 

The  Craniofacial  Anomalies  Team  at 
the  James  Whitcomb  Riley  Hospital  for 
Children  on  the  Indiana  University 
Medical  Center  campus  was  formed  to 
meet  the  special  needs  of  patients  with 
such  anomalies  throughout  Indiana  and 
surrounding  states.  The  team  consists  of 
approximately  25  individuals  respresent- 
ing  20  medical,  dental  and  allied  health 
specialties.  This  article  describes  the 
Craniofacial  Anomalies  Team  and  its 
function  at  the  Indiana  University 
Medical  Center. 

The  incidence  of  craniofacial  anomalies 
is  not  particularly  high.  Christiansen  and 
Evans1  estimated  that  about  1,200  chil- 
dren are  born  with  major  craniofacial 
anomalies  each  year  in  the  United  States. 
This  translates  to  about  20-25  cases  per 
5 million  population  base;  thus,  in  In- 
diana, we  would  expect  about  20  new 
cases  a year.  Most  of  these  patients  have 
normal  intelligence  or  the  potential  for 
normal  intelligence,  so  that  successful 
rehabilitation  becomes  a high  priority. 
With  surgical  advances  over  the  last  15-20 
years,  it  is  now  possible  to  offer  these  pa- 
tients treatment  that  will,  in  many  cases, 
allow  them  to  assume  a more  normal  role 
in  society. 

The  Craniofacial  Anomalies  Team 

The  specialties  represented  on  our 
Craniofacial  Anomalies  Team  are: 


Anesthesiology 

Audiology 

Genetics 

Maxillofacial  Prosthetics 

Neurology 

Neurosurgery 

Nursing  Service 

Ophthalmology 

Oral  & Maxillofacial  Surgery 

Orthodontics 

Otology 

Patient  Care  Coordinator 
Pediatric  Dentistry 
Pediatrics 

Plastic  & Reconstructive  Surgery 

Psychiatry 

Psychology 

Radiology 

Social  Work 

Speech  Pathology 

The  following  discussion  provides  an  in- 
sight into  the  role  of  each  member  of  the 
Craniofacial  Anomalies  Team. 

Anesthesiology 

Surgery  for  craniofacial  anomalies  can 
present  special  problems  in  anesthetic 
management  of  the  patient.  Intubation 
can  be  difficult  due  to  jaw  anomalies  that 
are  often  present.  Because  much  of  the 
surgery  is  intimately  associated  with  the 
airway,  maintaining  airway  patency  dur- 
ing surgery  can  be  difficult;  thus,  the 
anesthesiologist  must  conduct  a thorough 
preoperative  evaluation  to  examine  air- 
way management  options.  A tracheos- 
tomy is  often  done  to  ensure  intraopera- 
tive and  postoperative  airway  patency. 

Significant  blood  loss  usually  occurs  in 
major  craniofacial  surgery.  The  anesthes- 
iologist carefully  monitors  blood  loss, 
with  replacement  of  blood  and  fluid  con- 
stituting one  of  his  major  responsibilities 
during  the  procedure.  Frequently,  a spe- 
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FIGURE  1:  An  1 1-year-old  boy  with  hemifacial  atrophy 
(Romberg’s  Syndrome). 


FIGURE  2:  A 13-year-old  girl  with  hypertelorism  secondary  to 
midfacial  cleft. 


cialized  anesthetic  technique — deliberate 
hypotension — is  used  to  reduce  blood 
loss. 

Physiologic  monitoring  during  surgery 
is  also  accomplished  by  the  anesthes- 
iologist. Bladder  catheters  are  inserted  to 
measure  urinary  output.  A central  venous 
line  connected  to  a pressure  transducer 
provides  a continuous  readout  of  central 
venous  pressure.  Cannulation  of  either 
the  femoral  or  radial  artery  permits  beat- 
to-beat  direct  blood  pressure  monitoring 
and  serial  blood  sampling  for  arterial 
blood  gas  tension  determinations.  Other 
essential  monitoring  devices  include  the 
temperature  probe,  electrocardiogram 
and  precordial  stethoscope. 

In  the  postoperative  period  the  anes- 
thesiologist has  primary  responsibility  for 
airway  management  and  ventilatory  sup- 
port if  it  is  needed. 

Audiology 

The  audiologist  performs  tests  to  iden- 


tify any  hearing  difficulties.  Hearing 
problems  are  not  always  recognized  by 
either  the  parent  or  the  child;  however, 
when  they  are  present  and  undetected,  the 
result  can  be  a delay  in  speech  and 
language  development,  and  poor  perfor- 
mance in  school. 

Impedance  measures  (tympanometry 
and  acoustic  reflex  studies)  are  made  to 
evaluate  middle  ear  function.  These 
measures  can  contribute  important  infor- 
mation about  the  status  of  the  middle  ear 
and  can  often  detect  an  otitis  media  when 
hearing  test  results  are  within  relatively 
normal  limits  or  show  only  a possible 
mild  hearing  loss.  When  hearing  tests  or 
impedance  measures  are  abnormal,  a 
referral  is  made  to  an  otologist  for  an  ear 
examination. 

Genetics 

A genetic  evaluation  is  usually  ac- 
complished on  patients  with  craniofacial 
anomalies.  It  begins  with  an  attempt  to 


establish  a diagnosis,  and  the  physical  ex- 
amination of  the  patient  often  yields  find- 
ings characteristic  of  a specific  disease  or 
syndrome. 

Once  a diagnosis  has  been  made,  it  is 
necessary  to  consider  the  genetic  basis  in- 
volved. To  accomplish  this,  a detailed  his- 
tory relative  to  the  pregnancy  is  obtained 
and  exposure  to  known  teratogens  is 
ascertained.  The  latter  includes  drugs  and 
other  environmental  agents.  Next,  a com- 
plete family  history  is  obtained  and  the 
pedigree  analysis  completed.  Family 
members,  especially  parents  and  siblings, 
are  examined  as  indicated.  Laboratory 
studies,  such  as  chromosome  analysis, 
dermatoglyphics,  etc.,  are  obtained  as 
needed  to  help  establish  a genetic 
etiology. 

Finally,  when  the  disease,  diagnosis 
and  prognosis  have  been  defined,  genetic 
counseling  is  provided  as  a very  impor- 
tant function  of  the  geneticist.  Both 
parents  and  the  patient  are  vitally  in- 
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FIGURE  3A:  Frontal  view  of  a 14-year-old  boy  with  Pfeiffer’s 
Syndrome,  exhibiting  hypertelorism  and  proptosis. 


FIGURE  3B:  Same  patient  in  profile  view  emphasizing  severe 
midfacial  deficiency  and  proptosis. 


terested  in  risk  assessment  relative  to 
future  offspring,  and  other  family 
members  who  also  may  be  at  risk  are 
often  counseled. 

The  geneticist  on  our  team  also  serves 
as  coordinator  of  research  projects  car- 
ried out  on  patients  seen  by  the  Cranio- 
facial Anomalies  Team. 

Maxillofacial  Prosthetics 

The  maxillofacial  prosthodontist  is  a 
dental  specialist  who  replaces,  restores  or 
rehabilitates  oral/facial  structures  which 
may  be  missing  or  malformed.  Non-living 
materials  are  used  to  restore  and  enhance 
the  missing  form  and  anatomy.  This 
specialist  fabricates  ocular,  nasal  and 
auricular  prostheses,  and  also  constructs 
devices  to  rebuild  or  enhance  facial  or 
cranial  contours.  The  maxillofacial  pros- 
thodontist has  a commitment  to  the  oral 
cavity  and  may  make  prosthodontic  ap- 
pliances throughout  the  patient’s  life. 
This  commitment  is  especially  manifested 


in  the  rehabilitation  of  mastication, 
deglutition,  speech  and  oral  aesthetics. 

Neurology 

Craniofacial  anomaly  patients  have 
varying  degrees  of  neurologic  involve- 
ment. Central  nervous  system  involve- 
ment is  not  uncommon  in  major  cranio- 
facial anomalies  such  as  midfacial  clefts. 
Cranial  nerve  involvement  is  also  seen, 
especially  in  anomalies  related  to  the  first 
and  second  branchial  arches  such  as  hemi- 
facial microsomia,  where  seventh  and 
eighth  nerve  deficits  are  common.  The 
neurologist,  in  conjunction  with  the 
psychologist,  identifies  any  mental 
deficits  which  may  be  present. 

Through  the  evaluation  process,  the 
neurologist  is  able  to  identify  the  extent 
of  neurologic  involvement  for  the  cranio- 
facial anomaly  patient. 

Neurosurgery 

The  neurosurgeon  is  a vital  member  of 


the  Craniofacial  Anomalies  Team,  per- 
forming the  early  craniectomies  for  pa- 
tients with  craniosynostosis.  Also,  pa- 
tients who  have  one  of  the  other 
craniofacial  dysostosis  syndromes  often 
require  cranial  decompression,  which  the 
neurosurgeon  performs. 

Many  of  the  corrective  surgical  pro- 
cedures for  craniofacial  anomalies  require 
a combined  intracranial/extracranial  ap- 
proach. Examples  include  procedures  for 
orbital  translocation  and  some  LeFort  III 
procedures.  In  these  cases  the  neuro- 
surgeon is  primarily  responsibile  for  the 
intracranial  component:  performing  the 
craniectomy,  removing  the  frontal  bone, 
exposing  the  anterior  cranial  fossa  and 
replacing  the  frontal  bone  at  completion 
of  surgery. 

Nursing  Service 

Nurses  with  varying  functions  make 
valuable  contributions  to  the  Craniofacial 
Anomalies  Team.  They  actively  commun- 
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icate  with  each  other  and  the  other 
disciplines  in  passing  on  the  special  needs 
of  each  child  and  family.  The  focus  of  our 
nursing  staff  is  total  family  involvement, 
not  just  treatment  of  the  patient. 

Our  clinic  nurses  are  interested  in  the 
child’s  general  health  status.  They  teach 
the  parents  special  techniques  in  feeding 
and  treating  any  other  area  of  concern 
which  may  impair  optimum  growth  and 
well-being.  They  initiate  the  pre-operative 
teaching  and  are  especially  adept  at  recog- 
nizing and  intervening  in  any  special 
needs  of  the  family. 

Many  of  our  patients  stay  in  the  Parent 
Care  Unit  for  the  inpatient  evaluation. 
The  nurses  on  this  unit  make  the  process 
of  numerous  consultations  and  tests  as 
tolerable  as  possible  for  the  family.  Con- 
tinued family  education  and  preparation 
for  surgery  are  emphasized. 

When  the  child  is  admitted  for  surgery, 
the  unit  nurses  will  continue  the  prepara- 
tion process.  The  child  may  be  in 
Pediatric  Intensive  Care  for  a relatively 
short  stay  postoperatively.  Although 
parent  visitation  is  limited,  the  nursing 
staff  helps  parents  understand  and  follow 
the  child’s  progress.  After  the  child  ar- 
rives back  on  the  original  unit,  parents  are 
encouraged  to  participate  in  their  child’s 
care.  Home  care  instruction  is  initiated  as 
soon  as  possible  by  the  nursing  staff  to 
allow  parents  to  become  reasonably  com- 
fortable with  the  new  care  regimen.  If 
professional  home  care  follow-up  is 
desired,  referrals  to  community  health 
agencies  are  made,  preferably  before  the 
child  is  discharged. 

The  surgical  nurses  on  our  team  are  ac- 
tively involved  in  surgical  planning  for  the 
patients.  They  are  familiar  with  the 
special  equipment  set-ups  and  sequence 
of  procedures  that  provide  for  a smoothly 
run  surgery.  They  also  make  themselves 
available  to  the  child  and  parents  to 
answer  questions  about  the  operating 
room. 

Ophthalmology 

The  ophthalmologist  is  responsible  for 
the  diagnosis  and  treatment  of  the  ocular 
disorders  frequently  associated  with 
craniofacial  anomalies. 


Many  craniofacial  anomalies  have,  as 
a part  of  their  pathology,  a misalignment 
of  the  visual  axes  so  that  the  eyes  point 
in  different  directions.  Under  these  cir- 
cumstances, a child  must  alternate  from 
one  eye  to  the  other  or  suppress  one  eye 
to  eliminate  double  vision.  Suppression 
occurs  automatically,  but  if  it  is  unrecog- 
nized and  untreated  during  the  first  few 
years  of  life,  the  result  may  be  a perma- 
nent loss  of  vision  in  one  eye  from  disuse. 
This  loss  of  vision  is  known  as  amblyopia. 
Further,  under  these  circumstances,  a 
child  cannot  develop  stereopsis,  or  true 
depth  perception.  Additionally,  children 
with  craniofacial  anomalies  may  have 
compression  of  the  optic  nerves  by  the 
anomalous  bone  growth  and  development 
so  that  optic  atrophy  will  compromise  the 
function  of  the  optic  nerve  with  a reduc- 
tion in  vision. 

Exposure  of  the  eyes  due  to  incomplete 
closure  of  the  eyelids,  with  resultant  ir- 
ritation or  ulceration  of  the  cornea,  also 
occurs  with  some  of  these  conditions.  Ex- 
cessive drying,  lack  of  adequate  lubrica- 
tion due  to  abnormal  tear  production  or 
abnormal  lid  function  may  occur. 

It  is  important  to  understand  that  not 
all  of  these  conditions  may  occur  in  any 
one  patient  with  craniofacial  anomalies. 
Indeed,  many  patients  need  no  special  eye 
treatment.  Nevertheless,  the  ophthalmol- 
ogist will  examine  most  of  the  patients 
evaluated  by  the  Craniofacial  Anomalies 
Team.  Insofar  as  the  child’s  age  and  con- 
dition will  permit,  a determination  will  be 
made  of  visual  acuity,  alignment  of  the 
eyes,  presence  or  absence  of  stereopsis 
and  condition  of  the  internal  parts  of  the 
eye  and  the  optic  nerves.  The  ophthalmol- 
ogist will  serve  as  the  patient’s  advocate 
in  the  planning  of  surgery,  with  emphasis 
on  protecting  and  preserving  the  visual 
functions.  At  any  appropriate  period  in 
the  patient’s  management,  this  specialist 
may  be  called  upon  to  perform  corrective 
surgery  on  the  eye  muscles  themselves  in 
order  to  better  align  the  eyes.  Generally 
speaking,  this  would  occur  after  the  facial 
bones  have  been  appropriately  realigned 
and  would  not  be  part  of  the  initial 
procedure. 


Oral  and  Maxillofacial  Surgery 

The  oral  and  maxillofacial  surgeon 
evaluates  all  craniofacial  anomaly  pa- 
tients for  facial  form  and  function  and 
jaw  position.  Because  these  children  often 
have  gross  skeletal  malocclusions  and 
significant  alterations  in  maxilloman- 
dibular function  due  to  deficient,  absent 
or  deformed  jaw  structures,  the  oral  max- 
illofacial surgeon  is  actively  involved  in 
planning  the  reconstructive  surgery,  and 
works  closely  together  with  the  plastic 
surgeon  to  restore  facial  form  and  func- 
tion and  jaw  position.  Depending  on  the 
particular  anomaly,  surgery  may  involve 
LeFort  type  midfacial  osteotomies  at  the 
I,  II  or  III  level,  mandibular  osteotomies 
or  occasionally  surgery  in  both  jaws. 

The  oral  and  maxillofacial  surgeon  also 
performs  other  oral  surgery  that  may  be 
required,  such  as  tooth  extractions  and 
gingivectomies.  When  the  anomaly  in- 
volves a cleft  palate,  treatment  includes 
bone  grafting  to  the  anterior  palate  and 
alveolous  to  provide  continuity  to  the 
maxillary  arch. 

Orthodontics 

The  orthodontist  is  primarily  respon- 
sible for  the  description  and  quantitation 
of  the  facial  skeletal  deformities.  Through 
use  of  cephalometric  radiographs,  precise 
measurements  of  skeletal  patterns  are 
made  and  related  to  the  norm.  The  or- 
thodontist’s thorough  knowledge  of 
growth  and  development  of  the  human 
facial  skeleton  makes  it  possible  to 
analyze  the  measurements  and  show  areas 
of  abnormal  growth  as  well  as  to  predict, 
to  a certain  extent,  future  growth 
patterns. 

To  help  in  the  analysis,  the  orthodon- 
tist makes  study  models  of  the  teeth  and 
jaws,  which  aid  in  diagnosis  and  also  play 
a key  role  in  planning  any  surgery  to 
change  jaw  position.  A complete  set  of 
diagnostic  photographs  is  also  taken  for 
use  by  several  team  members  in  their 
evaluation. 

Many  of  the  surgical  procedures  per- 
formed on  these  patients  involve  reposi- 
tioning of  the  jaws.  In  these  cases  the 
orthodontist  provides  stablizing  and  fix- 
ation appliances  on  the  teeth.  This 
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FIGURE  4:  Members  of  the  Craniofacial  Anomalies  Team  discuss  patient  findings 
and  treatment  recommendations  during  one  of  their  regularly  scheduled  conferences. 


specialist  may  also  be  involved  closely 
with  the  surgeons  in  planning  the  final  oc- 
clusal relationship  and  constructing  an 
acrylic  interocclusal  splint  to  serve  as  a 
guide  and  fixation  device  during  surgery. 

Finally,  and  perhaps  most  obviously, 
through  the  use  of  orthodontic  ap- 
plicances  the  orthodontist  is  involved  in 
correcting  tooth  malpositions  that  may 
exist. 

Otologist 

The  otologist  evaluates  all  patients  with 
ear  disorders.  Many  craniofacial  anomaly 
patients,  because  of  anatomic  abnor- 
malities, suffer  various  forms  of  ear 
disease.  It  is  not  uncommon,  especially 
in  1st  and  2nd  branchial  arch  syndromes, 
to  be  missing  various  ear  parts,  including 
the  ossicles  of  the  middle  ear.  The 
otologist  coordinates  audiologic  studies 
as  well  as  any  special  studies  that  may  be 
needed,  such  as  temporal  bone  tomo- 
grams, to  evaluate  middle  ear  structures. 
Any  middle  ear  surgery  that  is  to  be  done 
is  performed  by  this  member  of  the  team. 
Patients  who  are  under  anesthesia  for 
some  other  purpose  are  often  examined 
by  the  otologist,  with  pressure  equalizing 
tubes  being  placed  when  indicated. 

Patient  Care  Coordinator 

The  patient  care  coordinator  arranges 
appointments,  maintains  patient  records 
and  closely  monitors  the  interaction  of  the 


patient  and  family  with  the  various  team 
members. 

When  a patient  is  scheduled  for  a team 
evaluation,  the  coordinator  arranges  and 
coordinates  the  hospital  admission  and  all 
consultation  appointments  while  the  pa- 
tient is  in  the  hospital.  This  in  itself  is  a 
formidable  task,  since  as  many  as  15 
specialists  may  see  the  patient  during  a 
three-  to  four-day  hospital  visit.  Because 
the  hospitalization  is  so  busy,  and  often 
a bit  confusing  to  the  patient  and  family, 
the  coordinator  meets  with  them  prior  to 
admission  to  explain  our  system  and  what 
to  expect  during  the  admission.  This 
relieves  much  of  the  anxiety  and  fear  that 
they  may  be  experiencing. 

The  patient  care  coordinator  often  cor- 
responds with  health  and  school  person- 
nel near  the  patient’s  home  to  help  pro- 
vide continuity  of  care  for  our  patients 
in  the  local  community.  The  coordinator 
is  the  most  convenient  point  of  contact 
with  our  team  for  the  patients,  their 
families  and  health  care  practitioners  out- 
side the  medical  center  complex. 

Pediatric  Dentistry 

Patients  with  craniofacial  anomalies 
often  have  peculiar  dental  configurations 
and  problems  to  which  the  pediatric  den- 
tist is  particularly  well  attuned.  The  most 
obvious  role  is  to  provide  comprehensive 
dental  care  for  this  special  patient. 
Routine  prophylaxis,  fluoride  treatment 


and  restorative  dentistry  procedures  are 
accomplished  on  a regular  basis.  For 
craniofacial  anomaly  patients  with  clefts, 
the  pediatric  dentist  constructs  maxillary 
orthopedic  devices  and  obturator  ap- 
pliances to  aid  in  maxillary  segment 
repositioning  and  molding  and  feeding. 
This  member  of  the  team  is  also  active  in 
longitudinal  jaw  growth  studies  in  cleft 
patients. 

Pediatrics 

The  pediatrician,  often  in  conjunction 
with  the  patient’s  local  pediatrician  or 
family  physician,  is  responsible  for  the 
patient’s  overall  health  maintenance.  This 
specialist  performs  complete  physical 
evaluations  and  helps  assess  the  patient’s 
physiologic  suitability  for  surgery. 

The  pediatrician  works  closely  with  the 
geneticist  in  the  initial  evaluation  of  the 
patient  to  establish  a diagnosis.  Close  at- 
tention is  also  paid  to  growth  status  and 
other  appropriate  developmental  mile- 
stones. The  pediatrician  works  closely 
with  parents  and  nurses  in  teaching  good 
feeding  techniques  in  patients  whose  par- 
ticular anomaly  may  compromise  feeding. 

Plastic  and  Reconstructive  Surgery 

The  plastic  and  reconstructive  surgeon 
is  director  of  the  Craniofacial  Anomalies 
Team  and  coordinates  its  activities.  As 
patients  are  admitted  for  a complete 
work-up,  appropriate  consultations  are 
requested  and  are  analyzed.  The  plastic 
and  reconstructive  surgeon  leads  the 
discussion  at  conferences  and  elicits  all 
treatment  options  for  consideration. 

This  key  member  of  the  team  is  prim- 
ary surgeon  in  cases  of  major  reconstruc- 
tion of  cranial  and  facial  bones.  If  intra- 
cranial surgery  is  anticipated,  as  in  orbital 
translocation,  the  plastic  and  reconstruc- 
tive surgeon  works  closely  with  the  neu- 
rosurgeon. If  jaw  movement  or  recon- 
struction is  involved,  the  oral  and  maxil- 
lofacial surgeon  is  intimately  involved  in 
a joint  effort  with  the  plastic  and 
reconstructive  surgeon. 

Psychiatry 

The  child  psychiatrist  is  concerned  with 
the  development  of  children,  their 
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families,  their  environments  and  their 
strengths  and  weaknesses  in  cognitive,  in- 
terpersonal, emotional,  behavioral  and 
social  development. 

The  child  psychiatrist  tries  to  under- 
stand the  processes  of  human  develop- 
ment and  the  factors  which  get  in  the  way 
of  healthy  developmental  progress.  This 
specialist  is  also  interested  in  special  skills 
and  strengths  that  children  use  to  deal 
successfully  with  stresses.  Since 
craniofacial  anomalies,  with  their  physical 
disfigurements  and  frequent  accompany- 
ing problems  with  hearing,  vision  and 
other  normal  functioning,  place  extreme 
stress  on  the  child  and  family,  the  child 
psychiatrist  will  help  the  family  and 
members  of  the  medical  team  make  the 
situation  as  comfortable  as  possible  with 
regard  to  hospital  visits  and  surgery. 
Other  members  of  the  team  are  also 
assisted  by  this  team  member  in  planning 
how  best  to  communicate  with  the  patient. 

Psychology 

The  psychologists  see  the  craniofacial 
anomaly  patient  to  perform  various 
psychological  evaluations.  These  include 
assessment  of  developmental  progress,  in- 
tellectual ability,  academic  achievement 
and  behavior.  Developmental  and  educa- 
tional histories  are  reviewed.  Consultation 
with  the  parent  and  school  regarding 
educational  and/or  behavioral  manage- 
ment is  included. 

Two  to  four  hours  of  patient  contact 
is  usually  required  to  complete  the  assess- 
ment and  formulate  educational  plans. 
The  evaluations  usually  take  place  when 
the  patient  is  admitted  for  the  complete 
Craniofacial  Anomalies  Team  work-up, 
although  they  can  be  accomplished  on  an 
outpatient  basis. 

Radiology 

The  radiologist  interprets  any  radio- 
graphic  studies  the  patient  may  need  and 
suggests  studies  as  indicated.  Standard 
face  and  skull  films  are  usually  taken  and, 
depending  on  the  particular  anomaly, 
tomograms  of  the  face,  orbits  or  temporal 
bone  may  be  indicated.  Computed  tomo- 
graphy probably  gives  the  most  informa- 
tion for  evaluation  and  treatment  planning 


for  craniofacial  anomalies.  The  spatial 
relationships  and  incredible  anatomic 
clarity  seen  in  CT  scans  greatly  enhance  the 
surgeon’s  ability  to  plan  a procedure. 

At  each  conference  of  the  Craniofacial 
Anomalies  Team,  the  radiologist  shows 
any  radiographic  studies  the  patient  may 
have  had  and  discusses  significant  radio- 
graphic  findings. 

Social  Work 

During  the  initial  clinic  visit,  the  social 
worker  will  provide  a psycho-social 
assessment  of  the  patient  and  family,  in- 
cluding pertinent  developmental  and 
social  history,  strengths,  vulnerabilities, 
stress  factors  and  coping  skills.  As  prob- 
lems and  strengths  are  identified,  plans 
for  counseling  and  recommendations  to 
medical  staff  will  be  made.  The  social 
worker,  as  an  integral  member  of  the 
Craniofacial  Anomalies  Team,  will  con- 
tinue to  inform  medical  and  hospital  staff 
of  factors  in  the  family  situation  that  af- 
fect medical  treatment. 

The  social  worker  will  assist  the  family 
by  making  referrals  to  appropriate  per- 
sons/agencies on  the  local,  county  and 
state  levels.  Careful  guidance  will  be  given 
to  the  family  regarding  financial  resources 
for  the  patient’s  medical  care  in  conjunc- 
tion with  the  Patient  Accounts  Depart- 
ment. 

During  hospitalization,  the  social 
worker  will  provide  supportive  counsel- 
ing and  facilitate  communication  between 
the  family  and  medical/hospital  person- 
nel. The  social  worker’s  focus  will  be  to 
assist  the  family  in  coping  with  stress  dur- 
ing and  after  surgery  and  to  continue  to 
assess  and  explore  emotional  factors  in- 
volved in  forming  realistic  expectations  of 
outcomes  to  surgery,  together  with  adap- 
tation to  body  image. 

Speech  Pathology 

The  speech  pathologist  functions  essen- 
tially as  a monitor  of  speech  output.  All 
speech  sounds  are  carefully  analyzed  to 
determine  deviations  from  normal.  Note 
is  taken  as  to  whether  the  voice  is  hoarse, 
strained  or  breathy;  and  the  quality  of 
nasal  resonance  and  the  balance  of  nasal 
tones  are  determined.  The  speech  pathol- 


ogist also  identifies  any  errors  in  ar- 
ticulating speech  sounds  that  may  make 
speech  hard  to  understand. 

If  deviation  in  any  of  these  areas  is 
suspected,  the  cause  is  evaluated.  Perhaps 
nasal  imbalance  can  be  explained  by  an 
unduly  open  or  closed  velopharyngeal  air- 
way, as  determined  by  radiographic  or 
ultrasound  studies  or  by  direct  visualiza- 
tion with  a fiberoptic  pharyngoscope.  Ar- 
ticulation errors  may  relate  to  habits  as 
well  as  to  anatomic  deviations  of  the  man- 
dible, lips,  tongue  or  teeth. 

The  speech  pathologist  will  act  as  the 
patient’s  advocate  in  recommending 
surgical  procedures  that  may  enhance 
speech.  To  the  extent  that  anatomic  varia- 
tions are  corrected,  the  speech  pathologist 
offers  therapeutic  options  to  enhance 
maturation  of  speech  or  to  achieve  satis- 
factory compensations  in  motor  produc- 
tions to  make  speech  optimal. 

Admission  for  Evaluation 

Patients  with  craniofacial  anomalies 
are  generally  admitted  to  the  hospital  for 
a complete  evaluation.  While  hospital- 
ized, the  patients  usually  stay  on  the 
Parent  Care  Unit,  a unique  setting  at 
Riley  Children’s  Hospital  where  the 
parents  room  in  with  the  children  and 
participate  in  their  care.  The  rooms  are 
furnished  much  as  the  child’s  bedroom  at 
home  might  be  and  thus  provide  a more 
homelike,  relaxed  atmosphere. 

This  hospitalization  typically  lasts  three 
to  four  days  and  is  a very  busy  time  for 
the  patient.  Appropriate  laboratory  and 
radiographic  studies  are  obtained.  For 
smaller  children  some  form  of  anesthesia 
or  sedation  is  often  needed  to  obtain  ac- 
curate, good  quality  radiographic  studies. 
This  is  taken  into  account  when  schedul- 
ing the  child  for  these  studies.  Ap- 
propriate members  of  the  Craniofacial 
Anomalies  Team  see  the  child  for  a 
specialized  evaluation.  These  specialized 
evaluations  form  the  basis  of  the 
Craniofacial  Anomalies  Team  conference 
which  will  follow  within  a few  weeks. 

Craniofacial  Anomalies  Team 
Conference 

Conferences  of  the  Craniofacial 
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Anomalies  Team  are  scheduled  every  six 
weeks.  These  conferences  have  two  pur- 
poses: (Fig.  4) 

1 . To  discuss  diagnoses  and  derive  in- 
tegrated treatment  plans  for  new 
craniofacial  anomaly  patients. 

2.  To  periodically  re-evaluate  and 
monitor  the  treatment  of  patients  under 
the  care  of  Craniofacial  Anomalies  Team 
members. 

Two  to  four  new  patients  are  general- 
ly discussed  at  each  conference.  The 
discussion  typically  begins  with  an  ap- 
praisal of  the  genetics  involved  and,  if 
possible,  a specific  diagnosis  is  made.  The 
pediatrician  provides  information  as  to 
the  overall  health  and  physical  status  of 
the  child.  The  psychiatrist  and  psychol- 


ogist provide  input  as  to  the  child’s  ac- 
tual and  anticipated  emotional  and  in- 
tellectual development.  The  orthodontist 
analyzes  and  quantitates  the  facial  skeletal 
anomaly.  As  the  discussion  continues,  all 
members  of  the  team  discuss  their  find- 
ings and  make  treatment  recommenda- 
tions. Once  all  recommendations  have 
been  made,  the  sequence  and  timing  of 
the  various  proposed  treatments  are 
discussed.  From  this  discussion  the  in- 
tegrated treatment  plan  is  formulated. 

After  the  meeting,  a summary  of  each 
team  member’s  recommendations  is  com- 
piled, along  with  the  integrated  treatment 
plan,  and  this  is  discussed  with  the  family 
and  patient.  Copies  of  the  team’s  report 
are  forwarded  to  referring  practitioners 


and  anyone  else  who  may  play  a role  in 
the  patient’s  care. 

The  treatment  plan  is  not  cast  in  stone. 
As  situations  change,  patients  are  re- 
evaluated and  treatment  plans  altered. 
Treatment  is  carefully  monitored,  and 
treatment  results  are  critically  discussed 
at  the  conference.  The  overall  effect  is 
that  patients  with  complex  craniofacial 
anomalies  are  provided  with  quality,  in- 
tegrated care. 
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IF  YOU'RE  CONSIDERING 
A COMPUTER  FOR 
YOUR  MEDICAL  PRACTICE 

THEN  TAKE  AIM 

AIM  (Advanced  Information  Management)  is  the 
first  complete  practice-management  computer  sys- 
tem designed  for  your  entire  practice,  including  all 
your  financial,  clinical  and  administrative  needs. 

AIM  is  Unique 

• Developed  by  physicians  for  physicians 

• Endorsed  by  Blue  Cross/Blue  Shield  of  Indiana 

• Designed  for  vour  practice  specialty 

• Fully  computerized  medical  records 

• Created  exclusively  for  medical  practices 

AIM  is  the  most  innovative,  cost-effective  medical 
practice  management  system  available  today.  You 
can’t  afford  not  to  consider  it  when  you’re  consid- 
ering a computer. 


Yes,  I’  m interested  in  finding  out  how  Advanced  Information  Management  will  benefit  my  practice.  Please: 

□ Send  more  information  CH  Conduct  a FREE  Physician  Practice  Profile  FT  Arrange  a demonstration  of  AIM 

NAME 

PRACTICE 

ADDRESS 

CITY STATE ZIP PHONE  ( ) 

SPECIALTY NUMBER  OF  PHYSICIANS 


ADVANCED  INFORMATION  SYSTEMS 
Understanding  your  medical  practice 

9101  Wesleyan  Road  • Suite  101  • Indianapolis,  Indiana  46268  • (317)  875-8577 
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Look-Alike  and  Sound-Alike 

Drug  Names 

BENJAMIN  TEPLITSKY,  R.  PH 
Brooklyn,  N Y. 

Look-alike  and  sound-alike 

MAOLATE 

MAALOX 

drug  names  can  be  misinterpreted 

Category: 

Muscle  relaxant 

Antacid 

by  a nurse  reading  doctors’  orders 

Brand  Name: 

Maolate,  Upjohn 

Maalox,  Rorer 

or  by  a pharmacist  compounding 

Generic  Name: 

Chlorphenesin  Carbamate 

(combination  drug) 

physicians’  prescriptions.  Such 
misunderstandings  can  result  in 

Dosage  Forms: 

Tablets 

Tablets,  Suspension, 
Concentrate 

the  administration  of  a drug  not 

intended  by  the  prescriber. 

TEPANIL 

TOFRANIL 

Awareness  of  such  look-alike  and 

Category: 

Anorexiant 

Antidepressant 

Brand  Name: 

Tepanil,  Riker 

Tofranil,  Geigy 

sound-alike  drug  names  can 

Generic  Name: 

Diethylpropion  HCI 

Imipramine  HCI 

reduce  potential  errors. 

Dosage  Forms: 

Tablets 

Tablets,  Injection 

Hydrocodone  Bitartrate' 


Acetaminophen  - 5 mg 


CEUTICALS 


SEYMOUR 


DIANA  47274 


maceu 
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FOR  MEDICAL  PROFESSIONAL  LIABILITY  COVERAGE, 
THE  ISMA  STRONGLY  RECOMMENDS  PHYSICIANS 

INSURANCE  COMPANY  OF  INDIANA.  Several  companies  are 

anxious  to  provide  most  Indiana  physicians  with  medical  professional  liability  in- 
surance coverage.  Only  one  has  received  the  formal  endorsement,  support,  and 
sponsorship  of  the  Indiana  State  Medical  Association.  That  company  is  PICI, 
Physicians  Insurance  Company  of  Indiana. 

Why  PICI? 

Because  PICI  is  committed  to  providing  Indiana  physicians  with  the  best 
possible  coverage  at  the  lowest  possible  rates  throughout  their  medical  careers. 
Indiana  physicians  dominate  the  company’s  board  of  directors  and  serve  on 
budget,  claims  and  underwriting  committees.  PICI  is  a publicly  held  stock 
company,  and  provides  annual  as  well  as  periodic  interim  financial  reports. 

With  PICI,  you  know  what's  happening  to  your  premium  dollars.  You  will 
receive  information  about  claims  experience  and  trends.  You  are  guaranteed 
input  on  company  activities,  through  your  physician  members  of  the  company’s 
board  and  its  committees.  You  are  part 
of  the  company. 

Through  PICI,  you  also  receive 
competitively  priced  auto,  homeowners, 
office  protection  and  personal  umbrella 
coverages,  designed  and  offered  with 
the  same  long  term  commitment. 

Compare  all  that  PICI  offers  with 
what  you  will  obtain  from  other  sources 
of  medical  professional  liability  and 
other  essential  insurance  coverages.  We 
think  you’ll  agree  that  the  ISMA  has 

endorsed  the  best.  The  Accountable  Company  . . . 


PHv/icifln/  m/uRflnce 
componv  of  mDimfi 

3901  West  86th  Street 
Suite  350 
P.O.  Box  689059 
Indianapolis,  Indiana  46268 
(317)  872-3046  or  toll  free 
in  Indiana  (800)  732-1313 
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Clinico-Pathologic  Conference: 

A 71-Year-Old  Woman 

with  Sudden  Onset  Dyspnea 


Edited  by 
DOUG  REX,  M.D. 
Indianapolis 


Dr.  Rex:  A 71-year-old  woman  was  ad- 
mitted to  University  Hospital  with  sud- 
den onset  of  severe  dyspnea.  She  had  been 
in  her  usual  state  of  health  until  three 
weeks  previously,  when  she  developed  a 
sense  of  fatigue  and  weakness.  However, 
she  was  able  to  attend  work  every  day. 
On  the  evening  prior  to  admission,  while 
at  rest  she  suddenly  developed  severe 
dyspnea  and  orthopnea  unaccompanied 
by  chest  pain,  cough,  sputum  production, 
fever  or  chills. 


The  author  is  Chief  Resident  in  Medicine, 
Indiana  University  Hospital  W-587,  926  W. 
Michigan  St.,  Indianapolis,  Ind.  46223. 


This  is  an  edited  transcript  of  the  clinico- 
pathologic  conference  conducted  Sept.  5,  1984 
during  a Grand  Rounds  session  of  the  Dept, 
of  Medicine,  Indiana  University  School  of 
Medicine. 

Discussants: 

Harvey  Feigenbaum,  M.D.,  Dept,  of 
Medicine; 

Vernon  Vix,  M.D.,  Dept,  of  Radiology; 
Bruce  Waller,  M.D.,  Dept,  of  Pathology; 
Meredith  Hull,  M.D.,  Dept,  of  Pathology. 


Dr.  Feigenbaum  is  one  of  the  world’s  foremost 
echocardiographers  and  is  author  of  the  text- 
book Echocardiography , widely  regarded  as 
the  outstanding  reference  in  this  field.  He  has 
authored  more  than  170  papers  in  peer- 
rt viewed  journals  and  currently  serves  on  the 
editorial  boards  of  six  cardiology  journals.  He 
is  founder  and  past  president  of  the  American 
Society  of  Echocardiography.  In  1980  he  was 
named  Distinguished  Professor  of  Medicine  at 
the  Indiana  University  Medical  Center. 


Seventeen  years  earlier  a systolic  mur- 
mur was  noted.  Three  years  later  the  pa- 
tient was  started  on  digitoxin,  .1  mg  per 
day,  for  mild  dyspnea  on  exertion;  how- 
ever, there  were  no  signs  of  overt  con- 
gestive heart  failure.  Thirteen  years  earlier 
the  diagnosis  of  Type  II  diabetes  mellitus 
was  made  and  caloric  restriction  was 
started.  Two  years  prior  to  admission, 
treatment  with  20  units  of  Lente  insulin 
per  day  was  added.  Il3i  therapy  for  hyper- 
thyroidism was  given  16  years  earlier  and 
the  patient  subsequently  required  replace- 
ment therapy  with  thyroid  extract.  No 
other  medications  had  been  used  during 
the  month  before  admission. 

Examination  revealed  an  alert  woman 
in  respiratory  distress.  Respirations  were 
48,  the  pulse  130,  the  blood  pressure 
1 10/70  and  temperature  37  °C.  The  fundi 
were  normal.  There  was  no  jugular 
venous  distention.  The  point  of  maximal 
cardiac  impulse  was  displaced  2 cm  to  the 
left  of  the  midclavicular  line  in  the  6th  in- 
tercostal space.  There  was  a systolic  thrill 
at  the  apex.  A grade  4 holosystolic  mur- 
mur was  heard  loudest  at  the  apex  and 
radiated  over  the  precordium,  neck  and 
axilla.  Her  physician  considered  her  mur- 
mur unchanged  from  previous  exams. 
Rales  were  auscultated  bilaterally  in  the 
posterior  basilar  lung  fields,  especially  on 
the  left.  Mild  peripheral  cyanosis  was 
noted  and  there  was  1 + pitting  edema  at 
the  ankles. 

A chest  x-ray  showed  blunting  of  the 
right  costophrenic  angle  and  bilateral  in- 
filtrates, worse  on  the  left.  An  EKG 
showed  sinus  tachycardia,  left  anterior 
hemiblock  and  non-specific  T wave 
changes. 

The  Hgb  was  16.2  gm  per  100  ml,  the 
WBC  25,900  with  2%  band  forms,  83% 


neutrophils,  9%  lymphocytes  and  6% 
mononuclear  cells.  The  platelet  count  was 
183,000.  The  sodium  was  134  mmol/L, 
the  postassium  4.7  mmol/L,  the  chloride 
97  mmol/L,  the  bicarbonate  10  mmol/L, 
the  urea  nitrogen  34  mg  per  100  ml,  the 
creatinine  2.5  mg  per  100  ml  and  the 
glucose  754  mg  per  100  ml.  An  arterial 
lactate  was  9.7  mEq/L;  serum  ketones 
were  positive  at  a 1:2  dilution. 

On  2 liters  of  oxygen  per  minute  the 
pO:  was  48  mmHg,  the  pCO,  28  mmHg 
and  the  pH  7.28.  Hypoxemia  and  tachyp- 
nea persisted  on  high  concentrations  of 
inspired  oxygen  and  thus  an  endotracheal 
tube  was  inserted  and  mechanical  ventila- 
tion was  initiated.  On  100%  inspired  ox- 
ygen and  5 cm  of  positive  end-expiratory 
pressure  (PEEP)  the  p02  was  81  mmHg, 
the  pCO;  32  mmHg  and  the  pH  7.30. 

A sputum  gram  stain  showed  no  neu- 
trophils and  no  organisms.  The 
prothrombin  time  was  16  seconds  with 
control  12.5  seconds.  The  partial  throm- 
boplastin time  was  72  seconds  with  con- 
trol 28  seconds.  A fibrinogen  level  was 
405  mg/ 100  ml,  and  fibrin  split  products 
were  40-80  mcg/ml.  The  Westergren  sedi- 
mentation rate  was  28  mm/hr.  The  urine 
sodium  was  3 mmol/L  and  the  sediment 
was  normal. 

A bolus  of  intravenous  methylpred- 
nisolone  was  given  and  intravenous 
tobramycin,  pipercillin  and  erythromycin 
were  started.  An  insulin  infusion  was 
begun.  The  blood  pressure  deteriorated 
and  large  doses  of  intravenous  norepine- 
phrine were  given  to  keep  the  systolic 
blood  pressure  greater  than  90  mm/Hg. 

A pulmonary  artery  catheter  was 
placed.  The  right  atrial  pressure  was  8 
mmHg,  the  pulmonary  artery  pressure 
49/21  mmHg,  the  pulmonary  capillary 
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wedge  pressure  24  mmHg,  the  cardiac  in- 
dex 1.76  liters/min/m2,  the  systemic 
vascular  resistance  1670  dynes*cm/sec5. 
In  light  of  the  hemodynamic  data, 
norepinephrine  was  discontinued  and  in- 
fusions of  dobutamine  and  sodium  nitro- 
prusside  were  started  and  diuretics  were 
administered. 

By  the  third  hospital  day  there  was 
modest  improvement  in  the  hemodynam- 
ics, the  arterial  lactate  normalized,  the 
chest  x-ray  improved  and  the  urine  out- 
put increased  from  20  to  50cc/hr.  The 
hyperglycemia  was  corrected  and  the 
coagulopathy  reversed.  On  the  fifth 
hospital  day  the  pulmonary  artery 
catheter  was  removed. 

Four  blood  cultures  and  a urine  culture 
were  negative.  A sputum  culture  grew  a 
few  non-group  A B-hemolytic  strepto- 
cocci. The  cytomegalovirus  complement 
fixation  titer  was  1:32.  A mycoplasma 
complement  fixation  was  < 1:8  and 
Legionnaires  IgG  and  IgM  indirect  fluor- 
escent antibody  assays  were  negative.  A 
sputum  direct  fluorescent  antibody  smear 
for  Legionella  was  negative.  The  creatine 
kinase  rose  to  364  IU/L  with  100%  MM 
band  on  isoenzyme  fractionation.  The 
lactate  dehydrogenase  rose  to  438  IU/L 
and  the  isoenzyme  fractionation  showed 
the  highest  elevation  in  fractions  2 and  3. 
Serial  electrocardiograms  did  not  show 
changes  of  myocardial  ischemia  or  infarc- 
tion. 

On  the  fourth  hospital  day  a two- 
dimensional  echocardiogram  was  inter- 
preted as  showing  a thickened  mitral  valve 
suspicious  for  vegetation,  a calcified 
mitral  valve  anulus,  a thickened  aortic 
valve  without  significant  aortic  stenosis, 
a dilated  left  atrium  and  a hyperdynamic 
left  ventricle.  The  left  ventricular  diastolic 
diameter  was  3.7  cm,  the  left  ventricular 
fractional  shortening  .24,  and  the  left 
atrial  diameter  3.4  cm. 

From  the  fifth  to  eighth  hospital  days 
there  was  no  improvement  and  progres- 
sive cyanosis  of  the  extremities  developed. 
Examination  of  the  heart  was  unchanged 
and  the  patient  remained  afebrile.  A sec- 
ond pulmonary  artery  catheter  revealed 
a right  atrial  pressure  of  12.5  mmHg,  a 
pulmonary  artery  pressure  of  40/26 


FIGURE  1:  An  admission  chest  radiograph  demonstrates  bilateral  pleural  effusions 
and  diffuse  intraalveolar  fluid,  more  dense  on  the  left. 


mmHg,  a pulmonary  capillary  wedge 
pressure  of  22  mmHg,  a cardiac  index  of 
1.73  liters/min/m2  and  systemic  vascular 
resistance  of  1709  dynes»cm/sec.5  Dobu- 
tamine and  sodium  nitroprusside  as  well 
as  broad-spectrum  antibiotics  were  con- 
tinued but  her  condition  deteriorated. 
Anuria  and  eventually  coma  developed. 
She  died  on  the  19th  hospital  day. 

Dr.  Fcigenbaum:  Dr.  Vix,  could  you 
review  the  x-rays? 

Dr.  Vix:  The  admission  chest 
radiograph  (Figure  1)  shows  diffuse  in- 
traalveolar fluid,  obviously  much  more 
dense  on  the  left.  The  left  heart  border 
is  partially  obliterated.  Both  costophrenic 
angles  are  obliterated  and  there’s  an 
unusual  contour  to  the  right  diaphragm 
suggestive  of  subpulmonic  fluid.  Thus, 
she  has  bilateral  pleural  effusions. 

This  chest  film  taken  on  the  third 


hospital  day  corresponds  to  her  clinical 
improvement,  at  which  time  the  intrapul- 
monary  fluid  has  diminished  but  there  is 
considerable  increase  in  the  bilateral 
pleural  effusions.  There  is  also  a pro- 
minence along  the  left  heart  border  that 
would  correspond  to  some  enlargement 
of  the  left  atrial  appendage.  The  en- 
dotracheal tube  and  a pulmonary  artery 
catheter  are  properly  positioned. 

A chest  film  shortly  before  her  deatli 
again  reveals  diffuse  intraalveolar  fluid, 
but  in  the  right  upper  lobe  and  the  left 
mid  lung  field  there  are  infiltrates  con- 
taining some  air  bronchograms. 

Dr.  Feigenbaum:  Can  you  read  infec- 
tion on  any  of  these  films? 

Dr.  Vix:  No.  By  “fluid”  I mean  this 
could  be  edema  fluid,  blood  or  exudate 
and  from  the  appearance  of  the  x-ray  I 
can’t  make  that  differentiation. 
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Dr.  Feigenbaum:  In  summary,  we  have 
an  elderly  female  with  a long  history  of 
a systolic  murmur,  insulin-requiring 
diabetes  and  thyroid  replacement  therapy 
after  I131  thyroid  ablation  for  hyper- 
thyroidism who  presents  to  us  desperate- 
ly ill  with  profound  dyspnea. 

She  initially  manifests  severe  hypox- 
emia, pulmonary  congestion,  shock, 
hyperglycemia  with  some  ketosis  and 
coagulopathy.  Our  initial  task  is  to  deter- 
mine the  nature  of  her  demise.  The  pro- 
found hypoxemia  and  pulmonary  conges- 
tion suggest  a primary  pulmonary  or  car- 
diac process.  The  asymmetric  alveolar  in- 
filtrates and  the  leukocytosis  are  consis- 
tent with  severe  pneumonia;  however, 
several  factors  mitigate  against  this  being 
the  primary  diagnosis.  First,  the  patient 
is  afebrile.  In  the  absence  of  factors  such 
as  steroid  therapy,  uremia,  or  antipyretic 
treatment,  the  great  majority  of  patients 
will  manifest  fever  in  response  to  pneu- 
monia.1 Second,  the  sputum  gram  stain 
reveals  no  polymorphonuclear  leukocytes 
and  no  organisms.  This  is  very  unusual 
in  bacterial  pneumonia2  and  coupled  with 
the  negative  assays  for  Legionella  suggests 
that  the  “sputum”  was  pulmonary  edema 
fluid. 

Another  possibility  is  that  the  edema 
fluid  might  be  the  result  of  the  adult 
respiratory  distress  syndrome  (ARDS).3 
The  asymmetric  pattern  of  the  alveolar  in- 
filtrates and  the  bilateral  pleural  effusions 
are  not  typical,  but  can  be  considered 
consistent  with  ARDS.  The  history,  how- 
ever, does  not  suggest  ARDS.  The  patient 
had  the  sudden  onset  of  dyspnea.  Gen- 
erally, ARDS  is  precipitated  by  some 
already  established  serious  illness,  such  as 
a pulmonary  infection  or  hemorrhagic 
pancreatitis,  or  by  some  toxic  event  such 
as  aspiration  of  gastric  contents,  exposure 
to  irritant  gases  or  drugs,  or  non-thoracic 
trauma  with  hypotension.’  We  have  no 
history  of  such  an  illness  or  event  in  this 
patient. 

Gram-negative  septicemia  is  a common 
cause  of  ARDS,5  and  the  elevated  WBC 
is  suggestive  of  a serious  infection.  The 
physical  and  laboratory  examination, 
however,  including  the  negative  urine  and 
blood  cultures,  do  not  support  gram-neg- 


ative septicemia.  Furthermore,  as  I will 
discuss,  the  hemodynamic  data  do  not 
suggest  sepsis.  Therefore,  1 see  little  to  im- 
plicate ARDS  in  this  patient.  The  sudden 
onset  of  dyspnea  suggests  pulmonary  em- 
bolus, but  I exclude  this  diagnosis  on  the 
basis  of  the  diffuse  alveolar  infiltrates, 
which  would  be  quite  atypical.4'5 

This  leads  us  to  cardiac  disease,  which 
I believe  is  the  primary  etiology  of  the 
pulmonary  infiltrates.  The  hemodynamic 
measurements  indicate  that  her  shock 
state  is  cardiac  in  origin.  The  cardiac  in- 
dex is  low,  1.73  liters/min/m2,  and  the 
systemic  vascular  resistance  is  high.  In 
septic  shock  we  see  just  the  opposite:  a 
high  cardiac  index  and  a low  systemic 
vascular  resistance.6  The  right  atrial 
pressure  is  minimally  increased  and  the 
pulmonary  capillary  wedge  pressure  is 
markedly  increased,  excluding  hypovo- 
lemic shock,  and  reinforcing  that  cardio- 
genic shock  is  the  problem.  The  major 
causes  of  acute  cardiogenic  shock  and 
pulmonary  edema  are  myocardial  infarc- 
tion, hypertensive  crisis,  cardiac  arrhyth- 
mias and  valvular  heart  disease.6 

This  patient  had  no  chest  pain  and 
serial  EKGs  and  isoenzyme  fractionations 
failed  to  reveal  myocardial  damage,  mak- 
ing myocardial  infarction  unlikely.7-8  In 
addition,  the  echocardiogram  shows  no 
segmental  wall  dysfunction,  as  is  seen  in 
acute  myocardial  infarction.9  Further- 
more, there  is  no  history  of  arrythmia  and 
the  blood  pressure  is  low  rather  than  high. 
This  leaves  valvular  heart  disease.  There 
is  an  impressive  and  classic  murmur  of 
mitral  regurgitation  and  this  murmur  is 
accompanied  by  a systolic  thrill  at  the 
apex.  The  presence  of  an  apical  systolic 
thrill  is  a very  reliable  indicator  of  mitral 
regurgitation.  The  physical  examination 
of  the  heart  establishes  mitral  regurgita- 
tion and  we  suspect,  but  cannot  confirm 
by  physical  exam  alone,  that  this  regurgi- 
tation is  hemodynamically  significant. 
There  is  no  mention  of  giant  V-waves  in 
the  wedge  tracings.  Were  V-waves  noted 
in  this  patient? 

Dr.  Rex:  The  original  tracings  were  not 
available  for  me  to  examine  but  there  was 
no  mention  in  the  physicians’  notes  of 
large  V-waves  in  the  wedge  tracings. 


Dr.  Feigenbaum:  The  presence  of  large 
V-waves  would  confirm  significant  mitral 
regurgitation  but  their  absence  is  not 
useful  in  excluding  it.10 

I believe  the  hyperglycemia,  ketosis  and 
coagulopathy  are  secondary  phenomena. 
Ketoacidosis  in  the  diabetic  can  follow 
any  acute  illness  and  certainly  might  be 
precipitated  by  the  sudden  onset  of  car- 
diogenic shock. 1 1 The  coagulopathy  may 
be  the  result  of  a low-grade  DIC,  which 
may  result  from  any  shock  state.12 

With  this  clinical  impression  in  mind, 
we  can  consider  the  echocardiogram.  The 
two-dimensional  echocardiogram  con- 
firms profound  mitral  insufficiency. 
There  are  intense,  bright  echoes  on  both 
leaflets  of  the  mitral  valve,  indicating  the 
presense  of  masses  of  some  type.  Further- 
more, these  echoes  can  be  seen  slipping 
back  and  forth  from  the  left  atrium  to  left 
ventricle.  Thus,  this  is  clearly  a flail,  in- 
competent valve. 

I believe  these  echogenic  masses  on  the 
mitral  valve  leaflets  suggest  two  possible 
etiologies  of  her  acute  mitral  regurgita- 
tion: (1)  bacterial  endocarditis  and  (2) 
floppy  mitral  valve  and  ruptured  chordea 
tendineae.13  I cannot  distinguish  these 
possibilities  on  the  basis  of  the  echo.  If 
the  diagnosis  is  bacterial  endocarditis, 
then  the  masses  represent  vegetations.  She 
had  a prodrome  of  three  weeks  of  fatigue 
and  malaise,  consistent  with  a “suba- 
cute” course  of  bacterial  endocarditis. 
The  white  blood  count  was  dramatically 
elevated  with  a slight  shift  to  the  left,  sug- 
gestive of  infection.  The  lack  of  fever  is 
a major  point  against  endocarditis.  Fever 
has  been  reported  in  100%  of  cases  by 
some  investigators,  but  others  have 
reported  normal  or  subnormal  tempera- 
tures in  3 to  15%  of  cases.14  However,  a 
normal  temperature  pattern  under  reliable 
observation  makes  the  diagnosis  doubt- 
ful. The  negative  blood  cultures  are  also 
against  the  diagnosis,  but  do  not  rule  it 
out.  Sometimes  patients  have  received 
oral  antibiotics  for  another  diagnosis  and 
the  presence  of  these  antibiotics  in  the 
blood  may  impair  the  growth  of  bacteria 
in  culture  media.  If  this  is  the  case,  blood 
for  cultures  should  be  injected  into  broth 
containing  an  antibiotic  removal  device. 
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This  was  not  a problem  in  this  case,  since 
the  patient  had  not  received  antibiotics 
prior  to  presentation  here.  However,  even 
under  the  best  circumstances  5-15%  of 
endocarditis  is  “culture  negative.”15, 16 
My  tendency  is  to  over-diagnose  endocar- 
ditis, and  1 never  feel  bad  about  this.  I 
feel  very  bad  when  1 under-diagnose 
endocarditis. 

Several  factors  are  consistent  with  a 
floppy  valve  (or  mitral  valve  prolapse) 
with  ruptured  chordae  tendineae.I * * * * * * * * * * * 13 * *  In  this 
case,  the  intense  echoes  on  the  valve 
would  represent  areas  of  myxomatous 
proliferation  on  the  valve.  She  had  a 
systolic  murmur  for  many  years,  which 
may  have  been  a murmur  of  mitral  valve 
prolapse.  We  can  hypothesize  that  the 
onset  of  her  malaise  and  fatigue  may  have 
been  caused  by  rupture  of  a chordea  ten- 
dineae, which  is  a well  documented 
phenomenon  in  mitral  valve  prolapse.17 
If  the  rupture  was  of  a minor  chordae  it 
might  produce  only  early  symptoms  of 
heart  failure,  such  as  fatigue  and  malaise. 
In  this  scenario  her  sudden  deterioration 
prior  to  admission  would  be  the  result  of 
further  rupture  of  chordae,  leading  to 
massive  incompetence  of  the  mitral  valve 
and  profound  heart  failure.  She  had  some 
improvement  with  appropriate  treatment 
in  the  first  few  days,  but  further  rupture 
of  chordae  tendineae,  possibly  at  the 
tricuspid  valve,  led  to  her  demise.  This  se- 
quence of  events  is  consistent  with  the 
clinical  course  and  the  echocardiogram, 
and  must  be  a strong  consideration  in  the 
differential  diagnosis,  in  addition  to 
bacterial  endocarditis. 

I would  like  to  diverge  to  make  two 

points.  The  first  is  regarding  the  use  of 

norepinephrine  early  in  her  course  to 

maintain  blood  pressure.  Although  I 

often  used  norepinephrine  as  a house  of- 

ficer to  treat  cardiogenic  shock,  it  is  now 

clear  that  this  treatment  is  inappropri- 

ate.18 This  is  especially  true  with  mitral 

or  aortic  insufficiency.  In  mitral  insuffi- 

ciency the  ventricle  can  eject  blood  into 

the  aorta  or  left  atrium,  and  ejection  oc- 

curs into  the  path  of  least  resistance. 

Thus,  if  peripheral  resistance  is  increased, 

then  mitral  regurgitation  into  the  left 

atrium  is  increased.  This  decreases  cardiac 


FIGURE  2:  Floppy  mitral  valve  with  ruptured  chordae  tendineae.  A.  Left  atrial  (LA) 
view  of  prolapsed  flail  mitral  valve  leaflet  (thick  arrow  ) with  associated  ruptured  chor- 
dae tendineae  (thin  arrow).  B.  Echo  cut  of  heart  showing  flail  mitral  leaflet  (arrows). 
AV  = aortic  valve,  LA  = left  atrium,  PW  = posterior  left  ventricular  wall, 
VS  = ventricular  septum.  C.  Close-up  of  flail  leaflet  showing  remote  calcified  rup- 
tured chordae  (thin  arrows)  and  recent  noncalcified  ruptured  chordae  (thick  arrow). 
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output,  which  is  just  what  we  want  to  in- 
crease, and  worsens  the  clinical  situation. 

Clearly,  afterload  reduction  is  what  is 
needed  when  mitral  regurgitation  is  pre- 
sent and,  in  fact,  is  indicated  in  most 
forms  of  heart  failure.  We  have,  for  many 
years,  treated  heart  failure  with  digitalis 
first,  diuretics  second  and  vasodilators 
third.  In  many  cases,  particularly  with 
acute  left  ventricular  decompensation,  we 
should  begin  vasodilators  earlier  since 
they  are  very  effective  in  increasing  car- 
diac output.19  This  patient  responded  well 
in  the  first  few  days  to  the  combination 
of  a vasodilator  (nitroprusside),  a strong 
inotropic  agent  (dobutamine),  and  diuret- 
ics. This  treatment  was  appropriate  and 
allowed  stablization  of  her  medical  con- 
dition. However,  it  was  no  replacement 
for  surgical  therapy,  which  is  clearly  in- 
dicated when  the  valve  is  this  diseased. 

The  second  point  concerns  her  clinical 
worsening  on  hospital  day  5.  A second 
pulmonary  artery  catheter  was  placed 
after  this  deterioration  and  the  hemo- 
dynamic measurements  are  very  similar 
to  those  obtained  with  the  first  study,  ex- 
cept that  the  right  atrial  pressure  rose 
from  8 mm  Hg  to  12.5  mm  Hg.  This  50% 
increase  is  clearly  significant  and  suggests 
to  me  that  the  process  affecting  the  mitral 
valve  may  have  affected  the  tricuspid 
valve  at  this  time.  The  resultant  tricuspid 
insufficiency  led  to  an  increase  in  central 
venous  pressure  and  a further  increase  in 
heart  failure  for  which  she  could  not  com- 
pensate. My  tendency  would  have  been 
to  obtain  the  first  echo  earlier  than  day 

4 and  then  to  get  a second  echo  on  day 

5 or  6 at  the  time  of  her  deterioration. 
This  echo  might  have  yielded  valuable  in- 
formation regarding  involvement  of  the 
tricuspid  valve. 

Dr.  Rex:  Dr.  Feigenbaum’s  diagnosis, 
then,  is  heart  failure  secondary  to  acute 
mitral  regurgitation.  He  considers  the 
cause  of  the  mitral  insufficiency  to  be 
valvular  destruction  from  endocarditis  or 
mitral  valve  prolapse  with  rupture  of 
chordae  tendineae. 

Dr.  Waller:  At  necropsy  (A83-041 ),  the 
heart  weighed  325  gm.  Opening  the  left 
atrium  disclosed  a large  segment  of  mitral 


valve  leaflet  prolapsing  into  a dilated 
atrial  cavity  ( Figure  2).  The  heart  was  cut 
in  an  antero-posterior  longitudinal 
fashion,  simulating  a parasternal  long- 
axis,  two-dimensional  echocardiographic 
view.  Multiple  chordae  tendineae  to 
anterior  and  posterior  mitral  valve  leaflets 
had  ruptured  without  evidence  of  active 
infective  endocarditis.  The  mitral  valve 
has  an  increased  anulus  (12.5  cm)  and 
leaflet  area  (19.3  cm2)  consistent  with  the 
morphologic  diagnosis  of  floppy  mitral 
valve.20 

Superimposed  upon  the  floppy  valve 
condition  were  ruptured  chordae  ten- 
dineae (recent  and  remote),  producing  a 
flail  mitral  leaflet  ( Figure  2).  Ruptured 
chordae  from  the  anterolateral  papillary 
muscle  contained  calcific  deposits  and  the 
mitral  valve  anulus  was  also  calcified 
(2  + /4  + ).  A corresponding  transverse 
cut  through  the  tricuspid  valve  disclosed 
a floppy  tricuspid  valve.  The  ventricular 
myocardium  was  free  of  necrosis  and 
fibrosis,  and  the  major  epicardial  cor- 
onary arteries  had  mild  atherosclerotic 
plaques. 

Pathologic  Diagnosis 

1 . Floppy  mitral  valve  (mitral  valve 
prolapse)  with  multiple  (recent  and 
remote)  ruptured  chordae  tendineae,  pro- 
ducing a flail  leaflet. 

2.  Floppy  tricupsid  valve  (tricuspid 
valve  prolapse). 

3.  Mitral  valve  anular  calcium. 

Discussion 

Dr.  Waller:  Common  causes  of  rup- 
tured chordae  tendineae  are  listed  in 
Table  1.  Of  the  nine  causes  listed,  the 
most  frequent  etiology  is  active  or  healed 


TABLE  1 

Causes  of  Ruptured  Chordae 

Tendineae 

1. 

Infective  endocarditis 

2. 

Floppy  valves 

3. 

Marfan's  syndrome 

4. 

Rheumatic  heart  disease 

6. 

Anular  calcium 

7. 

Trauma 

8. 

Myxoma 

9 

Idiopathic 

infective  endocarditis.  The  second  most 
common  etiology  is  floppy  mitral  valve 
syndrome.  In  the  natural  history  of  flop- 
py mitral  valves,  spontaneous  ruptured 
chordae  tendineae  producing  sudden 
onset  or  increasingly  severe  mitral 
regurgitation  occurs  in  about  7%  of 
patients.21'22  Although  the  mechanism  of 
chordal  rupture  in  infective  endocarditis 
is  clear,  the  mechanism(s)  for  ruptured 
chordae  in  the  floppy  mitral  valve  syn- 
drome remain(s)  unclear.  23,24'25  Postu- 
lates for  rupture  have  included  increased 
chordal  tension  from  chronic  prolapsing 
leaflets  and  associated  chordal  myxoid 
changes.  In  the  present  patient,  associated 
calcific  deposits  in  previously  ruptured 
chordae  tendineae  may  have  caused  ad- 
ditional chordae  to  rupture. 

Normal  chordae  tendineae  form  an  ar- 
cade of  connections  (primary,  secondary, 
tertiary)  from  the  papillary  muscle 
(primary  chordae)  to  the  leaflet  insertion 
(tertiary  chordae).  Rupture  of  one  or 
more  tertiary  chordae  is  unlikely  to  cause 
significant  clinical  valvular  dysfunction. 
However,  rupture  of  multiple  secondary 
or  a single  primary  chordae  may  produce 
severe  valvular  dysfunction  requiring 
valve  replacement.  In  the  patient  de- 
scribed above,  multiple  ruptured  secon- 
dary chordae  produced  a flail  floppy 
mitral  leaflet. 

Dr.  Hull:  I will  address  the  non-cardiac 
pathology.  There  were  bilateral  clear 
yellow  pleural  effusions  suggestive  of  a 
transudative  process.  The  lungs  as  ex- 
pected showed  tremendous  congestion 
and  edema  with  a combined  weight  of 
almost  2 kilograms.  This  is  perhaps  three 
to  four  times  their  normal  weight.  Some 
chronic  changes  were  evidenced  by  the 
presence  of  hemosiderin  in  the  interstitial 
spaces.  There  was  some  interstitial 
fibrosis  associated  with  a non-specific 
chronic  inflammatory  infiltrate  but  no 
evidence  of  an  acute  pneumonia.  The 
kidneys  revealed  tubular  degeneration 
consistent  with  acute  tubular  necrosis. 

Dr.  Rex:  This  woman  was  poorly 
understood  during  her  hospitalization. 
The  fact  that  the  murmur  was  unchanged 
from  previous  exams  prior  to  admission 
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was  probably  misleading,  and  the  echo- 
cardiogram was  not  interpreted  as 
diagnostic  of  mitral  regurgitation.  Her 
physicians  felt  that  pneumonia  was  con- 
tributing to  her  deterioration,  and  acute 
mitral  insufficiency  was  never  recognized 
as  the  primary  problem. 
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Acute  Tubular  Necrosis 

and  Minimal-Change  Glomerulopathy 

Associated  with  Fenoprofen  Therapy 


SISIR  K DHAR,  M.D. 
MOONAHM  YUM,  M.D 


Fenoprofen  calcium  (Nalfon®  )is 
a nonsteroidal  anti-inflammatory 
drug  derived  from  propionic  acid, 
increasingly  used  for  arthritides.  It  has 
properties  similar  to  those  of  aspirin  and 
has  been  regarded  as  a safer  drug  than 
aspirin.1  Recently,  a few  patients  were 
reported  to  have  developed  renal  failure 
and  the  nephrotic  syndrome,  apparently 
secondary  to  fenoprofen  administration. 
Renal  biopsies  showed  minimal-change 
glomerulopathy  and  interstitial  neph- 
ritis.2'5 We  present  two  additional  patients 
who,  following  fenoprofen  therapy, 
developed  reversible  acute  renal  failure 
and  the  nephrotic  syndrome  and  whose 
biopsies  demonstrated  minimal-change 
glomerulopathy  and  acute  tubular 
necrosis  rather  than  interstitial  nephritis. 

Case  Report  #\ 

A 52-year-old  white  woman  was  admit- 
ted in  February  1979  with  a history  of 
nausea,  vomiting,  and  pedal  and  perior- 
bital edema.  She  had  been  taking 
fenoprofen  calicum  300mg  to  900mg  a 
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Abstract 

We  describe  two  patients  who 
developed  reversible  acute  renal  failure 
and  the  nephrotic  syndrome  following 
fenoprofen  therapy.  Renal  biopsy  showed 
minimal-change  glomerulopathy  and 
acute  tubular  necrosis  whereas  previous 
authors  found  interstitial  nephritis  in 
association  with  fenoprofen  administra- 
tion. Recognition  of  the  spectrum  of 
tissue  injury  associated  with  this  increas- 
ingly prescribed  drug  may  prevent  a more 
serious  complication  such  as  papillary 
necrosis. 


day  intermittently  for  one  year  for  meta- 
carpophalangeal joint  pain  and  left 
shoulder  pain.  There  was  no  prior  history 
of  renal,  collagen-vascular  disease, 
hypertension,  upper  respiratory  tract  in- 
fection or  skin  infection. 

On  admission  her  blood  pressure  was 
140/100  mm  Hg.  Her  urinary  output  was 
800-1000  ml  per  24  hours.  Laboratory 
studies  showed  blood  urea  nitrogen 
(BUN)  96  mg/dl,  creatinine  (Cr)  11 
mg/dl,  Serum  Na  129  meq/L,  serum 
calicum  7.9  mg/dl,  phosphorus  7.5 
mg/dl,  albumin  2.5  g/dl  with  total  pro- 
tein of  5.3  g/dl.  Urinalysis  showed  3 + 
protein,  many  red  cells  and  few  granular 
and  hyaline  casts  per  high  power  field  but 
no  eosinophils.  A 24-hour  urine  contained 
25  g of  protein. 

A complete  blood  count  (CBC)  was 
normal  and  sedimentation  rate  was  54 
mm/hour.  The  following  investigations 
were  normal  or  negative:  serum  protein 
electrophoresis,  immunoglobulin,  an- 
tinuclear antibody,  rheumatoid  factor, 
serum  complement,  sonogram  of  kidneys, 


and  chest  x-ray.  She  stopped  taking 
fenoprofen  at  the  time  of  admission. 

The  patient  was  initially  treated  with 
peritoneal  dialysis,  and  a percutaneous 
renal  biopsy  was  performed  five  days 
after  admission.  Following  the  biopsy,  the 
patient  was  treated  with  oral  prednisone 
60  mg/day  with  decreasing  dosage  for 
eight  weeks  with  disappearance  of  pro- 
teinuria and  stabilization  of  renal  func- 
tion (BUN/Cr  16/1.9  mg/dl).  Two  years 
after  discharge  her  renal  function 
remained  stable  without  any  proteinuria. 

Case  Report  ft  2 

A 77-year-old  woman  with  no  prior 
history  of  collagen-vascular  or  renal 
disease  was  admitted  in  March  1980  with 
nausea,  vomiting  and  oliguria  of  three 
weeks  duration.  She  had  a history  of 
essential  hypertension  for  about  nine 
years.  Hypertension  was  controlled  with 
Chlorthiazide.  For  six  months  she  had 
been  on  fenoprofen  calcium  300mg  to 
900mg  a day  intermittently  for  her  back 
pain  due  to  osteoarthritis. 

On  admission  the  patient  was  lethargic 
and  confused.  Examination  revealed  a 
blood  pressure  of  190/80  mm  Hg,  3 + 
pedal  and  periorbital  edema,  and  presence 
of  pericardial  friction  rub.  Laboratory 
studies  showed  BUN/Cr  144/22  mg/dl, 
serum  potassium  6.7  meq/L  and  serum 
albumin  3 g/dl  with  total  protein  5.3  g/dl. 
Urinalysis  showed  4+  protein,  with  no 
casts  or  eosinophils. 

The  following  investigations  were  nor- 
mal or  negative:  ANA  weakly  positive  at 
1/25,  serum  complement  (C3,C4),  serum 
protein  electrophoresis,  immunoglobulin, 
rheumatoid  factor,  anti-glomerular  base- 
ment membrane  antibody,  hepatitis-asso- 
ciated antigen,  and  ultrasound  of  the 
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FIGURE  1:  Light  microscopic  appearance  of  renal  biopsy 
(Patient  1).  Note  tubular  necrosis,  extensive  interstitial  edema 
and  the  absence  of  inflammatory  cell  infiltrates  (H&E  X160). 


FIGURE  2:  An  electron  micrograph  of  glomerular  capillaries 
showing  an  extensive  effacement  of  foot  processes,  without  elec- 
tron dense  deposits  in  the  mesangium  or  on  the  basement  mem- 
branes (X7,000). 


kidneys. 

She  was  treated  with  intermittent 
hemodialysis  and  prednisone  60  mg/day 
with  decreasing  dosage.  Percutaneous 
renal  biopsy  was  done  three  weeks  after 
the  admission.  The  patient’s  renal  func- 
tion gradually  improved  over  the  follow- 
ing eight  weeks.  Two  years  after  discharge 
her  BUN/Cr  stabilized  at  18/0.8  mg/dl 
with  normal  urinalysis. 

Pathologic  Findings 

Renal  tissues  were  examined  by  light, 
immunofluorescent  and  electron  micro- 
scopy. On  light  microscopy,  both  patients 
showed  normal  glomeruli  and  acute  tubu- 
lar necrosis  with  interstitial  edema  but  no 
cellular  infiltration  (Fig.  1).  Im- 
munofluorescence was  negative  for  im- 
mune deposits.  Electron  microscopy 
revealed  diffuse  effacement  of  epithelial 
foot  processes  without  dense  deposits, 
consistent  with  minimal  change  glomerul- 
opathy (Fig.  2). 

Comments 

In  these  two  patients,  acute  renal 
failure  and  the  nephrotic  syndome 
developed  following  the  administration  of 
fenoprofen,  and  subsided  after  with- 
drawal of  the  drug.  This  temporal  rela- 
tion strongly  suggests  a cause-and-effect 
relationship  between  the  fenoprofen 


therapy  and  renal  complications. 

Renal  biopsy  in  both  patients  showed 
minimal-change  glomerulopathy  and 
acute  tubular  necrosis.  Our  findings  are 
at  variance  with  others  in  which  allergic 
interstitial  nephritis  was  incriminated  for 
similar  renal  complications.2'5  Common 
findings  of  drug-induced  interstitial 
nephritis,  such  as  fever,  skin  rash,  and 
eosinophilia,  were  absent  in  our  patients. 

Most  of  the  nonsteriodal  anti-inflam- 
matory drugs  including  fenoprofen  have 
the  capacity  to  inhibit  the  enzyme  cyclo- 
oxygenase and  thereby  inhibit  the  produc- 
tion of  prostaglandins.6  Since  prostaglan- 
din inhibition  is  known  to  reduce 
glomerular  filtration  rate,7  this  may  be  the 
mechanism  by  which  acute  tubular 
necrosis  is  induced  in  the  fenoprofen 
therapy.  The  mechanism  by  which  the 
drug  causes  minimal-change  glomerul- 
opathy and  thereby  the  nephrotic  syn- 
drome is  not  clear.  It  is,  in  fact,  paradox- 
ical, considering  the  fact  that  nonsteroidal 
anti-inflammatory  drugs  are  known  to 
reduce  proteinuria  in  the  nephrotic 
patients.8 

Our  findings  suggest  a diversity  of  renal 
lesions  and  emphasize  the  potential  rever- 
sibility of  these  complications  associated 
with  fenoprofen  therapy.  Recognition  of 
these  facts  by  the  clinician  and  pathologist 
may  prevent  a more  serious  complication, 


i.e.,  papillary  necrosis  that  may  occur,  as 
reported  by  Husserl,  et  al.9 
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Prescription  Fluoride: 

An  Update  for  Indiana  Physicians 


VICTOR  H.  MERCER.  D.D.S. 
Indianapolis 


Prescription  fluorides  for 
children  were  discussed  in  an  arti- 
cle published  in  the  Journal  of 
the  Indiana  State  Medical  Association  in 
June  1981.'  This  current  article  serves  to 
update  the  information  provided  at  that 
time  concerning  the  uses  and  precautions 
of  prescribing  supplemental  fluorides. 

The  Indiana  State  Board  of  Health 
established  a water  analysis  program  in 
1978  to  assist  Indiana  dentists  and  physi- 
cians in  determining  the  fluoride  content 
of  their  patients’  drinking  water.  The  pro- 
gram, known  as  W.A.F.F.,  is  intended  to 
help  practitioners  who  wish  to  prescribe 
systemic  fluoride  for  their  patients.  At 
present,  more  than  300  dentists  and  physi- 
cians have  made  use  of  the  program,  and 
about  100  samples  are  reviewed  by  the 
State  Board  of  Health  each  month. 

The  need  for  the  W.A.F.F.  program 
was  determined  on  the  basis  of:  1)  the 
considerable  number  of  children  ages  0-13 
on  private  water  supplies,  and  2)  the  still 
fairly  considerable  number  of  children  of 
the  same  ages  residing  in  nonfluoridated 
communities.  (In  reference  to  the  latter, 
approximately  95%  of  the  state’s  drink- 
ing water  from  a community  source  is  or 
will  soon  be  receiving  optimum  fluoride 


The  author  is  Director  of  Preventive  Dentistry 
for  the  Dental  Division,  Indiana  State  Board 
of  Health;  and  Associate  Professor,  Dept,  of 
Preventive  Dentistry,  Indiana  University 
School  of  Dentistry. 


Correspondence:  Division  of  Dental  Health, 
Indiana  State  Board  of  Health,  1330  W. 
Michigan  St.,  Indianapolis,  Ind.  46206. 


through  the  water).  A recent  survey  by  the 
Dental  Division,  Board  of  Health, 
revealed  great  variability  in  the  natural 
fluoride  level  of  private  water  supplies. 
This  was  true  on  near  or  even  adjacent 
properties  as  well  as  where  traditionally 
high  or  low  fluoride  areas  of  the  state 
were  known  to  exist. 


I)r.  Mercer 


The  Council  on  Dental  Therapeutics  of 
the  American  Dental  Association 
classifies  sodium  fluoride  as  an  acceptable 
dietary  supplement  and  lists  a number  of 
accepted  preparations  in  the  form  of 
tablets,  liquids  and  drops.  Brand  names 
are  most  useful  when  using  preparations 
for  infants.  Fluoride  tablets  may  be 
designated  simply  as  sodium  fluoride 
tablets. 

Recommendations  and  precautions  for 
the  use  of  fluoride  supplements  are  as 
follows: 

1 .  Because  dietary  fluoride  works  via 


systemic  utilization,  it  should  be  ad- 
ministered from  6 months  of  age  until 
12-13  years,  when  the  crowns  of  the  teeth 
are  completed. 

2.  The  dental  benefits  to  expectant 
mothers  have  not  been  adequately 
demonstrated,  so  prescription  fluoride  is 
not  recommended  during  pregnancy. 

3.  Prescription  fluoride  should  be 
used  only  where  the  drinking  water  is  0.7 
ppm.  fluoride  and  below.  The  following 
prescription  may  be  used  when  the  child 
is  3 years  or  older  and  the  water  fluoride 
0 to  0.2  ppm.  It  should  be  noted  that  2.2. 
mg.  sodium  fluoride  contains  1 mg.  fluo- 
ride. 

Sodium  fluoride  tabs  2.2  mg. 

D.T.D.  no.  120 

Sig:  One  tablet  per  day  to  be  chewed  and 
swished  before  swallowing. 

4.  For  the  child  2 years  of  age,  the 
prescription  can  be  changed  to  1.1  mg. 
sodium  fluoride  tablet  or  one-half  of  a 2.2 
mg.  tablet  (again  assuming  water  fluoride 
is  0 to  0.2  ppm.)  See  table  (item  9 below) 
for  variations. 

5.  For  children  6 months  to  2 years, 
one  2.2  mg.  tablet  may  be  dissolved  in  one 
quart  of  water  and  used  for  formulas  and 
cooking.  If  more  convenient,  proprietary 
sodium  fluoride  drops  or  liquids  may  be 
used  for  this  age  group.  Some  better 
known  acceptable  infant  preparations 
are:  Fluoritab  (Fluoritab  Corp.);  Flura- 
Drops  (Kirpman  Tabs);  Karidium  (Lor- 
vic  Corp.);  Luride  Drops  (Hoyt  Tabs); 
and  Pacemaker  Solution  (Pacemaker 
Corp.). 

6.  When  prescribing  sodium  fluoride, 
do  not  prescribe  more  than  a four-month 
supply  at  one  time.  This  assures  that  not 
more  than  264  mg.  (2.2  mg  X 120  days) 
sodium  fluoride  will  be  in  the  home.  Each 
package  should  bear  the  statement: 
Caution — store  out  of  reach  of  children. 
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7.  Although  there  is  sufficient 
evidence  of  the  effectiveness  of  vitamin- 
fluoride  preparations,  these  should  be 
used  in  general  for  children  3 years  and 
older  and  where  the  water  fluoride  is 
0.0-0. 2.  This  is  because  of  the  fixed 
preparation  of  ingredients  in  vitamin- 
fluoride  preparations. 

8.  There  is  no  contraindication  for 
children  receiving  prescription  fluoride  to 
also  receive  topical  fluoride  treatments 
from  their  dentist.  For  caries-active 
children,  administering  both  topical  and 
systemic  fluoride  represents  good  preven- 
tive dentistry.  A fluoride  mouth  rinse  may 
also  be  used  topically,  especially  where 
there  is  a caries  problem.  The  use  of  a 
fluoride  dentifrice  is  always  recommend- 
ed. Children  may  also  participate  in 


school  rinse  or  brush-in  programs  using 
fluoride  topical  preparations. 

9.  The  table  below  may  be  used  to 
determine  prescription  dosage: 


Supplemental  Fluoride  Dosage  Table* 
(in  mg.  fluoride  per  day)  according  to 
fluoride  in  drinking  water. 


Concentration  of  fluoride 

in  water  (ppm) 

Age 

0-0.2 

0.3-0. 7 

0.7  or 
greater 

0-2 

0.25  mg 

0 

0 

2-3 

0 50  mg. 

0.25  mg. 

0 

3-13 

1 .00  mg 

0.50  mg. 

0 

'convert  1 mg.  of  fluoride  to  2.2.  mg.  sodium 
fluoride  in  writing  prescription 


Nutrition  Update:  Sugar 


The  following  summary  is  reprinted 
from  the  July-August  1984  issue  of 
“Dairy  Council  Digest,”  a newsletter 
devoted  to  the  review  of  recent  nutrition 
research.  This  summary  is  reprinted  by 
courtesy  of  the  National  Dairy  Council. 

Our  current  intake  of  refined  sugars 
often  is  blamed  for  a number  of  health 
problems  such  as  obesity,  micronutrient 
deficiencies,  behavioral  disorders, 
diabetes  mellitus,  and  dental  caries.  While 
consumption  of  refined  sugars  is  greater 
today  than  at  the  beginning  of  this  cen- 
tury, it  has  remained  relatively  stable  over 
the  past  60  years.  In  fact,  intake  of  some 
sugars  such  as  sucrose  has  decreased. 

There  is  no  evidence  that  sugars  per  se 
contribute  to  obesity  or  micronutrient 
deficiencies.  Likewise,  there  is  little  scien- 
tific support  for  claims  that  sugars  cause 


various  behavioral  and  learning  disorders. 
Such  claims  tend  to  be  based  on  anecdotal 
observations  or  correlational  studies 
rather  than  on  controlled,  randomized, 
double-blind  trials. 

Intake  of  sugar  does  not  cause  adult- 
onset  diabetes  mellitus  despite  some 
assumptions  to  the  contrary.  Although 
the  specific  etiology  of  diabetes  is 
unknown,  excess  energy  intake  leading  to 
obesity  appears  to  be  a major  determin- 
ant. Recent  studies  suggest  a more  liberal 
use  of  refined  sugars  in  the  dietary 
management  of  diabetics,  particularly 
those  who  are  not  overweight. 

There  is  considerable  evidence  that  car- 
bohydrates, and  in  particular  sugars,  con- 
tribute to  dental  caries.  However,  there 
is  no  direct  relationship  between  the 
amount  of  sugar  in  a food  and  its  ability 


The  W.A.F.F.  program  works  as 
follows:  1)  send  a check  for  $50  to  the 
Water  Laboratory,  Indiana  State  Board 
of  Health,  1330  W.  Michigan  St.,  Indi- 
anapolis, Ind.  46206,  and  request  10  pre- 
paid W.A.F.F.  kits;  2)  10  plastic  bottles 
and  protective  preaddressed  boxes  will  be 
sent  to  you;  3)  patients  may  be  given  the 
W.A.F.F.  kit  (instructions  are  enclosed) 
and  may  mail  the  box  to  the  Board  of 
Health;  4)  fluoride  analysis  information 
will  be  returned  to  you  and  the  patient  or 
however  you  specify;  and  5)  you  handle 
your  own  charges  with  the  patient. 
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to  induce  caries.  Both  the  frequency  of 
sugar  intake  and  its  consistency  (e.g., 
stickiness)  determine  the  cariogenicity  of 
a sugar-containing  food.  Moreover, 
fluoride,  dental  hygiene,  and  protective 
factors  in  food  can  modify  sugar-induced 
dental  caries. 

Recently,  some  cheese  have  been  shown 
to  decrease  the  cariogenicity  of  sugar. 

The  “optimal”  or  “safe”  level  of 
refined  sugars  in  the  diet  is  unknown.  In- 
dividuals may  need  to  limit  sugar  con- 
sumption if  it  interferes  with  the  adequate 
intake  of  other  nutrients  or  maintenance 
of  proper  energy  balance,  or  if  it  is  con- 
sumed in  such  frequency  or  form,  or  at 
such  times  to  encourage  development  of 
dental  caries. 

In  terms  of  dental  caries,  it  is  best  to 
limit  sugar  intake  to  meal  time. 
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Who  Should  Go  to  Medical  School? 


Older  physicians  are  often  asked 
such  questions  as  “Should  my  son 
or  daughter  try  to  enter  medical 
school?  Can  you  help  him  or  her  to  be 
admitted?  How  much  will  it  cost?  What 
specialty,  if  any,  would  it  be  most  ap- 
propriate to  choose?”  Less  often,  it  is  the 
potential  candidate  himself  who  asks 
these  questions. 

If  it  is  the  parents  who  first  seek  ad- 
vice, I am  reluctant  to  give  my  own  views 
until  I have  seen  and  talked  to  the  young 
person  in  question. 

In  my  opinion  the  single  most  impor- 
tant consideration  is  the  depth  of  the  gen- 
uine desire  of  the  young  man  or  woman 
to  enter  the  medical  field  and  the  com- 
mitment in  time  and  energy  he  or  she  is 
prepared  to  make  to  achieve  it.  Sustained 
enthusiasm,  the  capacity  for  hard  work 
and  a certain  amount  of  discipline  are 
essential. 

Also,  a few  facts  of  life  should  be 
understood.  Unless  grades  in  high  school 
and  college  have  been  higher  than 
average,  admission  committees  are 
unlikely  to  go  deeply  into  the  other  fac- 
tors which  might  make  the  applicant  an 
acceptable  candidate.  These  committees 
do  pay  attention  to  exceptional  cir- 
cumstances. Letters  from  prominent  per- 
sons in  a community  who  are  family 
friends  understandably  emphasize  the 
positive  qualities  of  the  applicant  with  lit- 
tle on  the  negative  side.  More  attention 
is  paid  to  letters  of  former  high  school 
and  college  teachers  of  the  applicant  who 
can  and  often  will  give  them  factual  ap- 
praisals of  the  young  persons  being 
evaluated.  Letters  from  family  physicians 
usually  are  taken  seriously.  Much  atten- 
tion is  given  to  each  candidate’s  perfor- 
mance in  the  College  Admissions  Test. 


Dr.  Rhoads  is  Director  of  Continuing  Medical 
Education,  Reid  Memorial  Hospital,  Rich- 
mond, Ind.,  and  Professor  of  Medicine, 
Emeritus,  Northwestern  University. 


The  average  number  of  applications 
made  by  prospective  students  to  medical 
schools  is  about  10.  In  1981,  36,000 
students  applied  for  17,000  places  in  the 
freshman  classes  of  the  121  medical 
schools  in  this  country.'  Obviously  a great 
many  well  qualified  students  are  turned 
down,  especially  by  the  more  popular 
schools. 

Also,  medical  education  is  expensive. 
A bulletin  received  recently  from  the 
Council  on  Medical  Education  of  the 
American  Medical  Association"  quotes  a 
report  of  the  American  Association  of 
Medical  Colleges.  It  indicates  that,  for 
1982-1983  first  year  medical  students,  the 
average  annual  cost  for  tuition  and  fees 
for  those  in  private  medical  schools  was 
$1 1 ,063  and  for  living  and  other  expenses 
$7,147,  making  a total  of  $18,210.  For 
public  medical  schools  (presumably  state 
and  city  financed)  the  tuition  and  fees  an- 
nually averaged  $3,163  and  other  ex- 


penses $6,464  if  they  were  living  within 
the  jurisdiction — total  $9,628.  For 
nonresidents  attending  the  public  schools 
the  figures  were  $6,605  and  $6,465, 
respectively,  for  a total  of  $13,070. 

Report  P of  the  Board  of  Trustees  of 
the  AM  A (1983)  indicated  that  the  educa- 
tional debt  of  1982  graduating  medical 
students  averaged  $18,994  for  graduates 
of  public  medical  schools,  with  82.3% 
having  some  debt,  and  $24,214  for 
graduates  of  private  schools,  with  84.0% 
having  some  debt. 

Most  families  cannot  finance  the 
medical  education  of  their  offspring. 
Somewhat  over  80%  of  medical  students 
require  loans.  Families  that  earn  less  than 
$30,000  a year  are  eligible  for  federal 
loans  of  $5,000  a year  at  9%  interest. 
Some  of  those  earning  more  than  $30,000 
are  also  eligible  if  the  funds  are  needed 
after  a “required  family  contribution” 
based  on  income  and  family  size.2  Such 
funding  for  a promise  of  a certain  period 
spent  in  the  armed  services  is  still  possi- 
ble. Similar  arrangements  for  a commit- 
ment to  practice  in  some  rural  areas  where 
physicians  are  badly  needed  may  be  of- 
fered by  some  states.  How  long  this  par- 
tial aid  will  last  is  very  uncertain. 

Fortunately,  times  have  changed 
regarding  the  financing  of  the 
postgraduate  years.  Most  hospitals  ac- 
credited for  this  kind  of  training  pay 
residents  annual  stipends  of  $12,000  to 
$18,000.  In  the  present  economic  climate 
these  salaries  are  most  likely  to  go  down 
rather  than  up,  but  almost  surely  will  not 
go  to  zero  as  was  usually  the  case  in  the 
first  third  of  this  century. 

Given  the  practical  considerations 
outlined  above  (there  are  others)  the 
ultimate  decision  to  try  for  medical  school 
should  depend  upon  what  the  candidate 
perceives  as  the  most  important  goals  and 
rewards  of  a medical  career.  To  fulfill  the 
dreams  and  hopes  of  a devoted  and  often 
sacrificing  family  is  surely  a worthy  goal; 
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but  if  in  his  innermost  consciousness  the 
prospect  of  a medical  career  has  no  par- 
ticular allure  for  him  he  had  better  think 
twice  before  making  his  decision  just  to 
please  the  family.  If  the  appeal  of 
medicine  as  a calling  does  not  go  beyond 
that,  he  will  have  an  unhappy  time  as  a 
physician.  Most  young  people  will  tell  you 
they  wish  to  choose  a profession  in  which 
they  will  directly  help  their  fellow  human 
beings.  I am  sure  most  of  them  are  sincere 
in  this.  If  they  prove  to  be  good  doctors 
they  can  fulfill  this  goal  in  a variety  of 
ways,  depending  upon  what  their  talents 
and  personal  philosophies  may  be. 

Let  us  consider  some  of  them: 

•Direct  contact  with  patients. 
Sometimes  physicians  can  prevent  and 
cure  disease.  They  nearly  always  can  give 
pain  relief  and  offer  other  remedies  to 
make  life  more  tolerable.  This  is  a major 
goal  worth  striving  for.  However,  prac- 
ticing physicians  have  another  and 
sometimes  more  important  role  than  that. 
A useful  doctor  must  be  an  interested  and 
devoted  friend,  willing  to  listen  to  a pa- 
tient’s troubles,  give  helpful  suggestions 
about  things  other  than  physical  disorders 
that  are  making  life  uncomfortable, 
always  creating  the  feeling  that  “we  are 
in  this  thing  together”  and  helping  if  he 
can.  This  heart-to-heart  contact  between 
the  doctor  and  his  patient  is  for  me  the 
best  part  of  all.  If  one  can  get  them  to 
admit  it,  most  doctors  who  deal  directly 
with  patients  feel  the  same  way. 

•Clinical  research.  The  search  for  new 
facts  and  truths  is  a fascinating  facet  of 
medicine  without  which  no  progress  could 
be  made.  Seeking  and  learning  in  a com- 
prehensive search  what  has  been  ac- 
complished in  a given  limited  field,  then 
working  diligently  to  extend  somewhat 
the  knowledge  in  that  field,  for  some  peo- 
ple, proves  an  exciting  venture.  At  the 
same  time  the  discipline  required  to  work 
in  an  orderly  way  and  report  one’s  find- 
ings honestly  is  rigid.  This,  one  must  have 


to  succeed  in  any  field  of  medicine. 

•Teaching.  All  physicians  must  be 
teachers.  Those  in  practice  have  the 
obligation  to  explain  what  they  think  are 
their  patients’  medical  and  emotional 
problems  and  the  reasons  for  what  treat- 
ment is  prescribed.  Other  physicians 
become  teachers  in  medical  schools  and 
derive  immense  satisfactions  from  their 
careers.  Some  teach  medical  science  at  the 
preclinical  levels,  others  hold  clinics  and 
do  bedside  teaching  to  students  in  small 
groups.  Full-time  teachers  are  expected  to 
carry  on  research  also.  Usually  their  com- 
mitments in  time  and  energy  are  as  great 
as  those  of  their  counterparts  in  solo  or 
group  clinical  practice. 

•Standing  in  the  community.  The  era 
in  w'hich  doctors  held  a position  of  respect 
just  because  they  were  physicians  is  about 
over.  Such  prestige  is  still  bestowed  by 
their  patients  and  fellow  citizens  if  it  is 
earned.  To  earn  it  the  doctor  must,  of 
course,  have  hard-nosed  competence  in 
his  given  field.  Beyond  that,  if  he  is  to 
merit  the  respect  that  some  practitioners 
conceive  as  their  right,  he  must  be  honest, 
compassionate  and  in  turn  respectful  of 
the  persons  and  pocketbooks  of  those  he 
serves. 

•Financial  security.  This  is  important 
but  the  least  important  of  what  should  be 
the  goals  of  the  young  physician.  A com- 
parable amount  of  time  and  energy  spent 
in  many  other  fields  can  produce  more  in- 
come. The  effort  and  discipline  required 
to  be  a good  doctor  deserve  a much  more 
satisfying  reward  than  money. 

The  diversity  of  the  careers  open  to  a 
person  who  has  been  trained  in  medicine 
adds  to  the  profession’s  appeal.  In  addi- 
tion to  those  mentioned  above,  oppor- 
tunities present  themselves  in  public 
health  work  (wholesale  vs.  retail 
medicine);  administration  (practically  all 
medical  school  deans  and  many  univer- 
sity presidents  are  physicians);  church- 
sponsored  foreign  mission  and  ghetto 


medical  work;  writing  and  editing;  posi- 
tions as  medical  officers  in  the  military 
and  business  corporations.  The  ways  in 
which  a physician  may  serve  his  fellow 
men  are  almost  endless.  There  are  always 
outlets  in  which  to  channel  his  energies 
for  any  physician  depending  upon  his 
natural  abilities  and  turn  of  mind. 

It  must  be  emphasized  again  that  none 
of  the  careers  mentioned  above  is  an  alter- 
native to  being  a competent  physician, 
well  trained  in  the  facts  and  skills  of  his 
calling.  First  of  all,  he  must  learn  how  to 
recognize  disease  and  prevent  and  cure  it 
at  the  level  now  reached  by  the  best  prac- 
titioners of  the  profession.  Also,  to  have 
joy  in  his  work  he  must  be  a caring  physi- 
cian who  believes  his  patient  is  entitled  to 
the  best  he  has  to  give,  including  sym- 
pathy and  understanding.  Ofter  he  can 
and  does  combine  two  or  even  three  of 
the  career  opportunities  open  to  him. 
Private  practice  combined  with  part-time 
teaching  in  a medical  school  is  an  exam- 
ple. Denied  the  contributions  of  part-time 
teacher-practitioner,  no  school  could  of- 
fer well-rounded  medical  education.  And 
many  would  have  a hard  time  surviving 
financially. 

Above  all,  to  find  satisfaction  in  his 
daily  tasks,  whatever  form  they  may  take, 
personal  integrity  and  a high  sense  of 
responsibility  toward  the  patient’s  welfare 
and  toward  his  own  ideals  is  necessary. 
Good  doctors  must  be  good  men  and 
women. 
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Marketing  Uses  of  Public  Relations 


The  question  of  advertising  by  in- 
dividual doctors  and  physicians  has 
been  an  issue  for  almost  a 
decade.  Yet,  years  after  Supreme  Court 
and  Federal  Trade  Commission  rulings 
set  aside  restrictions  against  advertising 
by  professionals,  controversy  continues 
unabated  about  such  uses. 

Historically,  restraints  on  advertising 
were  instituted  to  protect  a medically  un- 
sophisticated public  from  falling  prey  to 
the  unscrupulous.  Even  today,  years  after 
promotion  became  an  issue,  so  strong  is 
the  suspicion  of  an  alliance  between 
advertising  and  purely  selfish  motives  that 
its  employment  can  still  stigmatize  the 
user. 

These  circumstances  present  the 
medical  profession  with  a new  challenge: 
to  evolve  methods  of  expanding  its  chan- 
nels of  communication  with  an  informa- 
tion-hungry public  without  transgressing 
reasonable  ethical  guidelines.  The  situa- 
tion calls  for  methods  that  provide  the 
public  with  responsible  information  and 
at  the  same  time  preserve  respect  for  the 
dignity  and  standards  of  conduct  of  the 
medical  profession.  One  such  acceptable 
method  is  public  relations. 

Differences  Between 
Advertising  and  Public  Relations 

While  both  advertising  and  public  rela- 
tions are  powerful  aids  in  helping  shape 
public  perceptions  and  attitudes,  there  are 
some  basic  differences  in  reader-response 
to  them.  Both  advertising  and  public  rela- 
tions deal  in  information.  While  the  pur- 
pose of  information  in  advertising  is  to 
induce  a desire  to  buy,  in  public  relations, 
information  is  used  primarily  to  promote 
good  will  and  understanding. 

Space  in  which  advertising  appears  is 


Mr.  Stevens  is  president  of  Lobsenz-Stevens, 
Inc.,  a New  York  public  relations  firm.  Ad- 
dress: 460  Park  Avenue  South,  New  York, 
N.Y.  10016. 


ART  STEVENS 
New  York 


purchased;  public  relations  space  is  not. 
Advertisers  exert  almost  total  control  over 
the  information  they  present  in  the  pur- 
chased space,  and  the  amount  of  informa- 
tion presented  is  limited  by  cost  alone.  On 
the  other  hand,  control  of  public  relations 
information  rests  with  the  media  and  is 
presented  only  when  it  meets  rigid  media 
criteria  of  newsworthiness  or  beneficial 
public  information.  Consequently,  be- 
cause PR  information  is  filtered  through 
newscasters,  reporters  and  editors,  these 
third-party  reports  seem  more  objective 
and  therefore  often  more  believable. 

Growing  Public  Hunger 
for  Medical  Information 

Despite  the  fact  that  self-promotion  ef- 
forts raise  some  eyebrows  within  medical 
circles  and  prompt  discussion  of  ap- 
propriate ethical  guidelines,  the  trend 
toward  such  promotion  has  been  grow- 
ing steadily  for  several  years.  This  has 
happened  because  the  public  is  eager  for 
more  medical  information. 


In  response  to  this  emerging  public  ap- 
petite, all  the  media  have  expanded  their 
coverage  of  medical  facts  and  develop- 
ments. This  circumstance  has  made  it 
possible  for  farsighted  medical  people  to 
utilize  the  situation  effectively.  By  mak- 
u-ng  it  part  of  their  professional  duty  and 
responsibility  to  engage  in  providing  the 
public  with  reliable,  comprehensible,  up- 
to-date  information,  they  enlighten  the 
public  and  simultaneously  promote 
themselves. 

Public  Relations 
Methods  Vary  Widely 

Public  relations  offers  a variety  of  op- 
portunities to  engage  in  this  process: 
Guest  appearances  on  discussion  shows 
on  radio  and  television;  “how-to”  books 
on  medical  subjects;  guest  editorials  on 
specific  health-  or  fitness-related  topics; 
articles  authored  by  or  quoting  a medical 
professional;  syndicated  health  and 
fitness  columns;  participation  as  speakers 
in  local  groups  and  meetings  where  issues 
related  to  medicine  may  be  part  of  the 
agenda. 

Each  of  these  activities  provides  a need- 
ed public  service.  In  addition,  each 
represents  a powerful  way  of  increasing 
public  awareness  of  a specific  physician 
and  that  individual’s  expertise.  Such  op- 
portunities are  having  a profound  in- 
fluence on  how  professionals  can  build 
and  enlarge  their  practices.  Compared  to 
these  uses  of  the  media,  the  old  hanging- 
out-a-shingle-and-listing-oneself-in-the- 
Yellow  Pages  lacks  impact.  And  waiting 
for  word-of-mouth  referrals  takes  many 
years. 

What  to  Expect 
from  Public  Relations 

Responsible  PR  professionals  have 
guidelines  that  enable  them  to  help 
medical  specialists  market  themselves 
honestly.  If  you  use  public  relations  help, 
you  can  rightly  expect  the  following: 
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1.  Your  name  before  a wide  public. 
Public  relations  can  achieve  enhanced 
recognition  quickly  and  associate  your 
name  with  a specific  set  of  skills. 

2.  Public  awareness  of  your  view- 
point, outlook,  expertise. 

3.  A balanced  campaign  employing 
national,  regional  and  local  exposure,  as 
appropriate  to  your  objectives. 

4.  A systematic  campaign  with  a 
timetable,  written  plan,  set  of  themes  for 
articles,  scheduled  interviews  and  regular 
progress  reports.  These  make  it  possible 
to  monitor  results. 

5.  Ongoing  interaction  with  your 
agency. 

6.  Identified  objectives  well  suited  to 
your  marketing  needs.  These  needs  will 
vary  as  specialties  themselves  vary.  For 
example,  if  the  specialty  is  otolaryng- 


ology, the  PR  campaign  might  include: 
•An  article  in  a national  consumer 
publication  such  as  The  Saturday  Even- 
ing Post  on  “Hearing  Impairment:  Who 
Is  At  Risk?” 

•An  article  in  a national  consumer 
publication  such  as  Time  or  Business 
Week  on  “How  To  Counter  Negative 
Public  Attitudes  Toward  Hearing  Loss.” 
•Appearances  on  TV  programs — 
national  or  local — to  discuss  the  latest 
diagnostic  and  surgical  procedures  in 
hearing  loss  treatment. 

•Releases  to  health/medical  editors  of 
national  women’s,  men’s  and  general  in- 
terest magazines,  large  circulation  daily 
newspapers  and  news  syndicates  on 
treating  hearing  loss. 

•Speaking  engagements  to  reach 
specific  regional  groups  dealing  with  hear- 


ing loss:  the  elderly,  high  risk  groups  in 
industry,  etc. 

These  examples  illustrate  how  a PR 
campaign  can  reach  a national  audience, 
a specific  local  group  or  both.  It  can  gain 
attention,  educate,  alert,  inform — and 
achieve  these  tasks  effectively  and 
responsibly. 

Health  care  providers  employing  public 
relations  can  expect  to  become  much  bet- 
ter known  and  to  be  sought  after  by  peo- 
ple who  are  in  need  of  the  precise  medical 
services  they  provide.  Moreover,  these  ac- 
tivities can  bring  honor,  recognition  and 
credit  both  to  themselves  and  to  their  col- 
leagues. At  the  same  time  the  entire 
marketing  effort  can  be  accomplished  in 
an  ethical,  dignified,  professional 
manner. 


An  Ounce  of  Prevention 


Suggestion:  When  involved  in  the  care  of  a pa- 
tient with  other  physicians,  make  sure  that  there  is 
a clear  delineation  of  responsibility  for  overall 
management  of  the  patient’s  condition. 

Discussion:  Extracted  from  a case  file:  Patient 
goes  to  ER  complaining  of  chest  pains.  As  a favor 
to  the  private  physician,  ER  doctor  writes  orders 
that  will  at  least  get  the  patient  admitted  to  the 
floor.  Next,  floor  contacts  the  private  physician  to 
apprise  him  of  circumstances,  giving  him  ample 
time  to  make  any  changes  or  additions  to  the  ER 
doctor’s  initial  orders — he  did  not. 

Early  the  next  morning,  the  patient  became  very 
ill.  Nurses  notified  house  doctor.  House  doctor 
looked  in  on  patient,  did  nothing,  wrote  no  orders 
and  left.  The  patient  died.  What  happened?  Who 
is  responsible? 

•ER  Doctor — could  have  admitted  patient  to 
ICU  or  at  least  ordered  monitoring  of  V.S.  and 

Defense  recommendation  prepared  by  the  Medical  Liabil- 
ity Mutual  Insurance  Company,  New  York,  N.Y. 


EKG  on  the  floor,  but  did  not.  His  orders  were  in- 
complete. He  assumed  private  physician  would 
follow-up. 

•Private  Physician — could  have  corrected  in- 
complete orders  of  ER  doctor,  but  he  didn’t  inquire 
further  into  patient’s  condition  beyond  the  infor- 
mation he  received  from  the  floor’s  initial  phone 
call  to  him.  He  assumed  that  if  the  situation  was 
“serious”  the  house  doctor  would  have  written  pro- 
per orders  for  patient  care. 

•Nurses — contended  that  they  couldn’t  do  any- 
thing that  wasn’t  ordered  and  since  orders  for  this 
patient  were  sketchy  at  best,  they  did  nothing.  They 
assumed  house  doctor  would  address  the  problems. 

•House  Doctor — could  have  made  further  con- 
tact with  private  physician  to  elicit  instructions  for 
patient  care,  but  did  not.  He  looked  at  the  orders, 
saw  they  were  incomplete  and  did  nothing.  He 
assumed  private  physician  was  aware  of  the 
seriousness  of  the  situation  and  would  follow-up  on 
patient  care. 
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New  Winona 
Sleep  Center 
offers  full 
sleep  medicine 
capabilities 


As  the  list  of  identifiable  sleep- 
related  disorders  grows,  so  does  the 
need  for  corresponding  diagnosis 
and  treatment  centers. 

To  assist  in  the  diagnosis  of  dis- 
orders such  as  sleep  apnea  syn- 
dromes, excessively  loud  snoring, 
insomnia,  and  narcolepsy,  and  the 
less  frequent  conditions  of  sleep 
paralysis  and  nocturnal  myoclonus, 
there  is  a need  for  a fully  operational 
sleep-disorders  program.  Sound, 
practical,  and  cost-effective  consulta- 
tion, overnight  sleep  study,  treat- 
ment, and  follow-up  can  be  found  in 
the  Sleep  Disorders  Center. 

The  Center,  located  at  Winona 
Memorial  Hospital,  utilizes  the 
expertise  of  physician  consultants 
experienced  in  sleep-disorder 
medicine,  a fully  equipped 


Conditions  evaluated  at  the 
Sleep  Disorders  Center 

Sleep  Apnea  Syndromes  (adults  and  children) 

Loud  Snoring 

Excessive  Daytime  Sleepiness  (EDS) 

Narcolepsy 

Insomnia 

Sleep  Problems  in  Chronic  Lung  Disease 

Male  Sexual  Dysfunction  (Nocturnal  penile  tumescence) 

Seizure  Disorders  including  Nocturnal  Epilepsy 

Sleep  Paralysis 

Hypnagogic  Hallucinations 

Nocturnal  Myoclonus 

Sleep  Walking  (Somnambulism) 

Night  Terrors  (Pavor  Nocturnus) 

Restless  Legs  Syndrome  (Ekbom's  Syndrome) 

Organic  Brain  Syndromes  (affecting  sleep) 

Kleine-Levin  Syndrome 

Toxic  Metabolic  Syndromes  (affecting  sleep) 

Some  Nocturnal  Pain  Syndromes  which  disturb  sleep 


lab/bedroom  area,  and  the  skills  01 
specially  trained  technicians. 

Patients  are  accepted  into  the 
program  primarily  through  physician 
referral.  Evaluations,  test  interpreta 
tions,  and  follow-up  recommenda 
tions  are  sent  to  the  referring  physi 
cian. 

The  program  is  completed  on  a 
outpatient  basis,  and  fees  ar 
reimbursable  through  insurance 
carriers.  Fees  are  charged  for  medic 
consultation,  pre-study  testing,  slee 
studies,  and  subsequent  visits.  A list ( 
the  current  fee  structure  is  availab 
upon  request. 

The  telephone  number  for  patie 
scheduling  at  Winona’s  Sleep  Di, 
orders  Center  is  927-2100.  Inquiri 
about  sleep-disorder  medicine  a 
invited. 

CONSULTANTS: 

Frederick  A.  Tolle,  M.D. 

Medical  Director 
Sleep  Apnea  Syndromes 

Ramon  S.  Dunkin,  M.D. 

Sleep  Apnea  Syndromes 

Michael  W.  French,  M.D. 

Neurological  Disorders 

Norman  W.  Oestrike,  M.D. 

Neurological  Disorders 

Kenneth  N.  Wiesert,  M.D. 

Insomnia  and  Sleep  Disorders  | 

Winona  Memorial 
Hospital 

€ 

Member,  Associatior 
of  Sleep  Disorder 
Centers 
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Motrin  reduces 

inflammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Good  medicine...good  value 
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Kalamazoo,  Michigan  49001 


Motrin " Tablets  (ibuproten) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti  inflammatory  agents. 

Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported.  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS,  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets, 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done. 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  iaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosmophilia,  rash,  etc  ),  Motrin  should  be  discontinued 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea?  epigastric  pain?  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness?  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS), 

Incidence  less  than  1%— Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  iaundice,  abnormal  liver  function  tests;  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosmophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain 
fever,  chills,  nausea  and  vomiting;  anaphylaxis;  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri,  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis;  Hematologic:  Bleeding 
episodes  (eg  . epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlem  vasculitis.  Renal:  Renal  papillary 
necrosis. 

’Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

“Reactions  are  classified  under  "Probable  Causal  Relationship  (PCR)"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t.i.d.  or  q i d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain;  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7-s 


Motrin  is  a registered  trademark  of  The  Upjohn  Manufacturing  Company 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

Suite  506  / 3737  North  Meridian  Street  / Indianapolis,  IN  46208  / (317)  926-5836 


1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  EIGHTS  RESERVED 
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Steps  to  a Healthier,  Happier  New  Year 


This  is  the  time  of  year  when  many  of 
us  stop  to  reflect  on  our  lives  and  how  we 
could  change  them  for  the  better.  When 
your  thoughts  turn  to  plans  for  a health- 
ier, safer  1985,  consider  adopting  the  New 
Year’s  resolutions  for  better  health  of- 
fered by  the  American  Council  on  Science 
and  Health.  Here  they  are: 

1.  Don't  Smoke 

If  you  don’t  smoke,  don’t  start. 

This  should  be  Item  tt\  on  any  list  of 
health-related  resolutions.  Cigarette 
smoking  is  the  leading  cause  of  preven- 
table death  in  America.  Some  340,000 
American  smokers  die  each  year  of 
smoking-related  diseases. 

By  not  smoking  cigarettes,  you’re  pro- 
tecting yourself  from  an  enormously  in- 
creased risk  of  lung  cancer,  one  of  the 
least  treatable  types  of  cancer.  You’re 
decreasing  your  risk  of  heart  disease, 
bronchitis,  emphysema,  cancers  of  the 
mouth,  throat,  pancreas,  and  bladder, 
and  (according  to  one  recent  study)  the 
flu.  You’re  also  less  likely  to  set  your 
house  on  fire  if  you  don’t  smoke,  which 
is  no  small  consideration.  Smoking  was 
responsible  for  more  than  $300  million  in 
fire  damages  in  1981.  Most  of  these  fires 
occurred  in  residential  buildings,  where 
nearly  2,000  people  died  and  more  than 
3,000  were  injured. 

If  you  do  smoke,  make  this  the  year 
that  you  kick  the  habit.  It  does  pay  to 
quit,  even  if  you’ve  smoked  for  many 
years.  For  information  on  how  to  stop 
smoking,  contact  your  local  American 
Cancer  Society  office  or  the  government’s 
Office  on  Smoking  and  Health,  Park 
Building,  5600  Fishers  Lane,  Rockville, 
Md.  20857. 

2.  Don’t  Mix  Drinking  with  Driving 

Fifty  thousand  people  die  in  the  U.S. 

From  the  American  Council  on  Science  and 
Health,  1995  Broadway,  New  York,  N.Y. 
10023. 


each  year  in  traffic  accidents.  Half  of 
these  deaths  are  attributable  to  alcohol. 
This  carnage  is  particularly  tragic  because 
the  individual  who  dies  may  not  be  the 
one  responsible  for  the  accident,  and 
because  these  deaths  are  preventable. 

Resolve  not  to  mix  drinking  with  driv- 
ing this  year!  It’s  no  disgrace  to  call  a cab 
if  you’ve  had  one  too  many;  it’s  good 
common  sense.  We  also  like  the  National 
Highway  Traffic  Safety  Administration’s 
slogan:  “Friends  don’t  let  friends  drive 
drunk.”  That  attitude  could  help  to  save 
many  lives. 

3.  Adopt  a Sensible  Diet 

Are  you  on  a diet?  Twenty  million 
Americans  are  on  what  they  consider  a 
“serious”  weight-loss  diet  at  any  given 
time.  Yet  many  people  don’t  take  weight 
control,  or  diet  in  general,  seriously 
enough. 

Few  subjects  have  accumulated  as 
much  incorrect  and  potentially  dangerous 
folklore  as  the  subject  of  weight  control. 
While  it’s  true  that  being  significantly 
overweight  can  be  harmful  to  your  health, 
few  people  realize  that  unwise  dieting  can 
also  be  hazardous. 

For  instance,  the  popular  Atkins  diet 
has  been  condemned  by  many  authorities 
as  a medically  unsound  regimen.  Many 
doctors  think  that  the  best  thing  about  the 
Scarsdale  Diet  is  that  dieters  are  told  not 
to  stay  on  it  for  more  than  two  weeks. 
The  Beverly  Hills  Diet  has  made  people 
seriously  ill  with  diarrhea  and  dehydra- 
tion. The  Cambridge  Diet,  sold  door-to- 
door,  and  similar  products  sold  in  stores, 
are  very-low-calorie  regimens  of  a type 
that  should  only  be  used  under  close 
medical  supervision,  yet  people  are  buy- 
ing and  trying  these  diets  on  their  own. 
At  the  end  of  1983,  the  Cambridge  Diet 
was  losing  some  of  its  popularity,  but 
other  very-low-calorie  formula  diets  were 
still  selling  well,  and  often  being  misused. 
Some  people  even  seek  out  weight-loss 


products  that  have  been  banned  because 
they  are  hazardous.  For  instance,  the 
FDA  banned  the  once-popular  starch 
blockers  in  1982,  because  they  had  not 
been  proven  safe  or  effective,  yet  many 
people  were  still  trying  to  buy  them  in 
1983,  and  some  less-than-ethical  retailers 
were  selling  them. 

We’re  not  trying  to  discourage  you 
from  tackling  that  unwanted  blubber.  But 
when  you  do  it,  stick  to  a reasonable, 
gradual  diet  and  exercise  program,  and 
check  it  out  with  your  doctor  before  you 
start.  You  have  more  to  lose  than  a few 
pounds. 

Diet  and  nutrition,  in  a more  general 
sense,  are  important  to  your  health  even 
if  you’re  not  trying  to  lose  weight. 
Moderation  and  variety  are  the  keys  to 
good  nutrition.  Dietary  extremes,  on  the 
other  hand,  can  be  a real  hazard.  A good 
example  of  this  was  reported  in  1983, 
when  doctors  discovered  that  the  cause  of 
the  mysterious  neurological  symptoms 
experienced  by  seven  patients  was  over- 
dosing on  vitamin  B6.  This  vitamin  had 
previously  been  regarded  as  non-toxic, 
but  at  the  very  high  dosages  that  these  pa- 
tients were  consuming — more  than  a 
thousand  times  the  U.S.  Recommended 
Daily  Allowance — vitamin  B6  caused 
serious  damage  that  may  not  be  com- 
pletely reversible.  Other  nutrients  that  can 
be  dangerous  in  excess  quantities  include 
vitamins  A and  D,  and  many  of  the  essen- 
tial minerals. 

4.  Exercise  Regularly, 
but  Exercise  Caution 

Many  medical  experts  are  now  con- 
vinced that  physical  fitness  does  matter, 
in  terms  of  overall  health  and  life  expec- 
tancy. Lack  of  exercise  is  one  of  the  fac- 
tors that  can  increase  your  risk  of  cor- 
onary heart  disease,  which  is  responsible 
for  more  deaths  in  this  country  than  any 
other  illness.  The  current  surge  of  interest 
in  exercise  is  healthful.  We  hope  you’re 
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among  the  70  million  Americans  who  are 
participating,  and  we  hope  you’re  doing 
it  reasonably. 

“Reasonable”  means  realizing  that  it 
will  take  some  time  to  get  back  into  con- 
dition after  years  of  sedentary  living.  You 
can’t  expect  to  keep  up  with  experienced 
runners,  skiers,  bikers,  or  swimmers  right 
away.  Once  you  are  in  shape,  some  ex- 
perts believe  that  for  the  physically  well- 
conditioned  person,  appropriate  moder- 
ate exercise  for  a period  of  30  to  60 
minutes  three  or  four  times  a week  is 
beneficial  in  reducing  heart  attack  risk. 

Aches  and  minor  injuries  are  to  be  ex- 
pected in  any  sports  or  fitness  program. 
Common  sense  dictates  that  any  injury 
that  isn’t  truly  trivial  deserves  profes- 
sional medical  attention. 

5.  If  You  Drink  Alcohol, 

Do  It  in  Moderation 

We  already  warned  you  about  the 
dangers  of  mixing  alcohol  with  gasoline. 
Here,  we’d  like  to  mention  a few  other 
alcohol-related  risks.  Safety  is  an  impor- 
tant consideration.  Your  ability  to  swim, 
ski,  use  power  tools,  drive  a boat,  etc., 
is  affected  if  you’ve  had  more  than  one 
or  two  drinks,  so  be  cautious. 

There  is  clear  evidence  that  long-term 
excessive  use  of  alcohol  is  harmful.  In  ad- 
dition to  the  obvious  problem  of 
alcoholism,  it’s  also  associated  with  cir- 
rhosis, other  liver  diseases,  and  disorders 
of  the  heart  and  nervous  system. 

On  the  other  hand,  absolute  abstinence 
from  alcohol  is  not  necessary  to  protect 
your  health.  In  fact,  people  who  drink 
moderately  seem  to  have  a lower  risk  of 
heart  attacks  than  people  who  don’t  drink 
alcoholic  beverages  at  all. 

6.  Have  Your  Blood  Pressure  Checked 

It  doesn’t  even  hurt,  you  know. 

High  blood  pressure  is  a common  prob- 
lem, and  an  important  one,  because  it  in- 
creases the  risk  of  strokes,  heart  attacks, 
and  kidney  failure,  if  it  is  left  untreated. 
That’s  the  bad  news. 

The  good  news  is  that  there’s  clear 
evidence  that  effective  treatment  of  high 
blood  pressure  reduces  the  risk  of  these 
serious  complications.  One  conservative 
estimate  suggests  that  better  detection  and 


treatment  of  high  blood  pressure  could 
save  8,800  lives  a year  in  this  country. 

Two  things  stand  in  the  way  of  saving 
these  lives.  First,  high  blood  pressure 
often  has  no  symptoms,  which  is  why  it’s 
called  the  “silent  killer.”  So  have  your 
blood  pressure  checked  this  year,  and  ask 
your  doctor  how  often  you  should  have 
it  checked  in  the  future. 

Second,  some  people  who  have  high 
blood  pressure  don’t  follow  the  pre- 
scribed treatment  program.  If  you’re  one 
of  them,  you  should  realize  that  in  order 
to  reduce  your  risk  of  serious  complica- 
tions, it’s  important  to  follow  your  doc- 
tor’s instructions,  even  if  you  feel  great. 
It’s  inconvenient,  but  it  pays  off  in  the 
long  run. 

7.  Use  Seat  Belts,  Every  Time 

Automobile  safety  belts  can  reduce 

traffic  deaths  by  50%  and  injuries  by 
65%,  if  they’re  used.  So  buckle  up  every 
time,  even  for  short  drives.  There’s  no 
good  substitute  for  the  protection  provid- 
ed by  your  lap  and  shoulder  belts,  not 
even  the  much-publicized  air  bag.  Safety 
belts  protect  you  in  all  collisions,  while 
air  bags  only  work  in  frontal  collisions, 
which  make  up  only  20°7o  of  all  crashes. 
Safety  belts  are  5.5  times  more  effective 
in  preventing  fatalities  than  air  bags  are, 
and  2.4  times  more  effective  in  preven- 
ting injuries.  Regardless  of  whether  the 
government  decides  to  require  air  bags  in 
new  cars,  you’ll  still  need  to  buckle  up  for 
safety. 

8.  Make  Sure  There’s  a Working 
Smoke  Detector  in  Your  Home 

Residential  fires  are  the  second  most 
frequent  cause  of  accidental  death  in  the 
home,  claiming  as  many  as  8,000  lives  a 
year.  Many  of  these  deaths  occur  because 
too  much  time  elapsed  before  the  fire  was 
detected. 

Smoke  detectors  could  reduce  the  home 
fire  death  toll  by  40%  or  more,  if 
everyone  used  them.  So  if  you  don’t 
already  have  a smoke  detector,  it  might 
make  a good  New  Year’s  present  for  your 
family. 

If  you  already  have  a smoke  detector, 
take  a minute  today  to  find  out  if  it’s 
working.  Do  the  batteries  work?  Did  you 


put  the  batteries  back  in  the  detector  after 
you  created  a “false  alarm”  by  burning 
those  hamburgers?  Does  everyone  in  your 
household  know  what  the  smoke  alarm 
sounds  like,  and  what  to  do  when  they 
hear  it? 

9.  Be  a Cautious  Consumer 
of  Health  Information 

As  Americans  have  become  more  in- 
terested in  good  health,  there  has  been  an 
increase  in  the  availability  of  health  in- 
formation in  books,  magazines,  and 
newspapers,  and  on  radio  and  TV.  Un- 
fortunately, a great  deal  of  this  health  ad- 
vice is  unsound,  and  some  of  it  is  dan- 
gerous. For  instance,  in  a few  cases,  people 
have  been  killed  or  permanently  harmed 
by  very  high  doses  of  vitamins  and  min- 
erals— doses  that  were  recommended  by 
popular  “nutrition”  books.  More  com- 
monly, people  damage  their  health  by 
following  self-treatment  advice  in  self- 
help  health  books,  instead  of  seeking 
urgently  needed  medical  treatment. 

Many  people  believe,  incorrectly,  that 
health  information  can’t  be  published  or 
reported  on  radio  or  TV,  unless  it  has 
been  proven  true.  But  authors,  editors, 
and  broadcasters  are  under  no  legal 
obligation  to  prove  that  their  statements 
about  health  are  accurate.  In  fact,  it  is 
perfectly  legal  for  them  to  publish 
material  which  has  been  proven  false.  The 
First  Amendment  to  the  U.S.  Constitu- 
tion, which  guarantees  freedom  of  the 
press,  also  guarantees  Americans  the  right 
to  spread  ra/s-information  about  health. 

So  “shop”  as  carefully  for  health  ad- 
vice as  you  do  for  everything  else.  Don’t 
believe  everything  you  read  or  hear.  Try 
to  find  reliable  sources  of  health  advice. 

10.  Focus  Your  Efforts 
on  Things  that  Matter 

If  our  present  knowledge  of  disease 
prevention  were  fully  applied,  health  in 
this  country  could  be  improved,  and  the 
average  life  expectancy  of  Americans 
could  be  extended.  The  means  by  which 
this  could  be  accomplished  are  not  very 
complicated:  good  medical  care  and  the 
kind  of  common-sense  living  emphasized 
in  our  first  nine  resolutions  could  do  the 
trick. 
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Doctor/Patient  ‘Contract’ 

Guest  Editorial 

Since  beginning  my  practice  of  medi- 
cine 1 have  always  felt  that  a contract  was 
made  between  a physician  and  a patient 
when  the  physician  and  patient  accepted 
their  relationship  as  doctor/patient.  This 
relationship  has  been  well  established  for 
millenia  and  the  ethical  and  legal  foun- 
dation for  it  remains  sacred  to  physicians. 
I feel  certain  that  most,  if  not  all  physi- 
cians, treat  their  patients  to  the  best  of 
their  ability  regardless  of  the  payment 
potential  of  the  patient. 

For  this  reason,  a recent  communica- 
tion from  one  of  the  major  insurers  in  this 
country  was  shocking  to  me.  Its  sole  pur- 
pose appears  to  be  the  intrusion  of  a fiscal 
agent  into  this  special  doctor/patient  rela- 
tionship. This  insurer  has  introduced 
what  they  euphemistically  call  a hospital 
Preadmission  Certification/Continuing 
Stay  Review  which  they  state  “combines 
our  benefits  expertise  to  create  a utiliza- 
tion review  procedure  with  significant 
cost  saving  potential.’’  It  is  also  stated 
that  this  program  is  national  in  scope. 

The  significant  portion  of  the  letter 
deals  with  the  submission  of  a long  form 
to  a company  for  certification  prior  to  ad- 
mission of  a patient.  It  also  will  require 
employees  of  companies  which  enroll  in 
this  program  to  participate,  in  order  to 
receive  maximum  benefits— the  implied 
threat  being  that  if  patients  refuse  to 
comply,  they  will  not  receive  maximum 
benefits.  At  no  time  is  the  quality  of  care 


“I’m  a very  busy  man.  How  long  will  il 
take  you  to  find  out  what’s  wrong  with 
me?” 


mentioned  and  there  is  no  proof  that  this 
approach  will  lower  costs.  In  fact,  the 
“Second  Opinion”  programs,  which  were 
introduced  years  ago  in  Connecticut  to 
save  money  on  hospitalization,  have 
failed  abysmally.  Now  the  insurers  have 
taken  a new  tack  which  to  me,  is  blatant 
interference  by  a fiscal  agent  into  the  doc- 
tor/patient relationship  which  should  not 
be  tolerated  by  either  party.  In  fact,  such 
interference  might  even  be  illegal 
although  I am  certain  that  the  law  depart- 
ment of  this  major  insurance  carrier  has 
looked  into  the  legality  of  this  program 
and  has  concluded  that  no  laws  have  been 
or  will  be  broken. 

If  this  arrangement  is  legal  then  it  re- 
mains up  to  us  as  physicians,  as  well  as 
our  patients,  to  attempt  to  alter  this 
policy.  What  right  has  an  insurance  com- 
pany to  determine  whether  a patient 
should  be  hospitalized,  the  type  of  service 
to  be  rendered  or  the  setting  in  which  this 
service  is  performed?  These  are  medical 
decisions  and  these  corporate  behemoths 
have  no  rights  in  this  regard.  Their  con- 
cern should  be  only  with  reimbursement 
for  quality  care. 

It  behooves  everyone  of  us  to  start  talk- 
ing to  our  patients,  explaining  that  their 
insurance  company,  whose  premiums  are 
being  paid  for  by  the  hard  labor  of 
employees  and  only  through  the 
employers,  and  strongly  suggest  that  this 
approach  will  not  be  tolerated.  We  must 
all  approach  employee  groups  Such  as 
unions  and  inform  them  of  this  callous 
interference  into  benefits  earned  with 
their  minds  and  bodies. 

I suspect  that  every  physician  in  the 
state  has  received  this  correspondence  and 
I would  suggest  that  it  be  read  and  a per- 
sonal plea  be  formulated  to  be  used  on 
the  part  of  every  one  of  us,  to  our  pa- 
tients, indicating  this  gross  and  callous  in- 
terference into  our  relationship  of  trust 
with  our  patients.  As  1 see  it,  if  the  pro- 
gram fails,  the  cost  of  running  it  will  be 
added  to  health  care  costs  and  used  as  an 
indication  that  these  costs  are  increasing. 
If  it  succeeds,  my  crystal  ball  suggests  that 
soon  we  may  all  require  “cookbooks” 
dispensed  by  payors  outlining  norms  of 
treatment  from  which  deviation  will  not 
be  tolerated.  The  quality  of  care  will  be 
compromised,  services  will  of  necessity  be 
rationed  and  in  time,  the  disincentives 


may  lead  to  mediocrity  in  our  noble 
profession. 

Please  talk  with  your  patients  and  try 
to  maintain  this  time  honored  and  sacred 
doctor/patient  relationship — Joseph  S. 
Sadowski,  M.D.,  president,  Connecticut 
State  Medical  Society.  Reprinted  with 
permission  from  the  September  1984  issue 
of  Connecticut  Medicine. 


Legislative  Uniformity 

Uniform  Law  Commissioners,  a con- 
federation of  state  commissions  on  uni- 
form laws,  is  drafting  a legislative  pro- 
posal that  could  bring  uniformity  to 
natural  death  laws.  The  ULC  is  also 
drafting  legislation  that  would  help  states 
protect  confidentiality  of  medical  records 
and  give  patients  more  control  over  how 
their  health-care  information  is  used.  The 
recommendations  will  be  presented  to 
state  legislatures. 

Crucial  and  legally  important  dif- 
ferences among  state  laws,  and  the  com- 
plete lack  of  laws  in  some  states,  produces 
a legal  climate  that  makes  it  difficult  to 
protect  basic  rights.  The  computerization 
of  medical  records,  especially  hospital 
charts,  makes  it  highly  desirable  to 
establish  a uniform  code. 
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The  Pap  Smear 


A very  interesting  and  encouraging 
clinical  report  in  a recent  issue  of  JAMA 
confirms  that  the  Pap  smear  has  reduced 
the  incidence  of  invasive  cervical  cancer 
by  as  much  as  75%. 

The  study  was  conducted  by  Bjorn 
Stenkvist,  M.D.  of  the  University 
Hospital  in  Uppsala,  Sweden.  The  clinical 
investigation  followed  207,455  women  for 
10  years. 

The  75%  decrease  occurred  among 
women  who  had  Pap  smears  at  least  once 
in  10  years.  Among  those  w ho  never  had 
Pap  smears,  the  incidence  of  invasive  cer- 
vical cancer  was  four  times  as  great  as 
among  those  who  had  been  examined  at 
least  once. 

When  women  w'ere  screened  at  least 
once,  the  incidence  of  cervical  cancer 
dropped  from  32  in  100,000  to  10  in 
100,000.  Among  women  with  at  least  one 
normal  smear,  the  incidence  dropped  still 
lower,  to  seven  in  100,000. 
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CUSTOM  DATA  SERVICES,  INC. 

400  East  86th  Avenue  • Merrillville,  IN  46410 
(219)  769-i670 

PROVIDING  THE  MEDICAL  PROFESSION  WITH  A FULL  SPECTRUM 
OF  COMPUTERIZED  BOOKKEEPING  MANAGEMENT  SERVICES 


Dver  ten  years.  Custom  Data  Services,  Inc.  has  been  serving  the 
jical  profession.  Their  design  and  development  of  a computer 
sm  that  effectively  manages  and  improves  office  productivity 
been  enthusiastically  received  by  office  practitioners,  hospital 
ed  physicians  and  other  entities  in  the  medical  field. 

tom  Data  Services,  Inc.  is  a fully  coordinated  data  processing 
that  offers  off-line  computerized  services  and  in-house  corn- 
er systems.  So  whether  you  buy  an  in-house  computer  system  or 
er  using  Service  Bureau  services.  Custom  Data  Services,  Inc.  of- 
the  special  support  necessary  to  put  you  in  control  of  your  of- 
management  without  monopolizing  the  time  you  should  be 
nding  with  your  patients. 


Custom  Data  Services,  Inc.,  their  goal  is  to  "Help  you  help 
'self." 


• Patient  Billing  for  Office  Practitioners 
• Insurance  Claims  • Payment  Processing 
• Processing  Hospital  Registration 
• Patient  Billing  for  Hospital  Based  Physicians 
• Electronic  Transfer  of  Blue  Shield,  Medicaid  and  Medicare  Claims 
• Proven  Home  Health  Care  System  developed  by  Custom  Data  Services,  Inc.  and  Health  Care  Professionals 

OTHER  SERVICES  INCLUDE: 

Accounts  Payable  - General  Ledger  - Payroll 

Please  send  me  more  Information  on  Custom  Data  Services,  Inc.’s  Medical  Management  Services. 

Title 
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Custom  Data  Services 

400  East  86th  Avenue  • Merrillville,  IN  46410  • (219)  769-1670 


To  extend  their  personal  greetings  to 
you  in  the  spirit  of  the  season,  the  follow- 
ing past  presidents  and  members  of  the 
Board  of  Directors,  1SMA  Auxiliary, 
have  contributed  to  the  AMA  Education 
and  Research  Foundation: 

Judy  Koontz 
Muriel  Osborne 
Alfrieda  Mackel 
Vivian  Priddy 
Anne  Throop 
Dorothy  Bickers 
Martha  Stout 
Mary  Jo  Gutwein 
Hulda  Classen 
Karen  Schleinkofer 
Ellaine  Cox 
Joann  Wehlage 
Charlotte  Bennett 
Marge  Smith 
Susie  Ferguson 
Fura  Stone 
Sue  Greenlee 
Suzanne  Miller 
Helen  Snyder 
Carole  Wainscott 
Jackie  Kalsbeck 
Barbara  Fukemeyer 
Finda  Kinman 
Joanne  Tharp 


Rosanna  Iler  (Fiaison) 
Marianna  Irwin 
Helen  Fargher 
Chloe  Goldsmith 
Mary  F.  Johnson 
Betty  Kephart 
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Yi  Kintner 
Mazo  Scales 
Dorothy  Schiller 
Sylvia  Schneider 
Bea  Shields 
Mary  K.  Stanley 


The  Holiday  Sharing  Card: 

What’s  It  All  About? 

This  Auxiliary  project  is  the  most  widely  used 
item  to  date  for  raising  AMA — ERF  funds. 
Many  county  and  state  auxiliaries,  as  well  as  the 
National  Auxiliary,  participate. 

The  Sharing  Card  reaches  every  medical  fam- 
ily of  the  participating  organization  whether  or 
not  the  spouse  is  a member;  therefore,  everyone 
becomes  acquainted  with  the  program.  The 
“sales  pitch”  is  that  we  don’t  need  to  in- 


dividually send  cards  to  each  other;  the  Sharing 
Card  wishes  ALL  a “happy  holiday” — and  we 
are  performing  a service  for  the  Auxiliary. 

Many  physicians  want  to  be  included  on  Shar- 
ing Cards. 

Contact  your  local  auxiliary  if  you  would  like 
to  make  an  annual  contribution  to  AMA — ERF 
by  participating  in  the  Sharing  Card  program. 

If  the  cards  aren’t  available  locally,  ask  that  the 
project  be  considered  for  next  year. 

Best  wishes  and  peace  on  Earth  to  you  and 
yours. — Judy  Koontz 
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Consider  the 
causative  organisms . . . 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
inlormation 

Indications  and  Usage  Ceclor'  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae).  Haemoph 
ilus  inlluenzae.  and  S pyogenes  (group  A beta  hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
perlormed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
llora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  dilhcile  is  one 
primary  cause  ol  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions.  General  Precautions  - II  an  allergic  reaction  to 
Ceclor  ’ (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressoi  amines  antihistamines,  or  corticosteroids 
Prolonged  use  ol  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clmitesf 
tablets  but  not  with  Tes  Tape"  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  perlormed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  ol  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0.21,  and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  m Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


Note  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  ol  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  retjuesi  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 

Ell  Lilly  Industries,  Inc 

Carolina  Puerto  Rico  00630 


If  you  recognize 
Tad’s  father,  you’ll 
recognize  the 
name  of  one 
of  the  largest  life 
insurance  companies 
in  America. 

Lincoln.  It’s  a name 
you’ll  remember. 
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enefits  available  to 
members  of  the  Indiana 
State  Medical  Association 
and  their  employees 
through  expanded  ISMA 
group  sponsored 
Lincoln  National  Life 
health  insurance  coverage: 

MEDICAL  PLAN  1 

365  Days  of  Inpatient  Hospital  Care 

100%  payment  semi-private  or  hospital  ward  room 

including  the  cost  of  blood 

365  Days  In-Hospital  Medical  Care 

Reasonable  and  Customary  allowances  for  surgery, 

maternity,  general  anesthesia,  medical  visits,  and 

radiation  therapy 

$500  Supplemental  Accident 

Unlimited  Major  Medical  Benefits 

MEDICAL  PLAN  2 

Comprehensive  Major  Medical  expense 
protection  — $500  Calendar  Year  Deductible 
Unlimited  Maximum  Benefits 

MEDICAL  PLAN  3 

Comprehensive  Major  Medical  expense 
protection  — $250  Calendar  Year  Deductible 
Unlimited  Maximum  Benefits 

MEDICAL  PLAN  4 

Low  cost  comprehensive  Major  Medical  expense 
protection  — $2,000  Calendar  Year  Deductible 
Unlimited  Maximum  Benefits 

NEW  DENTAL  PLAN 

Reasonable  and  Customary  allowances  for  necessary 
care  and  treatment  for  dental  health 
$1,500  Maximum  Dental  Benefit  per  person  in  a 
Calendar  Year 


The  Lincoln  National  Life  Insurance  Company  is 
most  pleased  to  be  underwriting  the  Group  Medical 
and  Dental  Programs  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage  and 
service  at  the  lowest  possible  cost.  A special  claim 
paying  unit  has  been  established  in  our  Indianapolis 
Group  Benefits  and  Service  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  317-846-6211/800-692-6014.  We  look  forward  to  serv- 
ing your  association  and  encourage  your  review  of  the 
programs  and  services  being  provided. 


Tor  more  information 
call  or  write: 

James  D.  Townsend  or  Earl  W.  Williams 
Professional  Account  Representatives 
8900  Keystone  Crossing,  Suite  500 
Indianapolis,  Indiana  46240 
(317)  846-7502  or  (317)  844-3119 

Tom  Martens 

Director,  Health  Insurance  Administration 

Indiana  State  Medical  Association 

3935  North  Meridian  Street 

Indianapolis,  Indiana  46208 

(317)  926-4424 

1-800-382-1721 


□LINCOLN 
NATIONAL 
LIFE 


The  Lincoln  National  Life  Insurance  Company. 
Fori  Wayne.  Indiana 

A member  of  Lincoln  National  Corporation. 
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TO  OBTAIN  ONE  HOUR  OF  CATEGORY  1 AMA  CME  CREDIT,  answer  the  following  questions  by  circling 
the  correct  answer  on  the  answer  sheet  below.  Complete  and  clip  the  application  form  and  mail  it  to:  Indiana 
University  School  of  Medicine,  CME  Division,  Fesler  Hall  224,  1120  South  Dr.,  Indianapolis  46223. 


Breast  Cancer 


1.  Which  of  the  following  is  the  most  im- 
portant pair  of  prognostic  factors  in  pa- 
tients with  breast  cancer? 

a.  Steroid  receptor  analysis  and  patient 
age 

b.  Patient  age  and  axillary  lymph  node 
status 

c.  Axillary  lymph  node  status  and 
steroid  receptor  analysis 

d.  Menopausal  status  and  a 

histopathologic  diagnosis  of  medul- 
lary adenocarcinoma 

2.  Tumors  lacking  steroid  receptors  are 
associated  with  all  of  the  following 
except : 

a.  Long  doubling  times 

b.  Tendency  to  metastasize  to  brain  and 
liver 

c.  Early  recurrence  following  primary 
therapy 

d.  Lack  of  response  to  hormonal 
manipulation 

3.  Which  one  of  the  following  increases  the 
risk  for  developing  breast  cancer? 

a.  Late  menarche 

b.  Early  age  of  first  childbirth 

c.  Birth  control  pill  usage 

d.  A positive  family  history 


CONTINUED  FROM  PAGES  935-939 

4.  Adequate  primary  therapy  for  a patient 
with  a small  primary  tumor  (less  than  2 
cm)  with  no  axillary  node  involvement 
would  not  include: 

a.  Modified  radical  mastectomy 

b.  Extended  radical  mastectomy 

c.  Quadrantectomy  and  radiation 
therapy 

d.  Lumpectomy  and  radiation  therapy 

5.  Which  one  of  the  following  patients 
would  be  most  likely  to  benefit  from  ad- 
juvant combination  chemotherapy? 

a.  A postmenopausal  woman  with  stage 
IV  disease 

b.  A postmenopausal  woman  with 
negative  axillary  lymph  nodes  and  a 
steroid-receptor-positive  primary 
tumor 

c.  A premenopausal  woman  with  3/17 
positive  axillary  lymph  nodes 

d.  A premenopausal  woman  with  a 
primary  tumor  greater  than  5 cm  in 
size 

6.  Present  day  adjuvant  chemotherapy  is 
based  on  all  of  the  following  principles 
except: 

a.  Microembolic  tumor  foci  occur  as  a 
result  of  primary  surgery  and  must 


NOVEMBER 
CME  QUIZ 
Answers 


Following  are  the  answers  to  the  CME  quiz  that  appeared 
in  the  November  1984  issue:  “Sexually  Transmitted 
Diseases,”  by  Robert  B.  Jones,  M.D. 


1.  d 

6.  a 

2.  c 

7.  b 

3.  b 

8.  b 

4.  b 

9.  c 

5.  a 

10.  b 

be  eradicated 

b.  Micrometastatic  disease  develops 
during  the  natural  history  of  breast 
cancer 

c.  Micrometastatic  disease  can  be 
eradicated  with  chemotherapeutic 
agents  effective  against  gross 
metastatic  disease 

d.  Primary  therapy  successfully  debulks 
the  majority  of  tumor  cells  present 
in  the  patient. 

7.  Which  one  of  the  following  statements 
about  adjuvant  therapy  is  true? 

a.  Adjuvant  chemotherapy  should  be 
given  to  all  axillary-node-negative 
patients  with  steroid-receptor-posi- 
tive primary  tumors 

b.  Adjuvant  hormonal  therapy  is  safe 
and  has  proven  efficacy  in  prolong- 
ing the  overall  survival  of  steroid- 
receptor-positive  patients 

c.  Adjuvant  therapy  probably  prolongs 
the  disease-free  survival  of  most  pa- 
tients, and  may  prolong  overall  sur- 
vival in  some  patients 

d . Adjuvant  chemotherapy  is  associated 
with  a 5%  mortality  rate  due  to  in- 
fectious complications. 

8.  In  the  postmenopausal  patient  with  a 
steroid-receptor-positive  tumor  and 
multiple  metastases  to  the  lung,  the  cur- 
rent preferred  treatment  is: 

a.  Thoracotomy  and  wedge  resection  of 
metastases 

b.  Radiation  therapy  to  tumor-involved 
areas 
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Answer  sheet  for  Quiz:  (Breast  Cancer) 

1. abcd  6.  abc 

2.  abed  7.  abc 

3.  a b c d S.abc 

4.  a b c d 9.  a b c 

5.  a b c d 10.  abc 


Name  (please  print  or  type) 


Address 


I wish  to  apply  for  one  hour  of  category  1 AMA  Continuing 
Medical  Education  credit  through  the  I.U.  School  of  Medicine. 
I have  read  the  article  and  answered  the  quiz  on  the  answer 
sheet  above.  I understand  that  my  answer  sheet  will  be  graded 
confidentially,  at  no  cost  to  me,  and  that  notification  of  my 
successful  completion  of  the  quiz  (80%  of  the  questions 
answered  correctly)  will  be  directed  to  me  for  my  application 
for  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association.  I also  understand  that  if  I do  not  answer  80% 
of  the  questions  correctly,  I will  not  be  advised  of  my  score  but 
the  answers  will  be  published  in  the  next  issue  of  Indiana 
Medicine  for  my  information. 


Identification  number  (found  above  your  name  on  mailing  label) 


Signature 

To  be  eligible  for  this  month’s  quiz,  send  your  completed,  signed  ap- 
plication before  Jan.  10,  1985  to  the  address  appearing  at  the  top  of 
this  page. 
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ACSM  Completes  Move 

The  National  Center  of  the  American 
College  of  Sports  Medicine  moved  into 
its  new  headquarters  in  Indianapolis  last 
month. 

The  19,000-square-foot  facility  is 
located  at  401  W.  Michigan  St.,  Indi- 
anapolis. It  will  be  used  for  conferences, 
information  collection  and  dissemination, 
continuing  education  and  certification 
programs,  and  board/committee 
meetings. 

The  college  moved  to  Indianapolis 
from  Madison,  Wise.,  last  year. 


For  the  Asking  . . . 

•Reusable  specialty  medical  products 

are  listed  in  a 1984-85  catalog  published 
by  Popper  & Sons,  a major  supplier  of 
reusable  specialty  products.  The  fully  il- 
lustrated catalog  details  such  items  as 
reusable  glass  syringes,  needles  and  ther- 
mometers. For  a copy,  write  Popper  & 
Sons,  Inc.,  Dept.  RP,  300  Denton  Ave., 
New  Hyde  Park,  N.Y.  11040. 

•“Making  Prospective  Payment 
Work”  is  a two-part  videotape  series  pro- 
duced by  the  American  Medical  Record 
Association.  The  first  videotape,  “Physi- 
cians and  Documentation,”  features  a 
discussion  between  a physician  and  a 
medical  records  professional  regarding 
documentation  practices  required  of 
physicians  to  ensure  the  financial  stabil- 
ity of  their  hospitals.  The  second  tape, 
“The  Role  of  Clinical  and  Financial  Data 
in  Hospital  Management,”  explains  the 
important  role  that  merged  clinical  and 
financial  data  play  in  hospital  manage- 
ment. Each  20-minute  color  videotape, 
which  comes  in  either  the  3A  " or  Vi " 
(VHS  only)  format,  can  be  purchased  for 
$30  or  rented  for  $10  by  sending  a check 
to  AMRA’s  Order  Unit,  P.O.  Box  97349, 
Chicago  6061 1 . 

•Norwich  Eaton  Pharmaceuticals  has 

produced  a new  23-minute  color  film  on 
the  causes  and  effects  of  genitourinary 
tract  infections,  especially  those  that  are 
nosocomial  in  nature.  The  film  is  avail- 
able on  free  loan  in  either  16mm  or  Super 
8 mm  format.  Write  the  Norwich  Eaton 
Audio-Visual  Library,  17  Eaton  Ave., 
Norwich,  N.Y.  13815. 


Vaccine-Related  Injuries 

Compensation  for  vaccine-related  in- 
juries has  been  advocated  by  the 
American  College  of  Physicians. 

The  major  problem  of  mass  immuniza- 
tion programs,  says  the  ACP,  “is  the  oc- 
currence of  an  infrequent  but  statistical- 
ly inevitable  number  of  vaccine-related  in- 
juries that  will  afflict  a small  number  of 
recipients,  due  to  no  fault  or  negligence 
of  any  party.” 

The  college  believes  it  appropriate  that 
those  who  benefit  from  immunization 
programs — individuals,  society,  and  vac- 
cine manufacturers — should  share  the 
costs  of  compensating  these  victims  for 
expenses  incurred  while  acting  for  the 
good  of  society. 


New  Sleep  Disorders  Drug 

Stuart  Pharmaceuticals  has  received 
“orphan  drug  status”  on  Vivalan,  a new 
drug  for  sleep  disorders.  The  FDA  con- 
fers “orphan  drug  status”  on  those  drug 
discoveries  that  treat  diseases  afflicting 
small  numbers  of  people  and  consequent- 
ly do  not  have  great  commercial  value. 

Vivalan  will  be  appropriate  for  a small 
number  of  patients  with  narcolepsy  and 
cataplexy.  The  total  number  of  patients 
in  the  U.S.  is  estimated  at  42,000  for  nar- 
colepsy and  60,000  for  cataplexy  but  only 
a portion  of  these  patients  will  require  the 
new  drug.  The  “orphan  drug”  classifica- 
tion provides  various  allowances  and  a 
“fast-track”  approval  system. 


Inaugural  Microsurgery 
Meeting 

The  American  Society  for  Reconstruc- 
tive Microsurgery  will  hold  its  inaugural 
meeting  Jan.  18  and  19,  at  The  MGM 
Grand  Hotel  in  Las  Vegas.  The  initial 
meeting  of  the  newly  organized  society 
will  include  a short  business  session.  The 
bulk  of  the  time  will  be  spent  on  scien- 
tific talks  and  discussions  on  thumb 
reconstruction,  osseous  tissue  transfer 
and  facial  reanimation.  Full  information 
may  be  obtained  by  phoning  (212) 
920-5551. 


Film  on  ‘Chest  Pains’ 

To  help  increase  public  awareness  of 
the  symptoms  and  possible  serious 
significance  of  chest  pains,  the  American 
College  of  Physicians  (ACP)  has  released 
“Chest  Pains,”  a film  that  features  real 
patients  and  doctors  of  internal  medicine 
working  to  resolve  actual  cardiac  and 
noncardiac  medical  problems.  “Chest 
Pains”  is  available  free  to  civic  organiza- 
tions, industry,  cable  television,  and  other 
groups. 

Although  heart  attack  may  be  the 
leading  cause  of  death  in  America,  not  all 
chest  pains  indicate  heart  trouble.  Hiatal 
hernias,  ulcers,  and  muscle  or  skeletal 
strain  or  injury  also  may  cause  chest 
pains.  Regardless  of  the  cause,  however, 
symptoms  of  chest  pain  require  prompt 
attention  by  an  appropriate  physician. 

A 25-minute  documentary,  “Chest 
Pains”  is  the  second  film  in  the  ACP’s 
HEALTHSCOPE™  education  program 
for  the  American  public.  “Chest  Pains” 
describes  both  the  potential  benefits  and 
limitations  of  modern  medical  care  in  a 
thoughtful,  honest  way.  The  film  presents 
the  latest  knowledge  and  recommended 
methods  of  treatment,  as  well  as  current 
diagnostic  tests  and  procedures.  Filmed 
in  LaGrange,  Ga.,  “Chest  Pains”  focuses 
on  internist  Robert  B.  Copeland,  M.D., 
and  his  patients. 

The  HEALTHSCOPE  series  is  pro- 
duced under  an  educational  grant  from 
The  Upjohn  Company  of  Kalamazoo, 
Mich.;  additional  films  will  show  the 
serious  significance  of  other  worrisome 
symptoms  such  as  headaches,  abdominal 
discomfort,  excessive  thirst,  and  common 
ailments.  “Aches,  Pains  and  Arthritis,” 
the  first  HEALTHSCOPE  film,  was 
released  in  April  1984  and  is  available 
from  the  ACP,  4200  Pine  St.,  Phila- 
delphia 19104. 


Cochlear  Implant 

Dr.  Peter  M.  Zonakis,  an  otolaryngol- 
ogist who  practices  in  Valparaiso,  reports 
to  Indiana  Medicine  the  first  cochlear 
implant  operation  performed  in  Indiana 
outside  Indianapolis.  Dr.  Zonakis  is  a co- 
investigator with  the  House  Ear  Institute 
and  the  FDA  concerning  this  operation. 
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New  ISMA  Members 

The  following  physicians  were  wel- 
comed in  September  as  new  members  of 
the  Indiana  State  Medical  Association: 

Fernando  G.  Aguila,  M.D.,  Anderson, 
anesthesiology. 

Panos  C.  Alexander,  M.D.,  Kokomo, 
general  surgery. 

Russell  K.  Ameter,  M.D.,  Fort  Wayne, 
family  practice. 

Lawrence  R.  Bailey  Jr.,  M.D.,  Aurora, 
family  practice. 

Michael  L.  Baldwin,  M.D.,  Richmond, 
emergency  medicine. 

James  W.  Banks  111,  M.D.,  In- 
dianapolis, family  practice. 

James  W.  Beeson,  M.D.,  Anderson, 
emergency  medicine. 

Michael  R.  Brown,  M.D.,  Terre  Flaute, 
radiology. 

Ramon  R.  Contreras,  M.D.,  Terre 
Haute,  obstetrics  and  gynecology. 

J.  Valentine  Corcoran,  M.D.,  In- 
dianapolis, internal  medicine. 

Charles  H.  Dickerson,  M.D.,  East 
Chicago,  head  and  neck  surgery. 

David  R.  Emery,  M.D.,  Lafayette, 
pulmonary  diseases. 

Galen  Epp,  M.D.,  Goshen,  internal 
medicine. 

Jack  Farr  11,  M.D.,  Indianapolis,  or- 
thopedic surgery. 

Leon  Flemembaum,  M.D.,  Fort 
Wayne,  family  practice. 

William  J.  Granger  IV,  M.D., 
Lawrenceburg,  anesthesiology. 

Thomas  R.  Green,  M.D.,  Indianapolis, 
anesthesiology. 

Jack  A.  Harris,  M.D.,  Marion, 
ophthalmology. 


Don  M.  Henry,  M.D.,  Munster, 
obstetrics  and  gynecology. 

David  E.  Hyde,  M.D.,  Marion,  family 
practice. 

Mark  A.  Jensen,  M.D.,  Warsaw, 
general  surgery. 

INDIANA  STATE 
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Andrew  R.  Jones,  M.D.,  Bloomington, 
orthopedic  surgery. 

Bruce  A.  Lockwitz,  M.D.,  Elkhart, 
rheumatology. 

Rodney  W.  Mail,  M.D.,  Indianapolis, 
anesthesiology. 

John  R.  Malooley,  M.D.,  Greenwood, 
neurology. 

Debra  K.  McDaniel,  M.D.  Spencer, 
pediatrics. 

Duane  L.  Miller,  M.D.,  Elkhart, 
emergency  medicine. 

Scott  A.  Miller,  M.D.,  Fort  Wayne, 
ophthalmology. 

Samuel  A.  Montanya,  M.D.,  Fort 
Wayne,  obstetrics  and  gynecology. 

Joseph  L.  Novak,  M.D.,  Fort  Wayne, 
occupational  medicine. 

Victorio  K.  O’Yek,  M.D.,  Merrillville, 
thoracic  surgery. 


Henry  F.  Olivier  Jr.,  M.D.,  South 
Bend,  cardiovascular  surgery. 

Soja  Park-Bennett,  M.D.,  Fort  Wayne, 
endocrinology. 

Russell  W.  Pellar,  M.D.,  Munster, 
general  surgery. 

Christopher  W.  Penoyar,  D.O.,  Fort 
Wayne,  family  practice. 

Robert  W.  Petry,  M.D.,  Columbus, 
allergy. 

Dana  S.  Pfaff,  M.D.,  Lafayette, 
urological  surgery. 

Michael  J.  Phend,  M.D.,  Elkhart,  in- 
ternal medicine. 

Susan  G.  Phillips,  M.D.,  Indianapolis, 
otorhinolaryngology. 

Mridula  R.  Prasad,  M.D.,  Merrillville, 
neurology. 

Michael  E.  Pratt,  M.D.,  Indianapolis, 
emergency  medicine. 

Jeffrey  B.  Quillen,  M.D.,  Richmond, 
emergency  medicine. 

Gary  T.  Ratio,  M.D.,  Indianapolis, 
ophthalmology. 

Jay  L.  Schlabach,  M.D.,  Goshen, 
family  practice. 

Dale  A.  Sloan,  M.D.,  Fort  Wayne, 
general  surgery. 

R.  Porter  Smith,  M.D.,  Bluffton, 
ophthalmology. 

Marc  Thomas,  M.D.,  Fort  Wayne, 
diagnostic  radiology. 

David  E.  Van  Ryn,  M.D.,  Mishawaka, 
emergency  medicine. 

Samuel  L.  West,  M.D.,  Michigan  City, 
family  practice. 

John  E.  Westfall,  M.D.,  Fort  Wayne, 
otorhinolaryngology. 

David  R.  Wippermann,  M.D., 
Franklin,  general  surgery. 


Physician  Recognition  Awards 

The  following  ISMA  physicians  are  recent  recipients 
of  the  AMA’s  Physician  Recognition  Award.  This  award 
is  official  documentation  of  Continuing  Medical  Educa- 
tion hours  earned,  and  is  acceptable  proof  in  most  states 
requiring  CME  in  re-registration  that  the  mandatory 
hours  of  CME  have  been  accomplished. 


Adams,  Robert  H.,  Kokomo 
Basavaraja,  Hiremat,  Muncie 
Brill,  Joseph  B.,  Jeffersonville 
Cavins,  John  A.,  Indianapolis 
Gerlanc,  Milan  D.,  Evansville 
Lauer,  Dean  H.,  Valparaiso 


Neely,  Michael  L.,  Danville 
Park,  Jung  I.,  Munster 
Pickerill,  James  M.,  Lafayette 
Rahmany,  Mohammad  A.,  Highland 
Serrano,  Jose  F.,  Munster 


Shriner,  Philip  O.,  Fort  Wayne 
Sugarman,  Donald  R.,  Fort  Wayne 
Winters,  Peter  L.,  Indianapolis 
Wolf,  Robert  A.,  Munster 
Wu,  L.Y.  Frank,  Indianapolis 
Ziperman,  Don  B.,  Indianapolis 
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Here  and  There 

Dr.  Susan  Siebcnmorgen  Amos  of 

Terre  Haute  has  been  named  a diplomate 
of  the  American  Board  of  Family 
Practice. 

Dr.  Steven  P.  Grossnickle,  a Warsaw 
ophthalmologist,  has  been  elected  to  the 
board  of  directors,  First  National  Bank 
of  Warsaw. 

Dr.  Richard  F.  Graffis  of  Indianapolis 
has  been  elected  president  of  the  Indiana 
Division,  American  Cancer  Society;  Dr. 
Joe  G.  Conley  of  New  Albany  was  elected 
vice-president. 

Dr.  Ronald  D.  Nelson  of  South  Bend, 
Dr.  Lawrence  D.  Rink  of  Bloomington, 
and  Dr.  Trent  G.  Orfanos  of  Merrillville 
have  been  elected  to  fellowship  in  the 
American  College  of  Cardiology. 

Dr.  Philip  Leder,  chairman  of  the 
genetics  department,  Harvard  Medical 
School,  has  received  the  first  Steven  Beer- 
ing Award  for  the  advancement  of 
medical  science;  Dr.  Beering,  president  of 
Purdue  University,  was  dean  of  the  l.U. 
School  of  Medicine  from  1974  to  1983. 

Dr.  James  Moneyhun  of  Anderson 
discussed  the  early  practice  of  medicine 
during  an  October  open  house  at  the 
Madison  County  Historic  Home  (the 
Gruenewald  Home). 


CME  Quiz 

CONTINUED  FROM  PAGE  975 

c.  Combination  chemotherapy,  in- 
cluding adriamycin 

d.  Tamoxifen 

9.  In  the  premenopausal  patient  with  a 
steroid-receptor-positive  tumor  and  sub- 
cutaneous metastasis,  the  treatment  of 
choice  would  be: 

a.  Combination  chemotherapy 

b.  Electron  beam  therapy  to  involved 
sites 

c.  Ovariectomy 

d.  Aminoglutethimide  plus  hydrocor- 
tisone 

10.  In  the  premenopausal  patient  with  a 
steroid-receptor-negative  tumor  and  liver 
metastasis,  the  treatment  of  choice  would 
be: 

a.  Combination  chemotherapy 

b.  Lobectomy  if  tumor  confined  to  one 
lobe  of  the  liver 

c.  Radiation  therapy  to  the  involved 
liver 

d.  Combined  chemotherapy  and  hor- 
monal therapy 


Dr.  William  J.  Mankin,  a Terre  Haute 
ophthalmologist,  was  presented  the 
Indiana  State  University  Alumni  Associa- 
tion’s Distinguished  Alumni  Award  dur- 
ing ISU’s  annual  homecoming  celebration 
in  October. 

Dr.  David  A.  Frieske  of  Valparaiso  has 
been  appointed  chief  medical  officer  at 
Porter-Starke  Services,  Inc.,  and  Vale 
Park  Psychiatric  Hospital. 

Dr.  J.  Thomas  Benson,  an  associate 
clinical  professor  of  Ob-Gyn  at  the  l.U. 
School  of  Medicine,  was  elected  to  the 
board  of  directors  of  the  Gynecology 
Urology  Society  during  the  society’s  an- 
nual national  meeting. 

Dr.  Frederick  B.  Stehman  of  In- 
dianapolis is  serving  as  chairman  of  the 
Utilization  Review  Committee  of  the  l.U. 
Medical  Center. 

Dr.  Richard  S.  French,  an  Indianapolis 
neurologist,  was  the  featured  speaker  at 
the  October  meeting  in  Indianapolis  of 
the  Parkinson  Awareness  Association. 

Dr.  David  J.  Dwyer,  a Noblesville  in- 
ternist and  geriatrics  specialist,  discussed 
“How  Your  Body  Changes  with  Age”  at 
the  October  meeting  at  Riverview  Hos- 
pital of  the  Respiratory  Health  Club. 

Dr.  Paul  A.  Boyce,  an  Indianapolis 
diabetes  specialist,  was  the  guest  speaker 
at  Methodist  Hospital’s  annual  “Diabetic 
Dining  Out  Evening”  last  month. 

Dr.  Shokri  Radpour,  a Kokomo 
otorhinolaryngologist,  presented  two 
papers  at  the  Fifth  International  Sym- 
posium on  Facial  Nerve,  held  in 
Bordeaux,  France,  Sept.  2-6;  he  also  has 
been  elected  secretary-treasurer  of  the 
American  Neurotology  Society. 

Dr.  John  B.  Oak  and  Dr.  John  F. 
Ansbro,  Evansville  cardiologists,  par- 
ticipated in  a panel  discussion  on  heart 
disease  during  an  October  community 
health  forum  at  Deaconess  Hospital. 

Dr.  Bruce  Williams,  an  Evansville 
pediatrician,  discussed  diabetes  programs 
for  children  and  adults  during  an  October 
public  health  program  in  Evansville. 

Dr.  William  H.  Leech  is  the  new  chief 
of  the  medical  staff  at  Culver  Union 
Hospital,  Crawfordsville;  Dr.  Thomas  E. 
Topper  is  vice-president,  and  Dr.  S. 
Reddy  Marri  is  secretary-treasurer. 

Dr.  Michael  A.  Borkowski  of  South 
Bend  discussed  rheumatoid  arthritis  in 
October  as  part  of  a public  lecture  series. 


Dr.  Juan  Tan  of  Munster  has  been 
board  certified  in  emergency  medicine. 

Dr.  Brent  J.  Holleran,  an  Indianapolis 
thoracic  surgeon,  was  the  guest  speaker 
at  an  October  meeting  in  Beech  Grove  of 
the  Circle  City  Mended  Hearts  Club. 

Dr.  David  L.  Jetmore,  a Richmond 
otorhinolaryngologist,  discussed  middle 
ear  disease  during  the  fall  meeting  in 
Indianapolis  of  the  Indiana  Hearing  Aid 
Specialist  Association. 

Dr.  Walter  P.  Beaver  of  Noblesville 
discussed  depression  during  an  October 
meeting  at  Riverview  Hospital. 

Dr.  Francis  W.  Price,  Jr.,  an  In- 
dianapolis ophthalmologist,  addressed 
the  October  luncheon  meeting  of  the 
Indiana  Society  to  Prevent  Blindness. 

Dr.  Ronald  C.  Hamaker  and  Dr.  Mark 
I.  Singer  of  Indianapolis  presented  a 
course  on  voice  restoration  after  laryngec- 
tomy at  the  annual  meeting  in  September 
of  the  American  Academy  of  Otolaryng- 
ology-Head and  Neck  Surgery. 

Dr.  Larry  D.  Lovall  of  Danville 
discussed  preventive  health  care  at  a fall 
meeting  of  the  Danville  Rotary  Club. 

Dr.  Cesar  S.  Archangel  of  Jefferson- 
ville and  Dr.  Mohsen  Ehsan  of  New 
Albany  addressed  a fall  meeting  in  New 
Albany  of  the  Arthritis  Self-Support 
Group. 

Dr.  David  S.  Batt,  an  Indianapolis 
rheumatologist,  discussed  the  causes  and 
forms  of  arthritis  during  an  October 
public  forum  at  St.  Francis  Hospital, 
Beech  Grove. 

Dr.  John  A.  Forchetti  of  East  Chicago 
discussed  mitral  valve  prolapse  and 
balloon  coronary  angioplasty  during  a 
September  program  sponsored  by  the 
Michigan  City  Mended  Hearts  Club  and 
St.  Anthony  Hospital. 


Hepatitis  B Vaccine 

Biogen  announces  an  agreement  with 
the  Wellcome  Foundation  providing  for 
the  marketing  of  Biogen’s  hepatitis  B vac- 
cine in  world  markets.  The  vaccine  is 
made  from  proteins  produced  by  genetic- 
ally altered  yeast.  Since  the  process  does 
not  involve  any  contact  with  infected 
human  plasma,  the  laborious  and  expen- 
sive purification  and  testing  procedures 
to  eliminate  the  potential  of  infection  are 
not  required. 
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Mobile  CT  Unit  Serves 
Four  Wisconsin  Hospitals 

Four  competing  hospitals  in  Wisconsin 
are  sharing  a mobile  computed 
tomography  (CT)  scanner  in  a non-profit 
venture  that  has  enabled  them  to  provide 
the  diagnostic  service  that  none  of  them 
individually  could  afford. 

Two  of  the  hospitals  are  in  Sheboygan, 
and  two  are  in  Manitowoc,  20  miles  away. 
The  two  Sheboygan  hospitals,  with  a total 
of  435  beds,  started  the  project  in  1982 
when  it  became  apparent  that  neither 
could  “cost-justify”  a fixed-based  CT 
scanner,  nor  was  such  a request  likely  to 
pass  certificate-of-need  laws. 

A mobile  unit  provided  the  needed 
alternative.  By  including  other 
hospitals — the  two  in  Manitowoc  have  a 
total  of  331  beds — the  cost  to  each 
hospital  was  reduced  by  sharing. 

The  mobile  CT  unit  logs  160  miles  a 
week  traveling  to  the  four  hospitals. 
Hospital  visits  are  confined  to  half  a day 
so  that  the  scanner  can  be  at  all  four 
hospitals  every  two  days.  By  moving  the 
unit  every  half  day,  a patient  is  never 
more  than  a day  and  a half  away  from 
a scanner  visit.  In  two  years,  more  than 
3,000  patients  have  been  treated. 


Consensus  Conference 

‘‘Health  Implications  of  Obesity”  will 
be  the  subject  of  an  N1H  Consensus 
Development  Conference  scheduled  for 
Feb.  11-13. 


Physical  Therapist  Sues 
for  Dismissal  from  Staff 

Whether  a physical  therapist  was  sub- 
ject to  the  bylaws  of  a hospital’s  medical 
staff  should  not  have  been  decided  on  a 
summary  judgment  motion,  the  Alabama 
Supreme  Court  has  ruled. 

The  physical  therapist  entered  into  a 
contract  with  the  hospital  in  1980.  He  was 
given  the  exclusive  right  to  provide 
physical  therapy  services.  The  hospital 
billed  his  patients  and  paid  him  a portion 
of  the  funds  collected.  He  submitted  an 
application  for  membership  on  the 
medical  staff.  By  return  mail,  the  hospital 
advised  him  that  the  board  of  directors 
had  approved  his  appointment  to  the 
medical  staff.  Enclosed  with  the  letter  was 
a copy  of  the  bylaws  and  rules  and  regula- 
tions of  the  medical  staff. 

He  treated  patients  until  his  contract 
expired  on  June  30,  1982.  At  that  time  the 
contract  was  awarded  to  another  thera- 
pist. The  first  therapist  claimed  that  his 
staff  privileges  continued  and  that  he 
could  continue  to  treat  patients  at  the 
hospital.  The  hospital  then  sent  him  a let- 
ter stating  that,  after  reviewing  its  bylaws, 
it  determined  that  therapists  were  not 
eligible  for  membership  on  the  medical 
staff.  His  initial  appointment  to  the  staff 
was  an  error  and  the  hospital  terminated 
his  privileges. 

The  therapist  filed  suit  claiming  that  he 
was  entitled  to  a hearing  under  the  bylaws 
before  his  privileges  could  be  terminated. 
A trial  court  dismissed  the  action  for 
failure  to  state  a claim. 


Reversing  the  decision,  the  Supreme 
Court  said  that  the  therapist’s  claim  that 
the  hospital  bylaws  constituted  a contract 
with  him  and  that  it  breached  the  contract 
stated  a claim.  There  were  substantial  fact 
issues  as  to  whether  the  therapist  was  a 
member  of  the  hospital’s  medical  staff 
and  summary  judgment  was  improper, 
the  court  said. — Clemons  v.  Fairview 
Medical  Center,  Inc.,  449  So. 2d  788  (Ala. 
Sup.Ct.,  April  6,  1984) 


What  the  Law  Says 
About  Extending  Credit 

If  you  allow  your  patients  to  make  in- 
stallment payments  on  their  bills,  you  are 
required  by  law  to  register  with  the  Con- 
sumer Credit  Division,  Indiana  Dept,  of 
Financial  Institutions. 

The  Dept,  of  Financial  Institutions  is 
responsible  for  enforcing  the  Indiana 
Uniform  Consumer  Credit  Code  (IC 
24-4.5).  There  is  no  fee  for  registering. 

You  become  subject  to  the  code  if,  by 
written  or  oral  agreement,  you  permit  a 
patient  to  make  four  or  more  installment 
payments  without  an  interest  charge,  or 
to  make  two  or  more  installment 
payments  with  an  interest  charge. 

To  register,  write  to  the  Consumer 
Credit  Division,  Dept,  of  Financial  In- 
stitutions, 1024  State  Office  Bldg., 
Indianapolis  46204.  For  more  informa- 
tion, call  Mel  Wright  or  Bob  Haler,  Con- 
sumer Credit  Division — (317)  232-3955. 


INDIANA  MEDICAL  BUREAU 

10/0  East  86th  St.  — 72  \\ interton 
Indianapolis  46240 
844-7933 

A Licensed  Employment  Agency 

Specializing  in  Medical  Personnel  Since  1952 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


atlL5l 


Vernon  E.  Hoover,  John  J.  Lindenschmidt,  Philip  R.  Young 
Suite  237,  6100  North  Keystone  Avenue,  P.O.  Box  20576,  Indianapolis,  Indiana  46220,  317/255-6525 
Robert  B.  Newell,  Suite  265,  2260  Lake  Avenue,  Fort  Wayne,  Indiana  46805,  219/422-4783 


This  Publication 
is  available  in  Microform. 


University 

Microfilms 

International 

Please  send  additional  information 
lor  Indiana  Medicine 

Name 

Institution 

Street 

City 

State Zip 

300  North  Zeeb  Road 
Dept.  PR 

Ann  Arbor,  Mi  48106 


AIR  FORCE  MEDICINE  — AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  special- 
ty? Are  supply  and  equipment  problems  getting  you  down? 

Join  our  Aerospace  Medical  team,  concentrate  on  your  medical 
practice,  and  leave  the  paperwork  hassle  to  others.  We  use  the 
group  practice  system  of  health  care;  it  allows  maximum  pa- 
tient/physician contact  with  a minimum  of  administrative  respon- 
sibilities. 

You’ll  get  to  use  those  skills  you’ve  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

These  benefits  and  our  superior  employment  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice.  To  find 
out  more  about  how  you  can  be  a part  of  the  Air  Force  health  care 
team,  contact  us  and  we'll  answer  all  of  your  questions  without 
obligation. 

Contact 


A great  way  ot  life 


Capt.  Scott  Simpson 


or 


TSgt.  Steve  Beecher 
317-269-6164  or  6354  collect 
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THE  INDIANA  MEDICAL  FOUNDATION,  INC. 
3935  North  Meridian  Street 
Indianapolis  46208 


A foundation  for  charitable,  educational,  and  scien- 
tific purposes,  organized  by  the  ISMA  as  an  endowment 
fund  to  support  the  educational  mission  of  the  Assoca- 
tion  and  INDIANA  MEDICINE. 

Bequests,  legacies,  devises,  transfers  or  gifts  to  the 
Foundation  or  for  its  use  are  deductible  for  federal 
estate  and  gift  tax  purposes,  in  accordance  with  the  In- 
ternal Revenue  Code. 

The  Foundation  is  managed  by  a board  of  directors 
that  comprises  the  members  of  the  ISMA  Executive  Com- 
mittee. At  present,  proceeds  from  the  Foundation  in- 
vestments are  awarded  to  INDIANA  MEDICINE  to  fur- 
ther the  continuing  medical  education  program. 

Memorial  contributions  made  to  the  Foundation  in 
lieu  of  flowers  will  be  acknowledged  by  the  secretary 
in  a letter  to  the  family  of  the  deceased. 


‘ for  religious,  charitable,  scientific, 
literary  or  educational  purposes ” 
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BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  unicea  way 

A better  community  is  in  your  hands.  thanfkos^ly^orks 


© United  Way  1984 


y A PUBLIC  SERVICE 
OF  THIS  PUBLICATION  & 
THE  ADVERTISING  COUNCIL 
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After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 

To  protect  your  patients, as well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN  TABLETS 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa  Chronic  ISOPTIN  treatment  increases  serum 
digoxm  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  qumidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia  HR<50/mm  (1  1 %),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94  5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets  July  1982  2068 

KNOLL  PHARMACEUTICAL  COMPANY 

fcnoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANV  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


Brand  name 
drug  or 
generic  drug? 
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Youi  better  judgement  is  the  best  prescription. 


It's  up  to  you,  the  doctor,  to 
decide  whether  to  prescribe 
brand  name  or  generic  drugs. 
When  you  think  generics  are  in 
the  best  interest  of  your  patients, 
Peoples  Drug  Stores  can  save 
them  up  to  50%  on  the  cost  of 
their  prescriptions. 

Peoples  is  a leader  in 
offering  generic  drugs  equivalent 


in  quality  to  brand  name  drugs. 
We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehen- 
sive generic  drug  program. 

Today  we  believe  we  stock  the 
largest  supply  of  both  brand 
name  and  generic  drugs. 

If  you  have  a question  about 
a generic  drug  or  need  any  other 
assistance  from  a Peoples 


pharmacist,  use  our  special 
unlisted  phone  number.  Each 
Peoples  Drug  Store  has  one.  It's 
given  only  to  doctors  and 
answered  only  by  our  pharma- 
cists. If  you  don't  have  this 
number  yet,  just  call  your  nearest 
Peoples  Drug  Store  and  ask  the 
pharmacist  for  the  special 
"doctors  only''  number. 


^7  / — i Y 

PEOPLESDRUG 
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1984 

CONVENTION 

REPORT 


PHOTOS  BY 
JOYCE  WOLF 
AND 

BOB  SULLIVAN 


I)r.  Shirley  khalouf,  House  speaker,  and  Dr.  Fred  Dahling,  vice-speaker,  preside 
over  (he  second  session  of  (he  135th  annual  meeting  of  the  House  of  Delegates  dur- 
ing which  nearly  40  resolutions  were  introduced. 


Dr.  William  J.  Sabo  of  Munster  (left)  and 
Dr.  Thomas  C.  Tyrrell  of  Hammond 
check  the  House  of  Delegates  Handbook 
for  the  phrasing  of  a resolution. 


N 


Dr.  Donald  J.  kerner  (left)  and  Dr. 
Stephen  Jay  of  Indianapolis  listen  to  the 
reading  of  a Reference  Committee  report. 


Dr.  Paul  Siebenmorgen  (at  microphone)  discusses  his  views  on  an  issue  prior  to  a 
House  of  Delegates  vote.  (Dr.  Siebenmorgen  was  chosen  president-elect  during  the  |(j 
convention). 
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Dr.  Lukemeyer  (left),  outgoing  president,  administers  the  oath  of  office  to  newly  elected  or  re-elected  ISMA  officers. 


President-elect  Lawrence  E.  Allen  (left)  presents  a plaque  in 
recognition  of  service  to  outgoing  president,  Dr.  George  T. 
Lukemeyer. 


Reference  Committee  hearings,  held  Friday  night  and  Satur- 
day morning,  were  well  attended. 


December  1 984 


Members  of  the  head  table  applaud  visiting  dignitaries  during 
the  President’s  Dinner. 


Dr.  Willard  S.  Krabill  of  Goshen,  chairman  of  Reference  Com- 
mittee 3 (legislation),  indicates  the  next  topic  of  discussion. 
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Approximately  175  Indiana  physicians,  spouses  and  guests  attended  this  year's  IMPAC 
luncheon. 


Mr.  and  Mrs.  Fred  kinghorn  (left)  were  special  guests  during  the  meeting  of  Indiana 
Medicine's  Editorial  Board.  Mr.  Kingborn  has  been  designing  the  magazine’s  front 
covers  more  than  25  years.  Seated  to  the  left  of  Dr.  Charles  A.  Bonsett,  author  of 
the  popular  “Medical  Museum  Notes”  column,  is  Ms.  Katherine  M.  McDonell, 
curator  of  the  Medical  Museum  and  managing  editor  of  the  newsletter,  “Snakeroot 
Extract,”  which  appears  quarterly  in  Indiana  Medicine. 


Nine  speciality  meetings  were  conducted  Sunday. 


Mr.  Michael  Dunn  of  Michael  Dunn  and 
Associates,  Washington,  D.C.,  presents 
the  keynote  address  during  the  IMPAC 
luncheon. 


Rep.  Andrew  Jacobs  Jr.,  chairman  of  the 
House  Ways  and  Means  Committee  and 
the  House  Subcommittee  on  Health, 
discussed  the  financing  of  graduate 
medical  education  during  the  meeting  of 
the  Association  of  Indiana  Directors  of 
Medical  Education  (AIDME). 
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Newly  installed  members  of  the  ISMA  Fifty  Year  Club.  (A  complete  listing  appears  on  page  1061.) 


Kenneth  W.  Bush  (second  from  right),  ISMA  assistant  executive  director  since  1976,  is  applauded  by  past  presidents  of  ISMA 
after  being  appointed  an  honorary  member  of  the  Association.  An  official  Resolution  of  Commendation  appears  in  the  resolu- 
tions insert.  Mr.  Bush  has  been  employed  by  ISMA  nearly  25  years. 


Past  Presidents  luncheon.  The  ISMA  has  18  living  past  presidents. 
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I)r.  Lukemeyer  (right)  presents  a recognition  plague  to  Dr. 
Siebenmorgen,  who  completed  three  years  as  chairman  of  the 
Board  of  Trustees. 


Indiana  Governor  Robert  Orr  congratulates  Dr.  Malcolm  O. 
Scamahorn  of  Pittsboro,  an  AMA  delegate,  after  awarding  him 
the  honorary  title,  “Sagamore  of  the  Wabash.” 


Dr.  Harlan  H.  Tyner  of  Indianapolis  takes  time  out  at  an  ISMA 
booth  to  buy  tickets  for  the  President’s  Dinner.  At  right  are 
John  Wilson  and  Susan  Grant,  ISMA  staffers. 


Dr.  John  D.  MacDougall  of  Beech  Grove,  newly  elected  chair- 
man of  the  Board  of  Trustees,  conducts  a ^organizational 
meeting  of  the  Board. 


Mrs.  Judy  Koontz  of  Vincennes,  ISMA  Auxiliary  president,  ac- 
cepts a bouquet  of  flowers  from  Dr.  Lukemeyer  following  her 
address  to  the  House  of  Delegates. 


From  left.  Dr.  Paul  Siebenmorgen,  Don  Foy  (ISMA  executive 
director)  and  Dr.  Lowell  Steen  share  viewpoints. 
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Doctors  test  equipment  such  as  a 
spirometer  offered  by  Med-Rep,  Inc.  of 
Carmel. 


Addressing  medicine’s  various  ethical  implications  of  clinical  judgment  during  a general 
meeting  Saturday  afternoon  were  (from  left)  David  H.  Smith,  Ph.D.,  chairman  and 
professor  of  religious  studies,  Indiana  University;  Dr.  Morris  Green,  Lesh  Professor 
and  chairman  of  the  Dept,  of  Pediatrics,  I.U.  School  of  Medicine;  Dr.  Nancy  W. 
Dickey  of  Richmond,  Tex.,  vice-chairman  of  the  AMA’s  Judicial  Council;  and  Dr. 
J.  Lee  Dockery,  associate  dean,  University  of  Florida.  Total  attendance  at  this  year’s 
convention  was  1,001. 


A Dista  Products  Co.  representative,  Ron 
Diersing  (top  photo,  left)  discusses  phar- 
maceuticals with  Dr.  R.  Adrian  Lanmng 
of  Noblesville,  an  ISMA  alternate  trustee. 
At  left,  doctors  find  the  computer  equip- 
ment offered  by  technical  exhibitors 
especially  interesting.  Nearly  30  technical 
exhibitors  participated  in  this  year’s 
convention. 
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1984  Physician  Community  Service  Award 


Dr.  Ross  L.  Egger,  a family  practice 
specialist  in  Daleville,  received  the  Indi- 
ana State  Medical  Association  1984 
Physician  Community  Service  Award  at 
the  ISMA  annual  convention  in  In- 
dianapolis, Friday,  Oct.  19. 

Dr.  Egger,  who  was  graduated  from 
Ball  State  University  in  1959  and  the  I.U. 
School  of  Medicine  in  1962,  received  the 
award  from  Dr.  George  T.  Lukemeyer, 
ISMA  president. 

Sponsored  each  year  by  A.  H.  Robbins 
Pharmaceutical  Company,  Richmond, 
Va.,  the  award  recognizes  outstanding 
service  to  one’s  community  in  the  public 
interest. 

Dr.  Egger,  who  started  the  totally 
volunteer  Emergency  Medical  Service  in 
Middletown,  Ind.,  initiated  discussions 
with  Muncie  governmental  offices  which 
eventually  led  to  an  Emergency  Medical 
Service/Paramedic  Service  for  Delaware 
County.  In  addition,  Dr.  Egger  organized 
the  Shenandoah  Athletic  Club,  which 
originated  a youth  football  program,  and 
later  organized  the  Shenandoah  Athletic 
Boosters,  who  have  provided  over  $30,000 
to  the  athletic  fund  in  four  years. 

The  recipient  of  the  “Muncie  Mover” 
Award,  Dr.  Egger  was  a Little  League 


Ross  L.  Egger,  M.D. 
Daleville  Family  Physician 


football  coach  for  five  years,  a Little 
League  baseball  coach/manager  for  four 
years,  and  organized  and  ran  the  Hallo- 
ween Parade  for  the  Chamber  of  Com- 
merce. A speaker  at  many  community  lay 


group  meetings,  he  is  a member  of  the 
Middletown  Lions  Club  and  the  Middle- 
town  Methodist  Church. 

Dr.  Egger,  recipient  of  the  1980 
Outstanding  Family  Practice  Teacher 
Award,  started  the  first  Family  Practice 
Residency  in  Indiana  (5th  in  the  country) 
and  was  one  of  the  founders  of  the  first 
general  practice/family  practice  club  in 
the  United  States,  which  now  claims  more 
than  100  members. 

A diplomate  of  the  American  Board  of 
Family  Practice,  Dr.  Egger  is  also  a 
member  and  past  president  of  the  Indiana 
Academy  of  Family  Physicians;  member 
and  former  delegate  and  alternate 
delegate  to  the  ISMA;  member  and 
former  ISMA  delegate  and  alternate 
delegate  to  the  American  Medical  Associa- 
tion; and  a charter  fellow  and  former 
alternate  delegate  to  the  American 
Academy  of  Family  Physicians.  In  addi- 
tion, he  has  served  as  a member  of  several 
commissions  and  committees  in  these 
organizations  and  currently  serves  as  a 
member  of  the  ISMA  Commission  on 
Public  Relations. 

He  and  his  wife  Noralynn  have  two 
daughters  and  two  sons  and  reside  in 
Middletown. 
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Call  to  Order,  Miscellaneous  Business 


The  House  of  Delegates  convened  its 
135th  Annual  Convention,  featuring  the 
theme  “Revolution  in  Patient  Care,’’  at 
1 p.m.,  EST,  Friday,  Oct.  19,  1984,  at  the 
Radisson  Hotel,  Indianapolis,  Ind.  The 
final  session  of  the  House  of  Delegates 
convened  at  9:30  a.m.,  EST,  Monday, 
Oct.  22,  1984.  Presiding  at  both  sessions 
were  Dr.  Shirley  T.  Khalouf,  speaker, 
assisted  by  Dr.  Fred  Dahling,  vice 
speaker.  Dr.  Lloyd  L.  Hill,  Peru,  served 
as  parliamentarian.  Invocation  was  given 
by  Donald  L.  Cochran,  Ph.D.,  Minister, 
Southport  Christian  Church. 

Approval  of  Minutes 

The  proceedings  of  the  134th  Annual 
Meeting  of  the  House  of  Delegates,  held 
at  the  Executive  Inn,  Evansville  (October 
14-17,  1983)  and  published  in  the 
December  1983  issue  of  The  Journal  of 
the  Indiana  State  Medical  Association 
(renamed  Indiana  Medicine  in  1984) 
were  approved. 


Tribute  was  extended  to  members  of  the  In- 
diana State  Medical  Association  who  died  since 
the  1983  session. 

H.  Clair  Amstutz,  M.D.,  Goshen 
Parker  R.  Beamer,  M.D.,  Oak  Park,  IL 
(formerly  of  Indianapolis) 

Horace  D.  Bell,  M.D.,  South  Bend 
Lester  D.  Bibler,  M.D.,  Indianapolis 
Fay  F.  Boys,  M.D.,  Naples,  FL 
(formerly  of  East  Chicago) 

Robert  H.  Brosius,  M.D.,  Fort  Wayne 
James  S.  Browning,  M.D.,  Indianapolis 
Hargis  R.  Bush,  M.D.,  Cannelton 
Hugo  M.  Cahn,  M.D.,  Indianapolis 
Melville  E.  CaJacob,  M.D.,  Terre  Haute 
Alfred  Chona,  M.D.,  Munster 
James  F.  DeNaut,  M.D.,  Knox 
George  R.  Donahue,  M.D.,  West  Lafayette 
C.B.  Fausset,  M.D..  Brownsburg 
Walter  J.  Filipek,  M.D.,  South  Bend 
Herbert  Frank,  M.D.,  South  Bend 
William  H.  Garner,  M.D.,  New  Albany 
Richard  P Good,  M.D.,  Kokomo 
Howard  B.  Hamilton,  M.D.,  Indianapolis 
Stanley  M.  Hammond,  M.D.,  Michigan  City 
Daniel  M.  Hare,  M.D.,  Evansville 
Eli  B.  Harter,  M.D.,  Lafayette 
Richard  R.  Horswell,  M.D.,  Lafayette 
John  L.  Humphreys,  M.D.,  Bethel  Park,  PA 
(formerly  of  Fort  Wayne) 


Election  of  Officers 

Dr.  Lawrence  E.  Allen,  Anderson,  as 
president-elect,  succeeded  to  the  office  of 
president.  Dr.  Paul  Siebenmorgen,  Terre 
Haute,  was  elected  president-elect.  Other 
elections  included: 

Treasurer — Dr.  George  Rawls, 

Indianapolis 

Assistant  Treasurer — Dr.  Max  Wese- 
mann,  Franklin 

Speaker  of  the  House — Dr.  Shirley  T. 
Khalouf,  Marion 

Vice  Speaker  of  the  House — Dr.  Fred 
W.  Dahling,  New  Haven 

Chairman,  Board  of  Trustees — Dr. 
John  MacDougall,  Beech  Grove 

Clerk/Chairman  Pro  Tern,  Board  of 
Trustees — Dr.  Michael  Mellinger,  La 
Grange 

At  Large  Member,  Executive  Commit- 
tee— Dr.  Mark  M.  Bevers,  Seymour 

At  Large  Member,  Executive  Commit- 
tee— Dr.  Davis  W.  Ellis,  Rushville 


In  Memoriam 


Walter  G.  Hunsberger,  M.D.,  Lafayette 
Laverne  B.  Hurt,  M.D.,  Delray  Beach,  FL 
(formerly  of  Indianapolis) 

Joseph  D.  Imhof,  M.D.,  Muncie 
George  M.  Jewell,  M.D.,  Kokomo 
E.F.  Jones,  M.D.,  Rensselaer 
William  A.  Karsell,  M.D.,  Carmel 
Harley  M.  Kauffman,  M.D.,  Evansville 
Charles  H.  Kenner,  Jr.,  M.D.,  Indianapolis 
Frederick  L.  Kiechle,  M.D.,  Evansville 
Emmett  B.  Lamb,  M.D.,  Indianapolis 
Chet  K.  Lamber,  M.D.,  Indianapolis 
Otto  F.  Lehmberg,  M.D.,  Columbia  City 
James  D.  Lukins,  M.D.,  Salem 
William  C.  McConnell,  M.D.,  Sunman 
Corley  B.  McFarland,  M.D.,  South  Bend 
K.  Randolph  Manning,  M.D.,  Indianapolis 
William  J.  Miller,  M.D.,  Fort  Wayne 
Francis  B.  Mountain,  M.D.,  Port  St.  Lucie,  FL 
(formerly  of  Connersville) 

Roy  V.  Myers,  M.D.,  West  Palm  Beach,  FL 
(formerly  of  Indianapolis) 

Leonard  W.  Neal,  M.D.,  Munster 
Louis  T.  Need,  M.D.,  Indianapolis 
Leonard  L.  Nesbit,  M.D.,  Anderson 
H.  Eugene  Newby,  M.D.,  Sheridan 
Lowell  W.  Painter,  M.D.,  Winchester 
Chris  A.  Pascuzzi,  M.D.,  South  Bend 
Robert  W.  Phares,  M.D.,  Kokomo 
Francis  W.  Porro,  M.D.,  Evansville 


Elected/Reelected 
Trustees,  Alternates  — 1984-85 

Trustees: 

District  2 — Dr.  Ralph  W.  Stewart, 
Vincennes 

District  5 — Dr.  Benny  Ko,  Terre  Haute 

District  7 — Dr.  William  H.  Beeson, 
Indianapolis 

District  8 — Dr.  William  C.  VanNess, 
Summitville 

District  11 — Dr.  Edward  Langston, 
Flora 

Alternate  Trustees: 

District  5 — Dr.  Fred  Haggerty, 
Greencastle 

District  7 — Dr.  Donna  Meade, 
Indianapolis 

District  8 — Dr.  Douglas  Triplett, 
Muncie 

District  11 — Dr.  Jack  Higgins, 
Kokomo 


Thomas  J.  Quilty,  M.D.,  New  Paris 
Forrest  F.  Radcliff,  M.D.,  Evansville 
Ruth  F.  Rasmussen,  M.D.,  South  Bend 
Elsie  Reid,  Indianapolis 
Antone  C.  Remich,  M.D.,  Munster 
Edgar  E.  Richards,  M.D.,  Russellville 
John  L.  Rittmeyer,  M.D.,  Muncie 
H.  Harold  Rodin,  M.D.,  South  Bend 
Sam  I.  Rotman,  M.D.,  Jasonville 
John  W.  Rousseau,  M.D.,  Angola 
Andrew  E.  Russo,  M.D.,  Crown  Point 
William  J.  Ryan,  M.D.,  Columbus 
Henry  R.  Schroeder,  M.D,  Evansville 
Vernon  A.  Shanklin,  M.D.,  Vincennes 
Tom  G.  Sheller,  M.D,  Logansport 
Duncan  M.  Shields,  M.D.,  Chesterton 
Herbert  L.  Shroyer,  M.D.,  Dunkirk 
David  B.  Silbert,  M.D.,  Shelby ville 
Edward  B.  Smith,  M.D.,  Inverness,  FL 
(formerly  of  Indianapolis) 

Lloyd  H.  Smith,  M.D.,  North  Manchester 
Sydney  L.  Stevens,  M.D.,  Indianapolis 
Jefferson  I.  Streepey,  M.D.,  New  Albany 
Thomas  F.  Teller,  M.D.,  Evansville 
Herbert  Ufkes,  D.O.,  North  Judson 
Lester  W.  Veach,  M.D.,  Bainbridge 
Edwin  D.  Williams,  M.D.,  Gary 
John  F.  Wixted,  M.D.,  Harbert,  MI 
(formerly  of  Mishawaka) 

Bruce  A.  Work,  M.D.,  Frankfort 
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Call  to  Order,  Miscellaneous  Business 


Election  of  Delegates, 

Alternate  Delegates  to  the  AMA 

The  following  were  elected  to  two-year 
terms  as  delegates  and  alternate  delegates 
to  the  American  Medical  Association, 
their  terms  to  expire  Dec.  31,  1986: 

Delegates: 

Dr.  Everett  E.  Bickers,  Floyds  Knobs 

Dr.  Malcolm  O.  Scamahorn,  Pittsboro 

Dr.  Gilbert  M.  Wilhelmus,  Evansville 

Alternates: 

Dr.  Alvin  J.  Haley,  Carmel 

Dr.  John  A.  Knote,  Lafayette 

Dr.  Robert  M.  Seibel,  Nashville 


Holdover  Delegates  and  Alternate 
Delegates:  (Terms  expire  Dec.  31,  1985) 
Delegates 

Dr.  Marvin  E.  Priddy,  Fort  Wayne 
Dr.  Peter  R.  Petrich,  Attica 
Dr.  Thomas  C.  Tyrrell,  Hammond 

Alternates: 

Dr.  Martin  J.  O’Neill,  Valparaiso 
Dr.  ArvineG.  Popplewell,  Indianapolis 
Dr.  Vincent  J.  Santare,  Munster 


Scientific  Exhibit  Awards 

3rd  Place  Award:  “The  Effect  of 
Alcohol  on  the  Skeletal  System” 
Exhibitor:  Dr.  Raymond  O.  Pierce,  Jr. 
2nd  Place  Award:  “Direct  Determina- 
tion of  Muscle  Strength,  Speed  and 
Endurance” 

Exhibitor:  Dr.  Larry  K.  Steinrauf 
1st  Place  Award:  “The  Peculiar 
Features  and  Mysterious  Nature  of 
Duchenne’s  Muscular  Dystrophy” 
Exhibitor:  Dr.  Charles  A.  Bonsett 
Members  of  Judging  Committee:  Dr. 
Joe  C.  Christian,  Dr.  Shokri  Radpour 
and  Dr.  Franklin  A.  Bryan,  chairman. 


Dr.  Siebenmorgen  Chosen  President-Elect 


Dr.  Paul  Siebenmorgen  of  Terre  Haute 
was  chosen  president-elect  of  the  Indiana 
State  Medical  Association  Oct.  22  during 
the  135th  annual  convention  in 
Indianapolis. 

Dr.  Siebenmorgen,  a specialist  in  fami- 
ly practice,  was  elected  by  the 
200-member  House  of  Delegates  during 
the  final  session  of  the  House.  He  will 
assume  the  presidency  of  the  ISMA  at  its 
136th  annual  convention  in  South  Bend 
in  October  1985. 

Dr.  Lawrence  E.  Allen,  an  Anderson 
urologist,  succeeded  Dr.  George  T. 
Lukemeyer  of  Indianapolis  as  president. 

Dr.  Siebenmorgen,  who  served  as 
chairman  of  the  ISMA  Board  of  Trustees 
from  October  1981  to  October  1984, 
received  a B.S.  degree  in  Education  from 
Indiana  State  University  in  1941  and  the 
M.D.  degree  from  the  I.U.  School  of 
Medicine  in  1944.  After  completing  his  in- 
ternship at  Methodist  Hospital  in  India- 
napolis, he  served  in  the  U.S.  Army 
Medical  Corps  from  1945  to  1947. 

A native  of  Terre  Haute,  Dr.  Sieben- 
morgen maintained  a solo  private  prac- 
tice there  from  1947  until  July  1984  when 
his  daughter,  Dr.  Susan  Siebenmorgen 
Amos,  joined  him  in  the  practice  of  fami- 


ly medicine.  Dr.  Siebenmorgen,  a charter 
fellow  of  the  American  Academy  of 
Family  Physicians  since  1972,  has  been  an 
associate,  clinical  faculty,  Terre  Haute 
Center  for  Medical  Education,  since  1974; 
preceptor,  Department  of  Family  Medi- 
cine, Indiana  University  School  of 
Medicine,  since  1968;  and  was  an  instruc- 


tor, St.  Anthony  Hospital  School  of 
Nursing,  from  1948  to  1958. 

He  has  been  a member  of  the  Vigo 
County  Medical  Society,  ISMA  and 
American  Medical  Association  since 
1947.  In  addition,  he  has  been  a member 
of  the  Terre  Haute  Academy  of  Medicine 
since  1 947 ; American  Academy  of  Fami- 
ly Physicians  and  Indiana  Academy  of 
Family  Physicians  since  1956. 

Dr.  Siebenmorgen  has  held  offices  in 
a large  number  of  medical  organizations 
including:  ISMA  trustee,  10th  Medical 
District,  1978-1984;  president,  Vigo 
County  Medical  Society,  1970-1971; 
president,  Terre  Haute  Academy  of 
Medicine,  1974-1975;  president,  Indiana 
Academy  of  Family  Physicians,  1980; 
Terre  Haute  Regional  Hospital  staff 
president,  1976,  and  trustee,  1977  to  1981; 
president,  Terre  Haute  Medical  Educa- 
tion Foundation,  1978;  chairman, 
Citizen’s  Advisory  Committee,  Terre 
Haute  Center  for  Medical  Education, 
1980-1982;  and  is  presently  serving  as  co- 
chairman,  Long  Range  Planning  Com- 
mittee, Indiana  Academy  of  Family 
Physicians. 

He  and  his  wife  Jane  have  three 
children  and  reside  in  Terre  Haute. 
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ISMA  Welcomes 
Its  142nd  President 


Lawrence  E.  Allen,  M.D. 


President 

Indiana  State  Medical  Association 
1984-1985 


Dr.  Lawrence  E.  Allen  of  Anderson  ac- 
cepted the  presidency  of  the  Indiana  State 
Medical  Association  Oct.  22,  during  the 
final  session  of  the  House  of  Delegates 
at  the  135th  annual  convention  of  the 
ISMA. 

Dr.  Allen,  a former  speaker  of  the 
ISMA  House  of  Delegates,  succeeded  Dr. 
George  T.  Lukemeyer,  Indianapolis,  as 
president  of  the  Association. 

Dr.  Allen,  a urologist,  received  his 
medical  degree  from  the  I.U.  School  of 
Medicine  in  1963  and  an  A.B.  degree 
from  Hanover  College  in  1959.  Original- 
ly from  Bloomington,  he  completed  five 
years  of  internship  and  residency  pro- 
grams at  Methodist  Hospital  in  In- 


dianapolis before  moving  to  Anderson. 

A fellow  of  the  American  College  of 
Surgeons  and  a diplomate  of  the 
American  Board  of  Urology,  Dr.  Allen 
has  served  as  an  instructor  for  the  I.U. 
Medical  Center  senior  elective  course  pro- 
gram and  as  a local  and  state  board 
member  for  the  American  Cancer 
Society. 

He  has  held  offices  in  a large  number 
of  medical  organizations  including: 
delegate,  ISMA;  vice-speaker,  ISMA 
House  of  Delegates;  member,  Executive 
Committee,  ISMA;  chief  of  surgery, 
Community  Hospital,  Anderson;  presi- 
dent, St.  John’s  Hickey  Memorial 
Hospital  medical  staff;  vice-chairman, 


Madison  County  Comprehensive  Health 
Planning  Council;  and  chairman,  Medical 
Advisory  Committee  to  Congressman 
Dan  Burton. 

Dr.  Allen  is  a member  of  the  Madison 
County  Medical  Society,  ISMA,  Ameri- 
can Medical  Association,  Indiana  Urolo- 
gical Society,  American  Urological  Asso- 
ciation, American  College  of  Surgeons, 
American  Association  of  Clinical  Urolo- 
gists, American  Geriatric  Society,  Ameri- 
can Fertility  Society,  North  Central  Sec- 
tion of  AUA,  Pan-Pacific  Surgical 
Association,  and  Societe  Internationale 
D’Urologie,  United  States. 

He  and  his  wife  Lucreta  have  three 
children  and  reside  in  Anderson. 
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Reference  Committees 


REFERENCE  COMMITTEE  NO.  1: 

Reports  of  Officers 

Robert  D.  Dodd,  M.D.,  South  Bend* 


(St.  Joseph  County — District  13)  FP 

Paul  T.  Maier,  M.D.,  Lafayette 
(Tippecanoe  County — District  9)  CD 

Frederick  H.  Buehl,  M.D.,  Vincennes 
(Knox  County — District  2)  P 

Ordonio  J.  Reyes,  M.D.,  Rushville 
(Rush  County — District  6)  GS 

David  J.  Need,  M.D.,  Indianapolis 
(Marion  County — District  7)  PD 


REFERENCE  COMMITTEE  NO.  2: 

Constitution  and  Bylaws 

William  L.  Strecker,  M.D.,  Terre  Haute* 

(Vigo  County — District  5)  AN 

James  E.  Swonder,  M.D.,  Richmond 
(Fort  Wayne-Alien  County — District  12)  GE 

William  J.  Sabo,  M.D.,  Munster 
(Lake  County — District  10)  ORS 

Laurence  K.  Musselman,  M.D.,  Marion 

(Grant  County — District  11)  P 

John  C.  Lowe,  M.D.,  Indianapolis 
(Marion  County— District  7)  GE 


REFERENCE  COMMITTEE  NO.  3: 

Legislative 

Willard  S.  Krabill,  M.D.,  Goshen* 

(Elkhart  County — District  7) 

James  M.  Rausch,  M.D.,  Fort  Wayne 
(Allen  County — District  12) 

Walter  R.  Vaughn,  M.D.,  Vincennes 
(Knox  County — District  2) 

Barbara  J.  Bourland,  M.D.,  West  Lafayette 
(Tippecanoe  County — District  9) 

Donald  J.  Kerner,  M.D.,  Indianapolis 
(Marion  County — District  7) 

Larry  G.  Cole,  M.D.,  Yorktown 
(Delaware  County — District  8) 


PH 

R 

U 

PDC 

FP 

FP 


REFERENCE  COMMITTEE  NO.  4: 

Med.  Ed.  and  Ins. 

A.  Alan  Fischer,  M.D.,  Indianapolis* 
(Marion  County — District  7) 

Mary  E.  Carroll,  M.D.,  Crown  Point 
(Lake  County — District  10) 

Ray  H.  Burnikel,  M.D.,  Evansville 
(Vanderburgh  County — District  1) 
Wymond  B.  Wilson,  M.D.,  Mentone 
(Kosciusko  County — District  13) 

Stephen  D.  Tharp,  M.D.,  Frankfort 
(Clinton  County — District  9) 

William  K.  Schmied,  M.D.,  Jeffersonville 
(Clark  County — District  3) 

REFERENCE  COMMITTEE  NO.  5: 

Miscellaneous 

William  E.  Weber,  Jr.,  M.D.,  Bloomington* 
(Owen-Monroe  County — District  2) 

Richard  Pitman,  M.D.,  Columbus 
(Bartholomew  County — District  4) 

Thomas  A.  Neathamer,  M.D.,  Jeffersonville 
(Clark  County — District  3) 

Harry  D.  Tunnell,  M.D.,  Fort  Wayne 
(Allen  County — District  12) 

Freeman  Martin,  M.D.,  Indianapolis 
(Marion  County — District  7) 

Dean  Beckman,  M S.,  Indianapolis 
(Student  Council,  I.U.  Medical  School) 

REFERENCE  COMMITTEE  NO.  6: 

AM  A Matters 

Marvin  E.  Priddy,  M.D.,  Fort  Wayne* 
(Allen  County — District  12) 

Daniel  T.  Ramker,  M.D.,  Hammond 
(Lake  County — District  10) 

Michael  O.  Monar,  M.D.,  Rockport 
(Spencer  County — District  1) 

Fred  C.  Poehler,  M.D.,  LaFontaine 
(Wabash  County — District  11) 

Ivan  T.  Lindgren,  M.D.,  Aurora 
(Dearborn  County — District  4) 

Mark  Hochstetler,  M.D.,  Indianapolis 
(Marion  County — District  7) 


*Chairman 


CREDENTIALS  COMMITTEE: 

Richard  Schaphorst,  M.D.,  Chairman 
Ray  Burnikel,  M.D. 

Robert  Mouser,  M.D. 

Thomas  Felger,  M.D. 

CHIEF  TELLER: 

Frederick  Poehler,  M.D. 
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ADAMS  (1) 

Norval  S.  Rich,  Decatur 

ALLEN-FORT  WAYNE  (9) 

Charles  H.  Aust,  Fort  Wayne 
Fred  W.  Dahling,  New  Flaven 
Robert  W.  Dettmer,  Fort  Wayne 
Thomas  A.  Felger,  Fort  Wayne 
Fouad  A.  Flalaby,  Fort  Wayne 
Marvin  E.  Priddy,  Fort  Wayne 
Mitchell  B.  Stucky,  Fort  Wayne 
Edwin  E.  Stumpf,  New  Haven 
Harry  D.  Tunnel,  Fort  Wayne 

BARTHOLOMEW-BROWN  (3) 

Richard  Pitman,  Columbus 
Edward  L.  Probst,  Columbus 
Robert  M.  Siebel,  Nashville 

BENTON  (1) 

***Manley  K.  Scheurich,  Oxford 

BOONE  (1) 

Paul  R.  Honan,  Lebanon 

CARROLL  (1) 

T.  Neal  Petry,  Delphi 

CASS  (1) 

Richard  L.  Glendening,  Logansport 

CLARK  (2) 

Olegario  J.  Ignacio,  Jeffersonville 
William  K.  Schmeid,  Jeffersonville 

CLAY  ( 1 ) 

Paul  E.  Houston,  Brazil 
CLINTON  (1) 

Stephen  D.  Tharp,  Frankfort 

DA VI ESS-MARTIN  (2) 

Horace  Norton,  Washington 

DEARBORN -OHIO  (2) 

**GeraId  Bowen,  Lawrenceburg 
■"Gordon  Fessler,  Rising  Sun 

DECATUR  (1) 

■"■"■"Robert  Acher,  Greensburg 

DE  KALB  (1) 

Gary  Lee  Sheeler,  Auburn 

DELAW  ARE-BLACKFORD  (4) 

Larry  Cole,  Yorktown 
**Ross  L.  Egger,  Daleville 
***Donald  W.  Hunsberger,  Montpelier 
L.  Marshall  Roch,  Muncie 

DU  BOIS  (1) 

Bernard  P.  Kemker,  Jasper 


* Missed  first  session 
**  Missed  second  session 
***  Missed  both  sessions. 


ELKHART  (3) 

G.  Beach  Gattman,  Elkhart 
Willard  S.  Krabill,  Goshen 
John  B.  Guttman,  Wakarusa 

FAYETTE-FRANKLIN  (2) 

William  F.  Kerrigan,  Connersville 
■"Perry  F.  Seal,  Brookville 

FLOYD  (1) 

Everett  Bickers,  Floyds  Knobs 

FOUNTAIN-WARREN  (2) 

Jack  Furr,  Hillsboro 
Atee  Salvo,  Williamsport 

FULTON  (1) 

Joseph  D.  Richardson,  Rochester 
GIBSON  (1) 

William  R.  Wells,  Princeton 

GRANT  (2) 

P.  J.  Fisher,  Marion 
Shirley  Khalouf,  Marion 

GREENE  (1) 

♦ ♦♦Frederick  Ridge,  Linton 

HAMILTON  (1) 

R.  Adrian  Lanning,  Noblesville 

HANCOCK  (1) 

*Ray  A.  Haas,  Greenfield 

HARRISON-CRAWFORD  (2) 

’"Bruce  E.  Burton,  Corydon 

HENDRICKS  (1) 

Ted  Ochsner,  Danville 

HENRY  (1) 

Craig  Boone,  New  Castle 

HOWARD  (2) 

Jack  W.  Higgins,  Kokomo 
Tom  Scherschel,  Kokomo 

HUNTINGTON  (1) 

■"■"Richard  Wagner,  Huntington 

JACKSON  (1) 

■"George  Weir,  Brownstown 

JASPER  (1) 

*Kenneth  J.  Ahler,  Rensselaer 

JAY  (1) 

James  S.  Fitzpatrick,  Portland 

JEFFERSON-SWITZERLAND  (2) 

George  L.  Alcorn,  Madison 

JENNINGS  (1) 

***Louis  Calli,  Sr.,  North  Vernon 

JOHNSON  (1) 

Max  M.  Wesemann,  Franklin 

KNOX  (1) 

James  A.  Dennis 


KOSCIUSKO  (1) 

Wymond  B.  Wilson,  Mentone 

I. A  (.RANGE  (1) 

John  A.  Egli,  Topeka 

LAKE  (13) 

J.  Albert  Carey,  Gary 

Mary  E.  Carroll,  Crown  Point 
P.  G.  Iatridis,  Gary 
Walfred  A.  Nelson,  Gary 
Barron  M.  F.  Palmer,  Hammond 
Nicholas  L.  Polite,  Hammond 
Daniel  T.  Ramker,  Hammond 
Creighton  M.  Rawlings,  Munster 
Ronald  R.  Reed,  Hammond 
William  Sabo,  Munster 
Joseph  J.  Sala,  Merrillville 
Lee  Trachtenberg,  Munster 
Thomas  C.  Tyrrell,  Hammond 

LA  PORTE  (2) 

■"Barbara  Backer,  LaPorte 
*Richard  J.  Houck,  Michigan  City 

LAW  RENCE  (1) 

Wallace  D.  Johnson,  Bedford 

MADISON  (2) 

E.  Drew  Carrel,  Anderson 
William  C.  VanNess,  II, 
Alexandria 

MARION-INDIANAPOLIS  (29) 

William  H.  Beeson 

Garry  L.  Bolinger 

James  E.  Carter 

Helen  G.  Czenkusch 

Fred  R.  Dallas 

A.  Alan  Fischer 
Kenneth  Gray 
Ray  L.  Henderson 
Stephen  J.  Jay 
Donald  J.  Kerner 
John  C.  Lowe 
George  T.  Lukemeyer 
Loren  M.  Martin 

B.  T.  Maxam 
Donna  J.  Meade 
1.  E.  Michael 
Robert  W.  Mouser 
Paul  Muller 
David  J.  Need 

■"John  G.  Pantzer 
William  D.  Ragan 
George  Rawls 
Donald  L.  Rogers 
Robert  L.  Rudesill 
Roland  Rust 
Richard  B.  Schnute 
Willis  Stogsdill 
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Hugh  K.  Thatcher,  Jr. 

Douglas  H.  White 

MARSHALL  (1) 

***Michael  F.  Deery,  Culver 

MIAMI  (1) 

James  E.  Duncan,  LaFontaine 

MONTGOMERY  (1) 

***Thomas  E.  Topper,  Crawfordsville 

MORGAN  (1) 

***Ray  D.  Miller,  Martinsville 

NEWTON  (1) 

M.  F.  Guzman,  Morocco 

NOBLE  (1) 

***James  D.  Chandler,  Avilla 

ORANGE  (1) 

***Phillip  T.  Hodgin,  Orleans 

OWEN-MONROE  (4) 

***William  Cutshall,  Bloomington 
B.  Diane  Wells,  Spencer 
William  E.  Weber,  Jr.,  Bloomington 
Paul  J.  Wenzler,  Bloomington 

PARK-VERMILLION  (2) 

***J.  F.  Swaim,  Rockville 

PERRY  (1) 

Robert  A.  Ward,  Tell  City 

PIKE  (1) 

***Donald  L.  Hall,  Petersburg 

PORTER  (2) 

Frank  M.  Sturdevant,  Valparaiso 
John  L.  Swarner,  Jr.,  Valparaiso 

POSEY  (1) 

***John  Vogel,  Mt.  Vernon 

PULASKI  (1) 

***W.  R.  Thompson,  Winamac 

PUTNAM  (1) 

**J.  Thoma  Vierig,  Coatesville 

RANDOLPH  (1) 

Donald  W.  Tharp,  Winchester 

RIPLEY  (1) 

***A.  A.  Daftary,  Batesville 
RUSH  (1) 

*Ordonio  J.  Reyes,  Rushville 

ST.  JOSEPH  (6) 

Don  Chamberlain,  Mishawaka 
Kenneth  Cline,  Wyatt 
Alfred  Cox,  South  Bend 
Robert  D.  Dodd,  South  Bend 
Richard  A.  Schaphorst,  Mishawaka 
Lee  Smith,  Mishawaka 

SCOTT ( 1 ) 

***Marvin  L.  McClain,  Scottsburg 


SHELBY  (1) 

Wilson  L.  Dalton,  Shelbyville 
SPENCER  (1) 

***Michael  O.  Monar,  Rockport 

STARKE  (1) 

*Walter  Fritz,  Knox 

STEUBEN  (1) 

Kenneth  A.  Bison,  Angola 

SULLIVAN  (1) 

***Glen  McClure,  Sullivan 

TIPPECANOE  (4) 

Thomas  A.  Bridge,  Lafayette 
Dennis  Richmond,  Lafayette 
Paul  T.  Maier,  Lafayette 
*Barbara  J.  Bourland,  Lafayette 

TIPTON  (1) 

***Terrence  J.  Ihnat,  Elwood 

VANDERBURGH  (8) 

***John  Bizal,  Evansville 
*Bryant  Bloss,  Evansville 
Ray  H.  Burnikel,  Evansville 
Charles  W.  Hackmeister,  Evansville 
*Eugene  L.  Hendershot,  Evansville 
***Bruce  Romick,  Evansville 
Stanton  Shultz,  Evansville 
L.  Ray  Stewart,  Evansville 

VIGO  (3) 

James  T.  Deppe,  Terre  Haute 
Robert  R.  Taube,  Terre  Haute 
William  L.  Strecker,  Terre  Haute 

W ABASH  (1) 

Fred  Poehler,  LaFontaine 

W ARRICK  (1) 

***L.  B.  Asuncion,  Boonville 

WASHINGTON  (1) 

***Mark  E.  Manship,  Salem 

WAYNE-UNION  (3) 

James  R.  Daggy,  Richmond 
James  R.  Lewis,  Richmond 
Gerald  L.  Price,  Liberty 

WELLS  (1) 

Harold  D.  Caylor,  Bluffton 

WHITE  (1) 

***James  C.  Balvich,  Monticello 

W HITLEY  (1) 

***Thomas  G.  Hamilton,  Columbia 
City 

RESIDENT  DELEGATE 

Steven  G.  Lester,  Indianapolis 

STUDENT  DELEGATE 

Gordon  Hughes,  Indianapolis 
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The  1984  Convention 

House  of  Delegates  Actions 


Resolutions  acted  upon  by  the  1984  House  of 
Delegates  appear  verbatim  in  the  green  insert  of 
this  issue.  Following  is  an  overview  of  those 
actions: 

•Dues  Increase.  That  effective  January  1985, 
ISMA  dues  be  increased  to  $235  per  year  (84-14). 

•Indiana  Malpractice  Act.  That  the  ISMA 
continue  efforts  to  preserve  the  integrity  of  the 
Malpractice  Act  and  the  Patient’s  Compensation 
Fund  (84-31). 

•Impaired  Physician  Network.  That  the  ISMA 
notify  county  medical  societies  of  the  availability 
of  help  for  impaired  physicians  through  the 
Commission  on  Physician  Impairment,  that  the 
ISMA  identify  a contact  person  to  implement 
referrals,  and  that  the  ISMA  encourage  develop- 
ment of  impaired  physician  committees  at  county 
or  district  levels  (84-33A). 

•Voting — Hospital  Boards.  That  the  ISMA 
develop  legislation  to  require  at  least  one  local 
physician  with  voting  privileges  on  the  board  of 
trustees  of  every  tax-supported  hospital  (84-1). 

•Environmental  Health  Programs.  That  the 
ISMA  support  the  continuance  of  environmen- 
tal health  programs  (by  the  State  Board  of 
Health),  encourage  a strong  medical  and  scien- 
tific role  in  these  endeavors,  and  support 
legislative  efforts  to  provide  resources  (through 
funding  and  policy  development)  that  will  allow 
the  State  Board  of  Health  to  more  adequately 
control  environmental  pollution  (84-30). 


•ISMA  Conventions.  That,  beginning  in  1986, 
ISMA  conventions  be  held  in  the  Indianapolis 
area  unless  the  Board  of  Trustees  recommends 
otherwise  (84-1 1);  and  that,  beginning  in  1986, 
annual  conventions  be  conducted  Thursday 
through  Sunday  (84-19). 

•Generic  Drug  Substitutions.  That  the  ISMA 
initiate  programs  to  better  inform  physicians  and 
the  public  about  the  therapeutic  differences  be- 
tween brand  name  drugs  and  generic  substitu- 
tions (84-23). 

•Public  Health  Services.  That  the  ISMA  sup- 
port legislation  for  state  funding  of  local  health 
jurisdiction  and  approve  the  principle  of  state 
funding  for  all  basic  public  health  services 
(84-29). 

•Medicare  Regulations.  That  the  ISMA 
support  the  AMA’s  lawsuit  challenging  the  con- 
stitutionality of  provisions  of  the  Medicare 
amendments  that  were  passed  with  the  Deficit 
Reduction  Act  of  1984  (84-32). 

•Medical  Staff  Section.  That  the  ISMA 
establish  an  Indiana  Hospital  Medical  Staff  Sec- 
tion (84-17). 

•Resident  Medical  Society.  That  the  ISMA 
Resident  Medical  Society  have  a member  with 
voting  privileges  represented  on  the  ISMA  Board 
of  Trustees  (84-8);  that  the  RMS  be  represented 
in  the  House  of  Delegates  by  one  delegate  for 
every  50  RMS  members  (84-9);  and  that  one 
RMS  member  may  be  appointed  at  large  to  each 
ISMA  commission  (84-15). 
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1984 


RESOLUTIONS  AT  A GLANCE 


Res.  84-1 
Subject : 
ACTION: 

Res.  84-2 
Subject : 
ACTION: 

Res.  84-3 
Subject : 
ACTION: 

Res.  84-4 
Subject : 
ACTION: 

Res.  84-5 
Subject : 
ACTION: 

Res.  84-6 
Subject : 
ACTION: 

Res.  84-7 
Subject : 
ACTION: 

Res.  84-8 
Subject : 
ACTION: 

Res.  84-9 
Subject : 
ACTION: 

Res.  84-10 
WITHDRAWN 

Res.  84-11 
Subject : 
ACTION: 

Res.  84-12 
Subject : 
ACTION: 

Res.  84-13 
Subject : 
ACTION: 


Physician  Members  of  Hospital  Boards  of  Trustees 
Adopted  as  amended. 


Committee  Structure 
Adopted. 


Redefinition  of  Functions  of  the  Executive  Committee 
Adopted  and  referred. 


Duties  and  Responsibilities  of  Reduce  Drunk  Driving  Committee 
Adopted  as  amended. 


Duties  and  Responsibilities  of  Commission  on  Sports  Medicine 
Adopted . 


Article  III  — I SMA  Consti tuti on--Component  Societies 
Adopted. 


ISMA  Bylaws  Section  12.03--Intern  and  Resident  Medical  Society  (IRMS) 
Adopted  as  amended. 


Resident  Medical  Society  Representatives  on  the  ISMA  Board  of  Trustees 
Adopted  as  amended. 


Resident  Medical  Society  Representation  in  the  ISMA  House  of  Delegates 
Adopted. 


Future  ISMA  Convention  Locations 
Adopted  as  amended. 


Payment  for  Health  Care  Services 
Adopted  as  amended. 


Uniform  Dues  Reimbursement  Policy 
Adopted  as  amended. 
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Res.  84-14 

Subject:  Dues  Increase 

ACTION:  Adopted. 

Res.  84-15 

Subject:  Resident  Medical  Society  Representati on  on  ISMA  Commissions 

ACTION:  Adopted  as  amended. 

Res.  84-16 

Subject:  Increasing  Supply  of  Physicians 

ACTION:  Not  adopted. 

Res.  84-17 

Subject:  Medical  Staff  Section 

ACTION:  Adopted  as  amended. 

Res.  84-18 

Subject:  Medical  Practice  Law  Revision 

ACTION:  Adopted  as  amended. 

Res.  84-19 

Subject:  Meeting  Days  of  ISMA  Annual  Convention 

ACTION:  Adopted  as  amended. 

Res.  84-20 

Subject:  Chairman  of  the  Executive  Committee 

ACTION:  Not  adopted. 

Res.  84-21 
WITHDRAWN 

Res.  84-22 

Subject:  Review  of  Regulations 

ACTION:  Referred  to  Commission  on  Legislation. 

Res.  84-23 

Subject:  Clarifying  Generic  Substitutions 

ACTION:  Adopted  as  amended. 

Res.  84-24 

Subject:  Closing  of  Staffs  and  Services 

ACTION:  Referred  to  the  Board  of  Trustees. 

Res.  84-25 

Subject:  Suggested  Name  Change  from  Impaired  Physicians  Committee  to 

Distressed  Physicians  Committee 
ACTION:  Not  adopted. 

Res.  84-26 

Subject:  Consumer  Protection  Division,  Office  of  Attorney  General 

ACTION:  Referred  to  Commission  on  Legislation. 

Res.  84-27 

Subject:  Free-Standing  Emergency  Centers 

ACTION:  Referred  to  the  Board  of  Trustees 
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Res.  84-28 

Subject:  Uniform  Dues  Reimbursement  Policy  to  Counties 

ACTION:  Not  adopted. 

Res.  84-29 

Subject:  Funding  of  Basic  Public  Health  Services 

ACTION:  Adopted. 

Res.  84-30 

Subject:  Reorgani zati on  of  Indiana  Envi ronmental  Health 

ACTION:  Adopted  as  amended. 

Res.  84-31 

Subject:  Indiana  Malpractice  Act 

ACTION:  Adopted  as  amended. 

Res.  84-32 

Subject:  Medicare  Regulations 

ACTION:  Adopted  as  amended. 

Res.  84-33A 

Subject:  Indiana  Impaired  Physician  Network 

ACTION:  Adopted  substitute  Res.  84-33A 

Res.  84-34 

Subject:  Payment  of  Insurance  Claims  Within  15  Days 

ACTION:  Adopted. 

PRESIDENTIAL  RESOLUTION 

Subject:  George  T.  Lukemeyer,  M.D. 

ACTION:  Adopted. 

PRESIDENTIAL  RESOLUTION 

Subject:  George  T.  Lukemeyer,  M.D. 

ACTION:  Adopted. 

RESOLUTION  CONCERNING  HUGH  K.  THATCHER,  JR.,  M.D. 

ACTION:  Adopted. 

RESOLUTION  CONCERNING  ISMA  STAFF  AND  OTHERS 
ACTION:  Adopted. 

RESOLUTION  CONCERNING  HONORARY  MEMBERSHIP  FOR  KENNETH  W.  BUSH 
ACTION:  Adopted. 

MEMORIAL  RESOLUTION  CONCERNING  LEONARD  W.  NEAL,  M.D. 

ACTION:  Adopted. 
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RESOLUTION  84-1 

Introduced  by:  Miami  County  Medical  Society 

Subject:  Physician  Members  of  Hospital  Boards  of  Trustees 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Adopted  as  amended. 

Whereas,  The  laws  of  Indiana  permit,  however,  do  not  require  physician  members 
on  hospital  Boards  of  Trustees;  and 

Whereas,  Local  communities  have  long  established  traditions  of  appointing  non- 
physician dedicated  civic  and  business  leaders  to  such  boards;  and 

Whereas,  Such  members  often  lack  prior  knowledge  and  experience  regarding  the 
needs  of  the  local  hospital  or  in  the  field  of  health  care;  and 

Whereas,  Local  physicians  obviously  possess  the  most  authoritative  knowledge  and 
experience  regarding  the  needs  of  the  local  hospital;  and 

Whereas,  Economic  and  competitive  factors  mandate  prudent  management  of  hospi- 
tals today  more  than  ever;  therefore  be  it 

Resol ved , That  the  ISMA  develop  legislation  to  require  the  voting  membership  of 
at  least  one  local  physician  on  any  tax-supported  hospital  board  of  trustees; 
and  be  it  further 

Resol ved,  That  the  ISMA  support  the  standard  of  the  Joint  Commission  on 
Accredi tati on  of  Hospitals  which  recommends  physician  membership  on  all  hospital 
boards;  and  be  it  further 

Resolved,  That  such  physician  should  be  one  recommended  by  the  medical  staff. 


RESOLUTION  84-2 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Committee  Structure 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted. 

Whereas,  Expertise  and  interest  from  knowledgeable  physicians  enhances  the  acti- 
vities of  a committee;  and 

Whereas,  The  present  committee  structure  of  not  less  than  4 and  not  more  than  5 
members  is  limiting;  therefore  be  it 

Resol ved , That  Section  7.02  of  the  ISMA  Bylaws  be  amended  to  read:  Except  as 
otherwi se  stated  in  the  Bylaws,  a committee  shall  consist  of  not  less  than  five 
(5)  members  appointed  from  the  general  membership  of  the  Association  and  shall 
be  appointed  annually  by  the  President,  (remaining  portion  of  7.02  is  unchanged) 
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RESOLUTION  84-3 
Introduced  by: 
Subject : 
Referred  to: 
ACTION: 


ISMA  Commission  on  Constitution  and  Bylaws 
Redefinition  of  Functions  of  the  Executive  Committee 
Reference  Committee  No.  2 

Adopted;  referred  to  Commission  on  Constitution  and  Bylaws  to 
make  appropriate  changes  in  section  numbering  and  where 
appropriate  to  change  terminology  of  Executive  Committee  to 
Board  of  Trustees. 


Whereas,  The  1983  Supplemental  Report  of  the  Chairman  of  the  Board  included  a 
report  of  the  ad  hoc  Committee  to  Study  the  Structure/Function  of  the  Executive 
Committee  (as  per  Resolution  81-1)  requested  amendments  to  the  presently  stated 
functions  of  the  Executive  Committee;  therefore  be  it 


Resol ved , That  Section  5.0601  final  paragraph  be  amended  by  substitution  to 
read,  The  authority  and  functions  assigned  by  the  Board  to  the  Executive 
Committee  shall  be  reviewed  annually  at  the  first  regular  meeting  of  the  Board 
of  Trustees;  and  be  it  further 


Resol ved , That  Section  3.0401  final  sentence  be  amended  by  deletion,  [shall  be 
arranged  by  the  Executive  Committee  except  where  scientific  papers  are  included, 
in  which  event  the  scientific  part  of  the  program];  and  be  it  further 

Resol ved.  That  Section  4.0301  fourth  paragraph  be  amended  by  deletion  [at  such 
time  as  may  be  arranged  by  the  Executive  Committee];  and  be  it  further 

Resol ved , That  Section  4.0305  last  paragraph,  final  sentence  be  amended  by  addi- 
tion, at  least  annually;  and  be  it  further 

Resol ved , That  Section  4.0305  final  sentence,  last  paragraph  (as  amended)  becomes 
6.0202  and  all  other  sections  and  subsections  be  renumbered  accordingly;  and  be 
it  further 


Resol ved , That  Section  6.01  be  amended  by  addition  to  end  of  first  sentence, 
Trom  its  voting  members;  and  be  it  further 


Resol ved , That  Section  6.01  be  amended  by  deletion  of  all  following  the  3rd 
sentence;  (final  sentence  - Its  Secretary  shall  be  the  Executive  Director  of  the 
Association.);  and  be  it  further 

Resol ved , That  a new  Section  6.02  be  added  and  all  following  sections  and  sub- 
sections be  renumbered  accordingly  (Quorums  becomes  6.0201),  6.02  DUTIES:  It 

shall  meet  with  the  Executive  Director  on  the  call  of  the  Chairman,  or  of  any 
three  (3)  members  to  plan  and  execute  such  work  as  may  be  necessary  for  the 
welfare  of  the  Association  and  the  conduct  of  the  Executive  Director's  office 
and  such  other  duties  as  the  Board  may  specify  during  the  intervals  between  the 
meetings  of  the  Board,  and  shall  report  its  actions  to  the  Board;  and  be  it 
further 

Resol ved , That  Section  6.05  be  amended  by  addition,  following  the  first  3 words, 
and  with  approval  of  the  Board;  and  be  it  further 
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Resol ved , That  Section  7.1003  be  amended  by  substitution,  (5th  sentence)  The 
actions  of  this  committee  shall  be  certified  to  the  Board  of  Trustees.  (6th 
sentence)  Each  year  a report  of  the  Committee's  activities,  including  a finan- 
cial accounting  report  of  the  fund  itself  as  administered  by  the  trustee,  shall 
be  made  a part  of  the  Board  Chairman's  annual  report  to  the  House  of  Delegates; 
and  be  it  further 

Resol ved , That  Section  7.1008  be  amended  by  substitution  (next  to  last  sentence 
first  paragraph),  The  arrangements  and  the  character  of  any  and  all  technical 
exhibits  must  meet  with  the  approval  of  the  Board  of  Trustees  of  the  Association, 
(last  sentence,  first  paragraph)  It  shall,  with  the  approval  of  the  Board  of 
Trustees  prepare  a program  for  scientific  work  for  the  Annual  Convention  in 
which  shall  be  included  the  respective  programs  for  section  meetings  which  shall 
be  prepared  through  cooperation  with  the  offices  of  the  various  sections,  and  it 
shall  with  the  approval  of  the  Board  of  Trustees,  arrange  for  scientific  exhibits 
as  a part  of  the  Annual  Convention;  and  be  it  further 

Resol ved , That  Section  14.00  and  its  subsections  be  amended  by  substitution. 

Board  of  Trustees  be  substituted  for  Executive  Committee  throughout  entire 
Section  14.00  and  its  subsections. 


RESOLUTION  84-4 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Duties  and  Responsibilities  of  Reduce  Drunk  Driving  Committee 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted  as  amended. 

Whereas,  The  1983  House  of  Delegates  mandated  a new  Reduce  Drunk  Driving 
Committee;  and 

Whereas,  The  duties  and  responsibilities  of  said  committee  are  hereby  submitted 
to  this  1984  House  of  Delegates  for  its  approval;  therefore  be  it 

Resol ved , That  Section  7.1006  be  added  to  the  ISMA  Bylaws,  to  read:  The  purpose 

of  the  Reduce  Drunk  Driving  Committee  is  to  reduce  deaths  and  injuries  to 
Indiana  citizens  due  to  drunk  driving  to  the  lowest  possible  level.  The 
unprecedented  nature  of  this  important  commitment  to  the  public  requires  that 
the  Committee's  activities  be  broad  in  scope. 


RESOLUTION  84-5 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Duties  and  Responsibilities  of  Commission  on  Sports  Medicine 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted. 

Whereas,  The  1983  House  of  Delegates  mandated  a new  Commission  on  Sports 
Medicine;  and 
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Whereas,  The  duties  and  responsibilities  of  said  commission  are  hereby  submitted 
to  this  1984  House  of  Delegates  for  its  approval;  therefore  be  it 


Resolved,  That  Section  7.1014  be  added  to  the  ISMA  Bylaws,  to  read:  The 

Commission  on  Sports  Medicine  shall  provide  liaison  between  the  ISMA  and  various 
athletic  organizations.  The  Commission  will  research  issues  and  make  recommen- 
dations in  a variety  of  areas  relating  to  sports  medicine  in  our  state,  in  an 
attempt  to  improve  the  medical  care  of  Indiana  athletes  and  related  personnel. 


RESOLUTION  84-6 

Introduced  by:  ISMA  Commission  on  Constitution  and  Bylaws 

Subject:  Article  III  — I SMA  Consti tution--Component  Societies 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted. 

Resol ved , That  Article  III--Component  Societies,  be  amended  to  read:  Component 

societies  are  those  county,  district  or  other  medical  societies  as  specified  in 
the  bylaws  contained  within  the  state  of  Indiana,  and  who  hold  charters  from 
this  Association. 


RESOLUTION  84-7 

Introduced  by:  Resident  Medical  Society 

Subject:  ISMA  Bylaws  Section  12. 03-- Intern  and  Resident  Medical 

Society  (IRMS]~ 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted  as  amended. 

Whereas,  The  position  of  medical  intern  no  longer  exists  in  Indiana;  and 

Whereas,  The  term  Intern  is  used  throughout  Section  12.03  and  its  subsections; 
therefore  be  it 

Resol ved,  That  the  word  Intern(s)  be  deleted  throughout  the  Bylaws;  and  be  it 
further 

Resol ved.  That  the  name  of  this  organization  shall  be  the  Resident  Medical 
Society  of  the  Indiana  State  Medical  Association  (RMS). 


RESOLUTION  84-8 

Introduced  by:  Resident  Medical  Society 

Subject:  Resident  Medical  Society  Representatives 

on  the  ISMA  Board  of  Trustees 
Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted  as  amended. 

Whereas,  The  Resident  Medical  Society  is  a newly  organized  and  chartered 
component  society  of  the  Indiana  State  Medical  Association;  and 
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Whereas,  The  members  of  the  Resident  Medical  Society  practice  in  and  train  in 
different  areas  throughout  the  state  of  Indiana  and  therefore  do  not  fall  in  the 
category  of  any  one  district;  and 

Whereas,  Resident  physicians  have  concerns  different  from  those  of  other  prac- 
ticing physicians;  and 

Whereas,  More  effective  communication  and  interaction  are  desired  between  resi- 
dent physicians  and  the  leadership  of  the  Indiana  State  Medical  Association; 
therefore  be  it 

Resol ved , That  the  Resident  Medical  Society  should  have  one  non-voting  member 
represent  that  Society  on  the  Indiana  State  Medical  Association  Board  of 
T rustees . 

Fiscal  Note:  $500-$600 

$1,000  if  alternate  is  also  seated 
(Recommended  by  ISMA  Executive  Committee) 


RESOLUTION  84-9 

Introduced  by:  Resident  Medical  Society 

Subject:  Resident  Medical  Society  Representation 

in  the  ISMA  House  of  Delegates 
Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted. 

Whereas,  The  Resident  Medical  Society  has  been  established  as  a component 
society  of  the  Indiana  State  Medical  Association;  and 

Whereas,  Members  of  the  Resident  Medical  Society  are  dues-paying  members  of  the 
Indiana  State  Medical  Association;  and 

Whereas,  Members  of  the  Resident  Medical  Society  are  presently  physi cians-i n- 
training  and  present  and/or  potential  members  of  county  medical  societies;  and 

Whereas,  County  medical  societies  presently  are  allotted  one  delegate  to  the 
ISMA  House  of  Delegates  per  fifty  members  and  fraction  thereof;  and 

Whereas,  The  Resident  Medical  Society  presently  is  allotted  only  one  delegate 
and  one  alternate  delegate  to  the  ISMA  House  of  Delegates,  regardless  of  the 
number  of  members;  therefore  be  it 

Resol ved,  That  the  representation  of  the  Resident  Medical  Society  in  the  ISMA 
House  of  Delegates  be  one  delegate  per  fifty  members  and  any  fraction  thereof, 
in  a manner  consistent  with  the  present  system  used  for  county  medical 
societies. 


lM. 
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RESOLUTION  84-10 

Withdrawn  by:  Ramon  Dunkin,  M.D.,  President,  Indiana  Society  of  Internal 

Medici ne 

Michael  A.  Hogan,  M.D.,  Chairman,  Indiana  Chapter,  American 
Academy  of  Pediatrics 

Charles  W.  Hachmeister,  M.D.,  President,  Indiana  Academy  of 
Family  Physicians 

Subject:  Cognitive  Services  Reimbursement 


RESOLUTION  84-11 

Introduced  by:  ISMA  Executive  Committee 

Subject:  Future  ISMA  Convention  Locations 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Adopted  as  amended. 

Whereas,  The  Board  of  Trustees  of  ISMA  on  October  20,  1980  took  action,  "That 
for  future  planning  the  annual  meeting  be  held  every  other  year  in  Indianapolis, 
and  if  possible,  rotating  the  meeting  on  a north  and  south  basis  in  alternate 
years;  and 

Whereas,  This  recommendation  has  been  followed  with  a successful  meeting  in 
Evansville  in  1983;  and 

Whereas,  Future  meetings  are  planned  for  South  Bend  in  1985,  French  Lick  in 
1987,  and  Merrillville  in  1989;  and 

Whereas,  The  one  distinctive  drawback  of  meetings  in  noncentral i zed  locations 
is  the  necessity  for  many  physicians  to  travel  greater  distances  to  attend  the 
annual  convention;  and 

Whereas,  Lack  of  close  and  immediate  access  to  ISMA  records  in  the  headquarters 
office  from  time  to  time  obstructs  immediate  background  information  requests  of 
reference  committees  and  the  House  of  Delegates  as  they  deliberate;  and 

Whereas,  Transporting  staff  to  distant  convention  sites  adds  more  to  the  total 
cost  of  the  convention;  therefore  be  it 

Resol ved,  That  following  the  annual  convention  in  South  Bend  in  1985,  all  future 
annual  Conventions  of  ISMA  be  held  in  Indianapolis  and  Marion  County  or  in 
other  areas  adjacent  to  or  in  close  proximity  to  the  Indianapolis  area,  unless 
an  alternative  site  is  recommended  by  the  Board  of  Trustees  to  the  House  of 
Delegates. 
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RESOLUTION  84-12 

Introduced  by:  ISMA  Section  on  Directors  of  Medical  Education 

Subject:  Payment  for  Health  Care  Services 

Referred  to:  Reference  Committee  No.  4 

ACTION:  Adopted  as  amended. 

Whereas,  A special  feature  of  the  American  system  for  the  payment  of  health 
care  services  has  been  its  inclusion  of  certain  costs  of  health  professions  edu- 
cation and  health  research  in  the  payment  for  health  services;  and 

Whereas,  The  public  needs  well  trained  committed  health  professionals;  and 

Whereas,  Research  provides  the  basis  for  improving  the  quality  of  health  care; 
and 

Whereas,  Withdrawal  of  financial  support  could  have  undesirable  consequences; 
and 

Whereas,  Withdrawal  of  financial  support  could  also  alter  the  makeup  of  individual 
entering  the  health  professions,  therefore  be  it 

Resolved,  That  payment  systems  should  continue  to  help  support  graduate  education 
of  physici ans . 


RESOLUTION  84-13 

Introduced  by:  ISMA  Executive  Committee 

Subject:  Uniform  Dues  Reimbursement  Policy 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Adopted  as  amended. 

Whereas,  Resolution  67-6  instructed  ISMA  to  establish  a system  of  computerized 
billing  for  the  collection  of  all  dues  and  for  distribution  of  those  dues 
separately  to  the  respective  societies;  and 

Whereas,  ISMA  has  received  requests  from  both  county  and  district  societies  for 
special  disbursement  procedures;  and 

Whereas,  Special  disbursement  procedures  present  both  an  administrative  drain 
and  a financial  drain  for  ISMA;  therefore  be  it 

Resolved,  That  ISMA  establish  a uniform  dues  disbursement  policy  that  provides 
for  ISMA  distributing  county  and  district  dues  on  a monthly  basis  and  that  those 
checks  be  mailed  within  ten  days  of  the  close  of  each  month's  business;  and  be 
it  further 

Resol ved , That  the  ISMA  work  with  those  counties  that  have  special  billing  needs 
and  that,  when  feasible,  these  needs  be  accommodated  by  the  ISMA  computerized 
billing  system. 
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RESOLUTION  84-14 

Introduced  by:  ISMA  Executive  Committee 

Subject:  Dues  Increase 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Adopted.  (Roll  Call  Vote) 

Whereas,  The  breadth  and  depth  of  ISMA  activities  and  programs  continue  to 
escalate  in  proportion  to  the  increasing  necessary  involvement  of  organized 
medicine  in  legislation,  public  relations,  member  communications  and  govern- 
mental affairs,  all  designed  to  defend  the  individual  physician's  freedom  to 
practice  quality  care;  and 

Whereas,  The  economy  has  experienced  a cumulative  rate  of  inflation  of  76% 
since  1975,  the  last  year  of  a dues  increase  for  ISMA  members;  and 

Whereas,  The  fiscal  1983-84  budget  contains  a forecast  of  a $35,000  deficit;  and 

Whereas,  The  budget  projection  for  fiscal  1984-85  will  be  substantially  greater; 
and 

Whereas,  The  special  $25  dues  increase,  authorized  for  a two  year  period  by  the 
1982  House  of  Delegates  "to  pursue  all  avenues,  including  litigation  if  neces- 
sary regarding  our  opposition  to  health  insurance  programs  requiring  participa- 
tion agreements  and  to  establish  a fund  for  promotion  of  medical  philosophy  and 
principles"  becomes  void  at  the  end  of  fiscal  1984;  and 

Whereas,  The  percent  of  ISMA  income  derived  from  dues  is  54%  with  the  balance 
coming  from  investments  and  other  non-dues  sources;  therefore  be  it 

Resol ved , That  effective  January  1985  ISMA  dues  be  increased  $54.00  to  two 
hundred  thirty-five  dollars  ($235)  per  year  to  establish  a solid  monetary  base 
for  ISMA's  continued  growth  and  effective  impact  on  anticipated  and  unanticipated 
changes  in  the  medical  care  delivery  system. 


RESOLUTION  84-15 
Introduced  by: 

Subject : 

Referred  to: 
ACTION: 


Resident  Medical  Society  of  the  Indiana  State  Medical 
Associ ati on 

Resident  Medical  Society  Representation  on  ISMA  Commissions 
Reference  Committee  No.  2 

Adopted  as  amended. 


Whereas,  Physi ci ans-i n-trai ni ng  and  young  physicians-in-practice  represent  a 
growing  proportion  of  the  physicians  in  organized  medicine;  and 

Whereas,  The  Resident  Medical  Society  has  been  established  as  a component 
society  of  the  Indiana  State  Medical  Association  to  represent  physicians-in- 
training;  and 

Whereas,  The  Resident  Medical  Society  is  not  a part  of  any  region  represented  by 
an  ISMA  trustee  medical  district;  and 
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Whereas,  Each  medical  district  is  allotted  at  least  one  member  on  each  com- 
mission of  the  Indiana  State  Medical  Association;  and 

Whereas,  Physicians-in-training  are  not  represented  on  ISMA  commissions;  and 

Whereas,  Resident  physicians  have  concerns  different  from  those  of  other  prac- 
ticing physicians;  therefore  be  it 

Resol ved , That  the  ISMA  President  may  appoint  one  resident  physician  as  an 
additional  at  large  member  to  each  ISMA  commission. 

Fiscal  Note:  $1,000 

Recommended  by  ISMA  Executive  Committee 


RESOLUTION  84-16 

Introduced  by:  12th  District  Medical  Society 

Subject:  Increasing  Supply  of  Physicians 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Not  adopted. 

Whereas,  The  number  of  graduating  physicians  has  increased  to  the  point  of 
meeting  the  physician/popul ati on  needs;  and 

Whereas,  Physician  over  population  creates  a condition  leading  to  under  utiliza- 
tion of  talents;  and 

Whereas,  It  does  not  appear  that  a solution  to  this  problem  has  been  sought 
vigorously  at  an  official  licensure  level;  therefore  be  it 

Resol ved,  That  the  Medical  Licensing  Board  of  Indiana  be  requested  to  actively 
seek  an  appropriate  solution  to  this  potential  problem  and  communicate  these 
actions  back  to  the  Indiana  State  Medical  Association. 


RESOLUTION  84-17 

Introduced  by:  George  T.  Lukemeyer,  M.D.,  President,  ISMA 

Subject:  Medical  Staff  Section 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Adopted  as  amended. 

Whereas,  Recent  changes  in  the  delivery  of  health  care  and  its  reimbursement 

have  increased  the  complexity  of  medical  staff  functions  and  responsibilities; 
and 

Whereas,  The  American  Medical  Association  has  formed  a Medical  Staff  Section  to 
respond  to  these  changes  in  the  medical  care  environment;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  form  an  Indiana  Hospital 
Medical  Staff  Section  in  accordance  with  the  bylaws;  and  be  it  further 
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Resolved,  That  the  Indiana  State  Medical  Association  encourage  all  hospitals  in 
■the  state  to  send  an  elected  representative  to  both  state  and  national  meetings 
of  said  section. 

Fiscal  Note:  $15,000 


RESOLUTION  84-18 

Introduced  by:  ISMA  Board  of  Trustees 

Subject:  Medical  Practice  Law  Revision 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Adopted  as  amended. 

Whereas,  The  Indiana  Medical  Practice  Law  does  not  require  any  graduate  medical 
education  in  an  accredited  program  in  the  U.S.  prior  to  taking  the  Indiana  FLEX 
examination;  and 

Whereas,  All  graduates  of  LCME  and  AOA  accredited  schools  and  non  LCME  and  non 
AOA  accredited  schools  may  take  the  Indiana  FLEX  examination  if  proof  of  gradu- 
ation is  considered  valid;  and 

Whereas,  graduates  of  non  LCME  and  non  AOA  accredited  schools  exceed  the  number 
of  graduates  of  LCME  and  AOA  accredited  schools  taking  the  Indiana  FLEX  examina- 
tion and  have  a poorer  pass  record;  and 

Whereas,  If  graduates  of  non  LCME  and  non  AOA  accredited  schools  pass  the 
Indiana  FLEX  examination  they  are  granted  a provisional  license  to  practice  in 
Indiana  for  a period  not  to  exceed  two  years  and  must  serve  under  the  "precep- 
torship"  of  a county  medical  society  or  a hospital  medical  staff;  and 

Whereas,  the  terms  "preceptor"  and  "preceptorshi p"  as  expressed  in  the  medical 
practice  law  do  not  convey  the  intent  of  the  law  regarding  supervision  rather 
than  education  causing  confusion  in  the  interpretation  and  implementation  of 
that  provision  of  the  law;  and 

Whereas,  the  new  FLEX  I and  FLEX  II  examination  requirements  of  the  Federation 
of  State  Licensing  Boards  are  to  be  implemented  in  June  1985;  therefore  be  it 

Resol ved , That  that  portion  of  the  Indiana  Medical  Practice  Law  which  specifies 
that  foreign  medical  graduates  (graduates  of  foreign  medical  schools)  who  have 
not  completed  two  years  of  post-graduate  training  prior  to  passing  the  Indiana 
FLEX  examination  must  agree  to  practice  under  the  preceptorshi p of  a county 
medical  society  or  a hospital  medical  staff  be  deleted;  and  be  it  further 

Resol ved.  That  all  reference  to  foreign  medical  graduates  be  deleted  and 
replaced  by  the  term  "graduates  of  non  LCME  or  non  AOA  accredited  schools";  and 
be  it  further 

Resol ved , That  to  be  eligible  to  take  the  FLEX  I examination,  all  candidates 
must  have  evidence  of  the  completion  of  all  the  educational  requirements  to 
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receive  their  M.D.  or  D.O.  degree  from  a LCME  or  AOA  accredited  school  or 
equivalent  degree  from  a non-LCME  or  non-AOA  accredited  school;  and  be  it 
further 

Resol ved , The  FLEX  I must  be  passed  by  the  candidate  prior  to  the  completion  of 
PGY  I in  an  accredited  program,  and  be  it  further 

Resol ved , That  to  be  eligible  to  take  FLEX  II,  the  candidate  must  have 
successfully  passed  FLEX  I and  successfully  completed  PGY  I In  an  accredited 
program;  or  as  an  alternative  at  the  Medical  Licensing  Board's  discretion,  the 
candidate  may  take  FLEX  I and  II  at  the  same  time,  but  in  any  event  may  not 
receive  an  unlimited  license  to  practice  medicine  in  Indiana  until  the  candidate 
completes  PGY  I in  an  accredited  program,  and  be  it  further 

Resol ved , That  the  Indiana  Medical  Licensing  Board  be  fully  advised  of  the 
aforementioned  plans  and  recommendations. 

LCME  = Liaison  Committee  on  Medical  Education 
AOA  = American  Osteopathic  Association 
FLEX  = Federation  Licensing  Exam 
PGY  = Post  Graduate  Year 


RESOLUTION  84-19 

Introduced  by:  Carroll  County  Medical  Society 

Subject:  Meeting  Days  of  ISMA  Annual  Convention 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Adopted  as  amended. 

Whereas,  At  present  the  ISMA  annual  meeting  is  scheduled  for  Friday  through 
Monday;  and 

Whereas,  Monday  is  the  busiest  day  in  many  practices;  therefore  be  it 

Resol ved , That  starting  in  1986  the  annual  meeting  of  ISMA  be  changed  to  a 
Thursday  through  Sunday  format. 


RESOLUTION  84-20 

Introduced  by:  Fountain-Warren  County  Medical  Society 

Subject:  Chairman  of  the  Executive  Committee 

Referred  to:  Reference  Committee  No.  2 

ACTION:  Not  adopted. 

Whereas,  In  corporate  organi zati onal  structure  usually  the  Chairman  of  the  Board 
of  Trustees  serves  as  Chairman  of  the  Executive  Committee;  and 

Whereas,  In  this  organization  the  Executive  Committee  regularly  reports  and  is 
accountable  to  the  Board  of  Trustees;  and 
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Whereas,  The  Chairman  of  the  Board  should  be  most  able  to  direct  the  Executive 
Committee  and  to  report  any  actions  taken  to  the  Board;  therefore  be  it 

Resol ved.  That  the  Chairman  of  the  Board  also  serve  as  Chairman  of  the 
Executive  Committee. 


RESOLUTION  84-21 

Withdrawn  by:  Fountain-Warren  County  Medical  Society 

Subject:  Annual  Meeting  Site 


RESOLUTION  84-22 

Introduced  by:  Marion  County  Medical  Society 

Subject:  Review  of  Regulations 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Referred  to  Commission  on  Legislation 

Whereas,  The  Indiana  State  Medical  Association  is  charged  with  the  study  of  and 
response  to  legislative  and  regulatory  proposals  as  to  their  effect  upon  the 
practice  of  medicine  and  the  protection  of  the  public  health;  and 

Whereas,  The  Indiana  State  Medical  Association  is  charged  with  keeping  "the  pro- 
fession informed  at  all  times  concerning  its  area  of  responsibility;"  and 

Whereas,  Substantial  regulations  affecting  the  delivery  of  medical  and  health 
service  have  been  and  are  being  promulgated  under  statutory  authority  by  a 
variety  of  agencies  without  being  brought  to  the  attention  of  component 
societies  and  members;  therefore  be  it 

Resol ved,  That  an  appropriate  body  within  the  Indiana  State  Medical  Association 
conduct  a thorough  evaluation  of  health-related  agencies  promulgated  and  pro- 
posed (1983  to  present)  regulations  with  regard  to  their  impact  on  the  protec- 
tion of  the  public  health  and  consistency  with  the  statutory  authorities  under 
which  these  regulations  have  been  or  may  be  proposed;  and  be  it  further 

Resol ved,  That  progress  reports  on  these  efforts  be  made  on  a monthly  basis  to 
component  societies. 

Fiscal  Note:  $5,000 


RESOLUTION  84-23 

Introduced  by:  Marion  County  Medical  Society 

Subject:  Clarifying  Generic  Substitutions 

Referred  to:  Reference  Committee  No.  4 

ACTION:  Adopted  as  amended. 

Whereas,  The  Indiana  State  Medical  Association  supported  generic  substitution 
legislation  to  assist  the  citizens  of  Indiana  in  obtaining  lower  cost  pharma- 
ceutical products  when  medically  appropriate;  and 
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Whereas,  Clinical  effectiveness  of  generic  drugs  due  to  differences  in  bio- 
availability of  their  contents  is  recognized  by  physicians,  despite  the  drugs 
being  chemically  equivalent;  and 

Whereas,  The  best  clinical  results  for  patients  may  be  obtained  through  the  phy- 
sicians' consideration  of  these  differences  in  generic  drugs;  and 

Whereas,  The  interest  of  the  public  is  not  served  by  advertising  and  other  pre- 
sentations which  diminish  the  differences  among  generic  drugs;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  encourage  programs  to 
better  inform  physicians  and  the  public  regarding  the  substantial  differences 
which  may  have  adverse  consequences  on  the  therapeutic  affect  of  generic  drugs. 


RESOLUTION  84-24 

Introduced  by:  Marion  County  Medical  Society 

Subject:  Closing  of  Staffs  and  Services 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Referred  to  the  Board  of  Trustees. 

Whereas,  The  freedom  of  choice  available  to  patients  can  be  detrimental  ly 
affected  by  the  limitations  of  alternatives  available  to  physicians  rendering 
services  in  a hospital  situation;  therefore  be  it 

Resol ved.  That  the  Indiana  State  Medical  Association  oppose  efforts  by  any 
hospital  which  serves  to  limit  physicians'  free  choice  and  competitive 
alternatives  through  the  closing  of  Medical  Staffs,  Sections  of  Medical  Staffs, 
or  which  limit  physician  access  to  services  based  on  arbitrary  objectives  which 
do  not  clearly  enhance  patient  care. 


RESOLUTION  84-25 
Introduced  by: 
Subject : 


Referred  to: 
ACTION: 


Howard  County  Medical  Society 
Suggested  Name  Change  from  Impaired  Physicians 
Committee  to  Distressed  Physicians  Committee 
Reference  Committee  No.  2 

Not  adopted. 


Whereas,  The  name  of  Impaired  Physicians  Committee  implies  a determination  of 
impairment  before  an  actual  evaluation  has  been  accomplished;  and 

Whereas,  The  intent  of  the  committee,  either  county  or  state,  is  to  deal  with 
distressed  physicians  before  impairment  has  occurred;  and 


Whereas,  Early  intervention  is  more  conducive  to  assistance  or  remediation; 
therefore  be  it 


Resol  ved , That  the  name  of  the  local,  county  and  state  Impaired  Physician 
Committees  be  changed  to  Distressed  Physician  Committee. 
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RESOLUTION  84-26 

Introduced  by:  Fort  Wayne  Medical  Society 

Subject:  Consumer  Protection  Division,  Office  of  Attorney  General 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Referred  to  Commission  on  Legislation. 

Whereas,  The  Indiana  Law  (Indiana  Code  Section  25-1-7-5)  requires  that 
complaints  coming  to  the  Consumer  Protection  Division  of  the  Office  of  Attorney 
General,  State  of  Indiana,  and  concerning  licensees  of  the  Medical  Licensing 
Board,  State  of  Indiana,  must  be  forwarded  to  the  Medical  Licensing  Board  for 
resolution  of  the  complaint  through  negotiation;  and 

Whereas,  These  complaints  have  and  will  continue  to  be  forwarded  to  the  Medical 
Licensing  Board  after  negotiation,  resolution  and/or  decision  by  panel  or  trial 
on  the  complaint  has  already  taken  place;  and 

Whereas,  These  complaints  to  the  Medical  Licensing  Board  take  valuable  time  away 
from  other  important  duties  that  are  required  of  the  Medical  Licensing  Board; 
therefore  be  it 

Resol ved,  That  the  Indiana  State  Medical  Association  take  appropriate  action  to 
change  and/or  modify  the  Indiana  Code  to  exempt  physicians  from  the  jurisdiction 
of  the  Consumer  Protection  Division,  Office  of  Attorney  General  in  those 
instances  where  the  complaint  against  the  physician  has  been  resolved  previ- 
ously. 


RESOLUTION  84-27 

Introduced  by:  Clark  County  Medical  Society 

Subject:  Free-Standing  Emergency  Centers 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Referred  to  the  Board  of  Trustees. 

Whereas,  Officials  of  several  hospital  associations  and  other  independent  medi- 
cal groups  have  expressed  intent  to  purchase,  build,  or  subsidize  "free-standing" 
emergency  centers;  and 

Whereas,  Presently  there  are  no  state  regulations  provided  by  the  Indiana  State 
Board  of  Health  to  govern  and  monitor  their  operation;  and 

Whereas,  Use  of  the  words  "emergency"  or  "urgent"  in  the  names  of  such  centers 
may  cause  patients  with  true  life-threatening  emergencies  to  be  present  there 
i nappropri ately  and  with  tragic  consequences;  and 

Whereas,  free-standing  emergency  centers  generally  do  not  provide  for  continuity 
of  patient  care  which  may  further  fragment  the  delivery  of  medical  services  and 
lessen  the  quality  of  care  for  the  patient;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  Commission  on  Legislation 
review  the  matter  of  the  regulation  of  both  hospital  and  medical  group-sponsored 
free-standing  emergency  centers  and  draft  legislation  for  introduction  into  the 


December  1 984 


Indiana  Medicine 


1019 


Indiana  General  Assembly  which  would  broadly  define  and  regulate  the  utilization 
of  similar  terms  and  words  associated  with  "emergency  centers". 


RESOLUTION  84-28 

Introduced  by:  Vanderburgh  County  Medical  Society 

Subject:  Uniform  Dues  Reimbursement  Policy  to  Counties 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Not  adopted. 

Whereas,  Resolution  67-6  instructed  ISMA  to  establish  a system  of  computerized 
billing  for  the  collection  of  all  dues  and  for  distribution  of  those  dues 
separately  to  the  respective  societies;  and 

Whereas,  Vanderburgh  County  Medical  Society  has  complied  with  that  system  to 
date;  and 

Whereas,  ISMA  reimburses  county  dues  to  county  medical  societies  by  different 
arrangements  resulting  in  inequities  in  the  amount  of  interest  earned  by  county 
medical  societies;  and 

Whereas,  Vanderburgh  County  Medical  Society  would  like  the  ability  to  bill  for 
special  dues  categories  and  to  acknowledge  receipt  of  dues  in  a timely  manner; 
therefore  be  it 

Resol ved,  That  ISMA  establish  a uniform  dues  reimbursement  policy  that  provides 
for  ISMA  reimbursing  county  and  district  dues  to  each  respective  society  within 
thirty  (30)  days  of  receipt,  revise  the  billing  form  to  permit  special  county 
dues  categories,  and  send  an  acknowledgment  of  receipt  of  dues  to  the  member  on 
behalf  of  Vanderburgh  County  Medical  Society  and  ISMA. 


RESOLUTION  84-29 

Introduced  by:  Section  on  Preventive  Medicine  & Public  Health 

Subject:  Funding  of  Basic  Public  Health  Services 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Adopted. 

Whereas,  There  is  an  increasing  need  and  demand  for  public  health  services,  many 
of  these  services  are  mandated  by  federal  and  state  legislation,  and  are  imple- 
mented by  local  health  departments;  and 

Whereas,  There  has  been  a long  standing  problem  of  adequate  funding  for  county 
health  departments,  depriving  many  citizens  of  essential  basic  health  services; 
and 

Whereas,  The  Indiana  Association  of  Public  Health  Physicians  is  preparing 
legislation  to  address  these  financial  problems;  therefore  be  it 

Resol  ved , That  the  ISMA  support  legislation  for  state  funding  of  local  health 
Juri  sdi  cti  on  and  approve  the  principle  of  state  funding  for  all  basic  public 
health  services;  and  be  it  further 
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Resol ved , That  this  House  of  Delegates  direct  the  ISMA  Commission  on  Legislation 
to  support  said  legislation. 


RESOLUTION  84-30 

Introduced  by:  Indiana  Academy  of  Family  Physicians 

Subject:  Reorganization  of  Indiana  Environmental  Health 

Referred  to:  Reference  Committee  No.  3 

ACTION:  Adopted  as  amended. 

Whereas,  The  Environmental  Policy  Commission  appointed  by  Governor  Orr  in  the 
Fall  of  1983  will  make  recommendations  to  the  Governor  in  late  October  or  early 
November  1984;  and 

Whereas,  The  majority  of  testimony  to  date  has  emphasized  the  fact  that  adequate 
resources  and  policies  (personnel,  salaries,  equipment,  etc.)  which  are 
necessary  to  carry  out  a successful  environmental  health  program  have  not  been 
provided  to  the  Indiana  State  Board  of  Health;  and 

Whereas,  The  Indiana  State  Board  of  Health  has  provided  the  only  means  for  medi- 
cal input,  assessment  and  direction  to  the  governmental  control  of  the  effects 
of  environmental  pollution  on  human  health;  and 

Whereas,  The  Indiana  State  Board  of  Health  has  traditionally  attempted  to  per- 
form its  responsibilities  in  a non-political,  scientific  and  objective  manner 
which  best  meets  the  health  needs  of  the  public;  and 

Whereas,  The  decision  to  totally  politicize  the  environmental  health  control  in 
Indiana  is  inherent  in  the  creation  of  a separate  Indiana  agency  for  such  pur- 
poses outside  of  the  Indiana  State  Board  of  Health;  and 

Whereas,  The  creation  of  such  a separate  agency  will  require  considerable,  and 
very  costly,  unnecessary  duplication  of  services  and  resources  already  present 
at  the  Indiana  State  Board  of  Health  and  will  be  terribly  unsuccessful  if  the 
expense  is  not  much  greater  than  that  needed  by  the  current  structure;  and 

Whereas,  Such  separation  and  politicization  of  envi ronmental  health  will  weaken 
and  potentially  could  completely  undermine  the  medical  role  in  environmental 
control ; therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  support  the  continuance  of 
environmental  health  programs  within  their  current  organizational  structure  (the 
State  Board  of  Health)  and  encourage  a strong  medical,  scientific  role  in  these 
endeavors;  and  be.it  further 

Resol ved , That  the  ISMA  support  legislative  endeavors  which  could  provide 
resources  both  through  funding  and  policy  development,  to  allow  the  current 
state  organizational  structure  (the  State  Board  of  Health)  to  more  adequately 
control  environmental  pollution  for  the  betterment  of  public  health. 
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RESOLUTION  84-31 

Introduced  by:  12th  District  Medical  Society 

Subject:  Indiana  Malpractice  Act 

Referred  to:  Reference  Committee  No.  4 

ACTION:  Adopted  as  amended. 

Whereas,  The  malpractice  system  nationally  has  been  identified  as  a significant 
contributor  to  the  rising  cost  of  health  care;  and 

Whereas,  The  Indiana  Malpractice  Act  which  took  effect  in  1975  and  established 
the  liability  of  a health  care  provider  at  $100,000/$300 ,000  has  created  a par- 
tial solution  to  continuing  rising  health  care  costs;  and 

Whereas,  The  Indiana  General  Assembly  Legislative  Study  Committee  has  proposed 
these  limits  be  raised  to  $200,000/$600,000  which  will  result  in  significant 
premium  increases  to  health  care  providers  which  will  ultimately  be  paid  by 
their  patients;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  continue  vigorous  efforts 
to  preserve  the  integrity  of  the  Malpractice  Act  and  the  Patients  Compensation 
Fund . 


RESOLUTION  84-32 
Introduced  by: 

Subject : 

Referred  to: 
ACTION: 


Section  on  Medical  Directors  and  Staff  Physicians  of 
Nursing  Facilities 
Medicare  Regulations 
Reference  Committee  No.  6 

Adopted  as  amended. 


Whereas,  The  American  Medical  Association  announced  its  intention  in  September 
1984  to  file  a lawsuit  challenging  the  constitutionality  of  provisions  of  the 
Medicare  amendments  that  were  passed  with  the  Deficit  Reduction  Act;  and 


Whereas,  The  AMA  believes  the  amendments  will  deny  Medicare  beneficiaries  the 
ability  to  select  the  physician  from  whom  they  will  receive  care;  and 
Whereas,  The  legislation  singles  out  non-participating  physicians  alone  among 
all  segments  of  society  by  forbidding  them  from  freely  entering  into  contractual 
agreements  with  patients;  and 

Whereas,  The  act  authorizes  penalties  against  non-participating  physicians... 
those  physicians  who  do  not  agree  to  accept  assignment  in  100%  of  their  Medicare 
cases--if  they  raise  their  charges;  and 

Whereas,  The  AMA  is  concerned  that  this  legislation  will  severely  jeopardize  the 
availability,  access  and  complete  delivery  of  medical  services  to  the  American 
people;  and 

Whereas,  The  leadership  of  ISMA  and  AMA  will  begin  emergency  political  and  legal 
action  necessary  to  reverse  this  onerous  legislation;  therefore  be  it 
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Resol ved , That  the  Indiana  State  Medical  Association  wholeheartedly  support  this 
action  of  the  American  Medical  Association  and  so  advise  the  executive  vice 
president  of  the  AMA  and  the  AMA  Board  of  Trustees  as  well  as  the  Indiana 
Congressional  Delegation;  and  be  it  further 

Resol ved , That  the  AMA  will  continue  to  support  high  quality  medical  care  for 
everyone  and  will  oppose  legislation  that  threatens  to  lower  the  quality  of 
medical  care. 


RESOLUTION  84-33A 

Introduced  by:  ISMA  Commission  on  Physician  Impairment 

Subject:  Indiana  Impaired  Physician  Network 

Referred  to:  Reference  Committee  No.  5 

ACTION:  Adopted  Substitute  Resolution  84-33A,  as  amended. 

Resol ved,  That  the  ISMA  notify  the  county  medical  societies  of  the  availability 
of  help  for  impaired  physicians  through  the  Commission  on  Physician  Impairment, 
that  ISMA  identify  a contact  person  to  implement  referral  when  necessary,  and 
that  the  ISMA  encourage  the  development  of  impaired  physician  committees  on  a 
county  or  district  level. 


RESOLUTION  84-34 

Introduced  by:  ISMA  Board  of  Trustees 

Subject:  Payment  of  Insurance  Claims  Within  15  Days 

Referred  to:  Reference  Committee  No.  4 

ACTION:  Adopted. 

Whereas,  It  is  in  the  best  interest  of  insureds,  hospitals  and  physicians  that 
payment  for  services  rendered  to  an  insurance  company's  beneficiary  be  made 
within  15  days;  and 

Whereas,  Most  insurance  companies  are  capable  of  processing  claims  payments 
within  15  days,  without  significant  problems;  and 

Whereas,  many  insurance  companies  and  self-funded  groups  already  pay  claims 
received  within  15  days;  and 

Whereas,  Such  a mandatory  stimulus  for  insurance  companies  to  facilitate  prompt 
payment  would  more  than  likely  assist  in  keeping  down  the  rate  of  increase  in 
health  care  costs;  and 

Whereas,  Other  states  already  have  in  place  legislation  requiring  insurance 
payments  to  be  made  within  15  days;  therefore  be  it 

Resol ved , That  the  Indiana  State  Medical  Association  propose  and  support 
legislation  to  require  insurance  companies  to  pay  health  insurance  claims  for 
services  already  performed  within  15  days  from  the  date  of  receipt. 
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PRESIDENTIAL  RESOLUTION 
ACTION:  Adopted. 

Whereas,  George  T.  Lukemeyer,  M.D.,  served  as  president  of  the  Indiana  State 
Medical  Association  at  a time  when  organized  medicine  was  being  challenged  by 
the  burdens  of  increasing  governmental  regulations;  and 

Whereas,  Dr.  Lukemeyer,  faced  with  a resurgence  of  many  of  the  same  challenges 
of  prior  years  as  well  as  new  problems  threatening  the  quality  and  accessibility 
of  medical  care,  represented  the  interests  of  Indiana  physicians  and  patients 
with  dignity,  insight  and  wisdom;  and 

Whereas,  At  the  expense  of  his  own  time  and  effort,  family  life  and  personal 
freedom,  he  traveled  the  streets  and  highways  of  Indiana  to  discuss  with  local 
physicians  such  issues  as  legislation  regarding  the  elderly  and  indigent, 
changes  by  the  insurance  industry,  prospective  payment,  cost  containment, 
hospital  medical  staff  standards,  and  numerous  other  matters;  and 

Whereas,  he  carried  the  Association's  concerns  for  maintaining  the  quality  and 
accessibility  of  medical  care  to  the  doorsteps  of  legislative  study  committees 
and  legislators,  the  media,  other  state  medical  associations,  and  to  allied 
health  professional  groups;  and 

Whereas,  He  encouraged  physicians  to  be  active  in  their  communities  and  in  the 
formulation  of  national  public  policies  that  affect  the  health  and  welfare  of 
all  citizens;  and 

Whereas,  he  has  helped  the  Association  improve  its  image  as  the  patient's 
advocate;  therefore  be  it 

Resol ved , That  this  House  of  Delegates,  on  behalf  of  the  entire  membership, 
express  its  gratitude  and  appreciation  to  Dr.  Lukemeyer  for  his  outstanding 
leadership  and  wish  him  success  in  his  future  endeavors. 


PRESIDENTIAL  RESOLUTION 
ACTION:  Adopted. 

Whereas,  George  T.  Lukemeyer,  M.D.,  has  served  the  Indiana  State  Medical 
Association  as  President  with  esteem  and  dedication;  and 

Whereas,  He  has  assured  ISMA  of  his  continued  support  and  loyalty;  and 

Whereas,  He  has  revered  the  medical  profession  and  the  field  of  medical 
education  with  his  leadership;  therefore  be  it 

Resol ved , That  George  T.  Lukemeyer,  M.D.,  receive  our  heartfelt  gratitude  and 
commendation  for  his  devotion  to  the  ISMA  as  our  President. 
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RESOLUTION  CONCERNING  HUGH  K.  THATCHER,  JR.,  M.D . 

ACTION:  Adopted. 

Whereas,  Hugh  K.  Thatcher,  Jr.,  M.D.,  with  this  Convention,  marks  his  fiftieth 
year  in  practice  and  thirtieth  year  of  service  as  a member  of  this  House  of 
Delegates;  and 

Whereas,  As  President  of  the  Marion  County  Medical  Society,  Alternate  Delegate 
and  Delegate  to  ISMA,  and  ISMA  Treasurer,  Doctor  Thatcher  has  distinguished 
himself  as  a leader  and  statesman;  and 

Whereas,  Doctor  Thatcher  has  expressed  his  desire  to  share  his  future  October 
weekends  with  his  ever-supporti ve  wife,  Mary  Lou;  therefore  be  it 

Resol ved , That  this  House  of  Delegates  extend  its  heartfelt  appreciation  to  Hugh 
K.  Thatcher,  Jr.,  M.D.,  for  his  dedicated  leadership  and  stewardship  with  best 
wishes  for  his  future  and  with  the  understanding  that  he  will  be  sorely  missed. 


RESOLUTION  CONCERNING  ISMA  STAFF  AND  OTHERS 
ACTION:  Adopted. 

Whereas,  Through  the  combined  efforts,  commitment  and  dedication  of  many  groups 
and  individuals,  the  135th  annual  convention  is  drawing  to  a successful  close; 
and 

Whereas,  The  staff  of  the  Indiana  State  Medical  Association  has  worked 
diligently  to  complement  the  efforts  of  the  Commission  on  Convention 
Arrangements  in  organizing  and  implementing  the  many  activities  and  events  of 
this  convention;  and 

Whereas,  The  ISMA  Auxiliary  and  the  Radisson  Plaza  staff  worked  harmoniously 
with  ISMA  staff  in  assuring  the  efficient  conduct  of  this  convention;  and 

Whereas,  The  State  Board  of  Health  once  again  provided  equipment  and  staff  in 
logistical  support  of  this  convention;  and 

Whereas,  Various  contributors  and  technical  exhibitors  have  assisted  in  the 
convention's  education  program;  therefore  be  it 

Resol ved , That  this  House  of  Delegates,  on  behalf  of  the  entire  membership, 
express  its  gratitude  for  the  outstanding  performance  of  the  ISMA  staff  and  the 
Commission  on  Convention  Arrangements;  and  be  it  further 

Resol ved , That  this  House  also  extend  its  appreciation  to  the  ISMA  Auxiliary, 
the  Radisson  Plaza  staff,  the  State  Board  of  Health,  and  all  those  who 
contributed  to  the  success  of  this  1984  convention. 
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RESOLUTION  CONCERNING  HONORARY  MEMBERSHIP  FOR  KENNETH  W.  BUSH 
ACTION:  Adopted. 

Whereas,  He  has  served  the  physicians  in  Indiana  unselfishly  during  his  tenure 
with  ISMA;  and 

Whereas,  He  has  independently  organized  ISMA  Annual  Meetings  for  those  year;  and 

Whereas,  Ken  could  handle  a "Beefeaters  on  the  Rocks"  and  a good  cigar  beyond 
compare;  and 

Whereas,  He  has  been  both  boss  and  friend  to  every  ISMA  staff  member;  therefore 
be  it 

Resol ved , That  Kenneth  W.  Bush  be  made  an  honorary  member  of  the  Indiana  State 
Medical  Association. 


MEMORIAL  RESOLUTION  CONCERNING  LEONARD  W.  NEAL,  M.D. 

ACTION:  Adopted. 

Whereas,  Leonard  W.  Neal,  M.D.,  of  Munster,  Indiana,  widely  known  and  respected 
by  his  peers,  died  on  May  20,  1984;  and 

Whereas,  Doctor  Neal  in  both  his  practice  and  his  medical  society  activities 
served  as  an  example  of  the  true  professional  ; and 

Whereas,  He  served  as  president  of  the  Indiana  Tenth  District  Medical  Society  in 
1962-63;  and 

Whereas,  He  served  as  president  of  the  Lake  County  Medical  Society  in  1970-72; 
and 

Whereas,  He  was  a long  standing  member  of  the  Lake  County  Medical  Society,  the 
Indiana  State  Medical  Association,  the  American  Medical  Association,  and  the 
American  Academy  of  Family  Practice;  and 

Whereas,  He  was  a founder  of  the  Hammond  Clinic,  a clinic  that  grew  from  the 
initial  eight  member  physicians  to  the  present  membership  of  over  fifty  physi- 
cians; and 

Whereas,  Doctor  Neal  was  always  prepared  to  serve  the  profession  and  to  do  his 
part  in  the  medical  society  to  enhance  quality  medical  care;  therefore  be  it 

Resol ved , That  the  House  of  Delegates  of  the  Indiana  State  Medical  Association 
recognize  and  record  its  appreciation  for  Doctor  Neal's  long  years  of  dedicated 
service  to  the  medical  profession  and  the  public  it  serves;  and  be  it  further 

Resol ved , That  the  Indiana  State  Medical  Association  convey  its  respect  and  sym- 
pathy to  his  widow,  Mary,  and  to  his  family. 
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ACTION:  Filed. 

Welcome  to  the  135th  Annual  Conven- 
tion of  the  Indiana  State  Medical  Associa- 
tion. It  has  been  an  honor  and  a privilege 
to  serve  as  President  of  the  Indiana  State 
Medical  Association.  Thank  you  for 
granting  me  that  honor. 

Please  join  me  in  recognizing  and  com- 
plimenting everyone  who  worked  so  hard 
and  contributed  so  much  to  another  suc- 
cessful year  for  the  Indiana  State  Medical 
Association.  My  special  thanks  go  to  Drs. 
Siebenmorgen,  Allen,  Herb  and  Shirley 
Khalouf,  Rawls,  Wesemann,  Bolinger, 
Melliner,  and  Dahling.  Members  of  the 
Board  of  Trustees,  the  Executive  Com- 
mittee and  the  AMA  Delegation  also  have 
earned  our  compliments.  It  is  a pleasure 
to  again  acknowledge  the  superb  perfor- 
mance of  the  commissions  and  the  com- 
mittees of  ISMA.  The  work  of  the  of- 
ficers and  the  effectiveness  of  the  com- 
missions and  committees  is  made  possi- 
ble through  the  efforts  of  a loyal  and 
dedicated  staff.  I would  be  remiss  if  I did 
not  tell  you  how  much  I appreciate  the 
leadership  and  the  support  of  our  out- 
standing executive  director,  Don  Foy.  1 
wish  to  express  my  gratitude  and  admira- 
tion for  the  superlative  performances  of 
Ken,  Howard,  Sara,  Rick,  Mike,  Ron, 
Bob,  Rosanna,  Beckett  and  the  entire 
staff. 

My  quest  for  the  presidency  of  the  In- 
diana State  Medical  Association  began  in 
earnest  in  1981.  As  a candidate,  as 
president-elect  and  as  president  it  has 
been  my  good  fortune  to  attend  many 
district  meetings  and  other  activities  spon- 
sored by  the  ISMA.  My  wife  Barbara  and 
I are  grateful  for  the  gracious  hospitality 
which  has  been  showered  upon  us.  She 
joins  with  me  in  thanking  all  of  you  for 
the  memories  which  we  shall  long  cherish. 

These  three  exciting  years  have  pro- 
vided me  a keener  appreciation  for  the 
range  and  variety  of  activities  involving 
the  Indiana  State  Medical  Association.  I 
know  that  all  of  you  will  join  me  in  pledg- 
ing whole-hearted  and  enthusiastic  sup- 
port to  Dr.  Allen  as  he  assumes  the 
responsibilities  of  the  presidency  of  the 
Association  in  a time  of  upheavel  and 
change. 

Last  year,  in  my  president-elect  ad- 


dress, I pointed  out  my  growing  concern 
over  what  I perceived  as  a deficiency  in 
“grass  roots”  involvement  and  participa- 
tion in  ISMA  governance  and  activities. 
Attendance  at  district  meetings  is  still 
disappointing.  The  ISMA  membership 
has  continued  to  increase  but  attendance 
by  members  at  the  annual  meetings  has 
been  stable  or  declining  since  1976.  Only 
8°7o  of  the  total  membership  attends  the 
annual  meeting!  I again  anxiously  await 
the  membership  attendance  report  for  this 
year’s  annual  meeting. 

In  recent  years,  the  AMA  House  of 
Delegates  expanded  to  include  direct 
representation  by  specialty  medical 
societies  and  established  a section  on 
hospital  medical  staffs  with  an  elected 
delegate  and  alternate  delegate.  The  In- 
diana State  Medical  Association  House  of 
Delegates  includes  approximately  203 
voting  members.  I have  been  alarmed  and 
disappointed  by  the  lack  of  attendance  at 
the  House  of  Delegates  meeting.  Thirty- 
three  delegates  failed  to  attend  any  of  the 
sessions  of  the  House  last  year.  Is  one 
meeting  a year  with  limited  attendance 
adequate  to  insure  that  we  have  good 
“grass  roots”  involvement  in  the  policy- 
making body  of  the  State  Medical  Asso- 
ciation? 

Do  you  share  my  concern  about  this 
seeming  lack  of  interest  and  participation 
in  the  activities  of  the  House  of 
Delegates?  Should  the  size  and  composi- 
tion of  this  House  be  reviewed?  Is  an  an- 
nual meeting  of  the  ISMA  House  of  Dele- 
gates sufficient  in  this  complex  and 
changing  society? 

Your  Board  of  Trustees  and  the  Ex- 
ecutive Committee  assume  executive  and 
fiscal-type  administrative  responsibilities 
for  ISMA  throughout  the  year.  The 
trustee  districts  vary  greatly  in  size,  both 
geographically  and  by  population  of 
ISMA  members.  In  view  of  my  continu- 
ing apprehension  about  representation 
and  “grass  roots”  input,  I feel  compelled 
to  again  raise  the  question  as  to  whether 
or  not  there  should  be  a careful  review  of 
the  Board’s  structure  and  function.  I am 
happy  to  report  that  the  Future  Planning 
Committee  has  been  functioning  effec- 
tively throughout  the  year  and  is  beginn- 
ing to  address  these  and  other  important 
issues. 

It  seems  appropriate  for  me  to  briefly 


George  T.  Lukemeyer,  M.D. 


review  some  of  the  highlights  of  this  past 
year. 

The  short  session  of  the  Indiana  legis- 
lature began  early  in  this  year  and  there 
were  a number  of  medically  related  issues 
which  were  considered. 

S.B.  411 — Health  Commissioner  Bill 

This  bill,  unexpectedly  introduced, 
makes  the  Commissioner  of  the  State 
Board  of  Health  a governor’s  appointee 
instead  of  a State  Board  of  Health  ap- 
pointee. The  vigorous  efforts  of  the 
ISMA  assured  the  retention  of  the 
requirement  that  the  Commissioner  of  the 
State  Board  of  Health  must  hold  an 
unlimited  license  to  practice  medicine  in 
Indiana.  The  governor  signed  the  bill  into 
law  on  March  8,  1984  and  shortly  after 
that  State  Health  Commissioner  Ronald 
G.  Blankenbaker,  M.D.  resigned,  effec- 
tive July  1,  1984.  Still  under  active  con- 
sideration is  a move,  with  the  backing  of 
industry,  of  the  Environmental  Policy 
Commission  to  recommend  legislation  for 
1985  which  would  create  a separate  state 
agency  for  environmental  affairs,  separ- 
ating health  from  environment.  If  you 
have  strong  feelings  on  this  issue,  you 
should  make  them  known. 

Generic  Substitution  Bill 

A generic  substitution  law  was 
approved  during  the  103rd  Indiana 
General  Assembly.  This  made  Indiana  the 
50th  state  in  the  Union  to  adopt  a generic 
substitution  bill.  This  bill  permits  a phar- 
macist to  dispense  a lower-priced,  generic- 
ally  equivalent  drug  for  the  prescribed 
drug  if  the  patient  or  his  legal  guardian 
agrees  to  the  substitution  and  if  the 
prescribing  physician  indicates  that  a 
substitution  is  permissible.  This  bill  took 
effect  July  1,  1984  and  you  are  now  us- 
ing the  new  prescription  format. 

Medical  Malpractice  Law 

The  medical  malpractice  picture  in 
Indiana  is  not  bright.  There  has  been  a 
marked  increase  in  malpractice  claims 
filed  with  the  Insurance  Department  and 
there  have  been  ever-escalating  claims 
made  against  the  Patient’s  Compensation 
Fund.  The  surcharge  on  medical  malprac- 
tice insurance  premiums  was  increased  to 
50%  on  April  1,  1984.  ISMA’s  own  ac- 
tuary estimated  that  the  deficit  in  the  Pa- 
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tient’s  Compensation  Fund  could  soon 
reach  $50  to  $60  million  if  nothing  is  done 
to  protect  the  integrity  of  the  fund. 
ISMA’s  Malpractice  Advisory  Commit- 
tee has  developed  recommendations 
which  have  been  submitted  to  an  interim 
legislative  study  committee.  The  Interim 
Legislative  Study  Committee,  chaired  by 
Representative  Paul  Mannweiler,  will  be 
submitting  its  report  and  recommenda- 
tions to  the  upcoming  state  legislature 
meeting.  ISMA’s  views  will  be  aggressive- 
ly presented. 

Hospital  Prospective  Payment  Commission 

There  is  another  legislative  commis- 
sion, chaired  by  Mr.  Don  Blinzinger.  This 
commission  has  an  expanded  charge  to 
determine  what  kind  of  hospital  cost  con- 
tainment initiatives  are  indicated  in  In- 
diana. The  commission  will  be  reporting 
its  recommendations  this  winter,  and 
these  will  be  of  interest  and  significance 
to  all  physicians  and  hospitals.  There  is 
a dangerous  drift  to  a state-regulated  rate- 
setting commission  for  hospitals.  Can 
state-regulated  physician  fee-setting  com- 
missions be  far  behind? 

Medicare  Assignment 

Prior  to  the  adjournment  of  the  first 
session  of  the  98th  Congress  in  December 
1983,  the  United  States  House  of  Repre- 
sentatives was  poised  to  act  on  a proposal 
that  included  a provision  calling  for  man- 
dated assignment  in  its  package  of 
Medicare  and  Medicaid  amendments. 
This  was  not  accomplished  and  Congress 
adjourned.  In  March  1984,  the  American 
Medical  Association’s  Board  of  Trustees 
called  upon  all  physicians  to  voluntarily 
freeze  their  fees  to  Medicare  recipients  for 
one  year.  The  response  to  this  request  was 
and  is  gratifying.  In  the  spring,  Congress 
again  considered  mandated  assignment  as 
a condition  of  participation  in  the  Medi- 
care program.  Hospitals  would  have  been 
required  to  obtain  an  agreement  from 
each  staff  physician  to  accept  Medicare 
assignment  (as  a condition  for  maintain- 
ing staff  privileges)  for  all  Medicare  in- 
patient hospital  services.  AMA  and  ISMA 
members  notified  their  representatives  of 
the  dangers  of  the  proposed  amendments. 
The  proposal  was  soundly  defeated  by  a 
voice  vote  when  the  House  Medicare  and 
Medicaid  package  was  considered  on  the 


floor  on  April  12,  1984  as  part  of  the 
House  Budget  Reconciliation  Bill  (HR 
4170). 

The  issue  of  mandated  assignment  for 
Medicare  claims  was  next  considered  June 
12,  1984  by  a joint  House-Senate  con- 
ference committee  as  part  of  the  Deficit 
Reduction  Act.  The  conferees  decided  not 
to  mandate  assignment,  but  instead 
adopted  a 15-month  fee  freeze  coupled 
with  a revolutionary  “participating  physi- 
cian” program.  Physicians  were  required 
to  submit  their  decision  whether  or  not 
to  be  a “participating”  physician  by  Oc- 
tober 1,  1984.  The  American  Medical 
Association,  the  Indiana  State  Medical 
Associaton,  several  Indiana  physicians, 
and  Medicare  beneficiaries  from  Indiana 
filed  a lawsuit  against  the  U.S.  Depart- 
ment of  Health  and  Human  Services  chal- 
lenging the  constitutionality  of  provisions 
of  the  Deficit  Reduction  Act  (PL  98-369) 
that  froze  physicians’  fees  and  required 
physicians  to  decide  whether  or  not  they 
would  accept  assignment  100%  of  the 
time.  AMA,  and  co-plaintiffs  ISMA,  also 
filed  an  application  for  a preliminary  in- 
junction to  delay  the  October  1,  1984 
deadline  for  physicians  to  decide  whether 
to  “participate”  under  the  law.  The  com- 
plaint was  filed  in  Indianapolis  Federal 
District  Court  on  Friday  afternoon, 
September  28,  1984.  Judge  Sarah  E. 
Barker  denied  the  AMA — ISMA  request 
for  a preliminary  injunction  to  stay  the 
October  1,  1984  deadline. 

Public  Relations  Program 

The  Board  of  Trustees  approved  the 
launching  of  a comprehensive,  phased, 
multi-media  communications  program 
consisting  of  positive  messages  which 
position  physicians  as  the  advocates  for 
patients.  Holden  and  Company,  a na- 
tional marketing  company  which  special- 
izes in  health-care  marketing,  will  assist 
ISMA  in  defining  the  issues,  selecting  the 
audiences,  selecting  and  preparing 
messages,  and  placing  the  messages  in  the 
local  media.  The  statewide  year-long 
communications  program  began  in  July 
and  is  projected  to  cost  approximately 
$200,000,  spread  over  the  next  two  fiscal 
years.  The  ISMA  Executive  Committee 
authorized  $88,000  for  the  first  phase  of 
the  program.  The  program  is  being 
evaluated  and  a decision  will  be  made 


regarding  continuation  and  additional 
funding. 

The  Indiana  Peer  Review  Organization 

Responding  to  the  resolve  of  the  House 
of  Delegates,  ISMA  assisted  in  forming 
an  arms-length  foundation  (the  Indiana 
Peer  Review  Organization).  I PRO,  which 
has  approximately  1,700  physician 
members,  was  awarded  a 2-year  contract 
by  the  Health  Care  Financing  Adminis- 
tration to  do  peer  review  for  Medicare 
beneficiaries  in  Indiana.  I recognize  that 
PROs  are  controversial,  but  I am  pleased 
that  in  Indiana  we  have  a professional 
review  organization  which  is  physician- 
directed.  IPRO  is  sub-contracting  with 
the  Indiana  Medical  Review  Organization 
in  Terre  Haute  and  the  Indiana  Founda- 
tion of  Medical  Care  in  Fort  Wayne  to 
do  peer  review  in  the  southern  third  and 
northern  third  of  Indiana,  respectively. 
The  IPRO  will  have  a regional  office  in 
Indianapolis  to  do  review  in  the  south- 
eastern part  of  Indiana.  It  is  my  fond 
hope  that  the  IRPO  will  recognize  its 
obligation  to  assure  quality  medical  care 
as  well  as  the  efficient  use  of  hospital  and 
physician  resources  in  providing  care  to 
Medicare  beneficiaries. 

AMA  House  of  Delegates  Annual 
Meeting — Chicago 

Dr.  Malcolm  Scamahom,  floor  leader, 
directed  a hard-working  and  an  outstand- 
ing Indiana  delegation  at  the  American 
Medical  Association’s  Annual  House  of 
Delegates  Meeting  in  Chicago  in  June 
1984.  Dr.  Pete  Petrich  was  reelected  to 
the  Council  on  Constitution  and  Bylaws. 
The  Indiana  delegation  was  deeply  disap- 
pointed when  Dr.  Scamahorn  failed  in  his 
reelection  bid  for  a place  on  the  Council 
on  Medical  Services. 

The  ISMA  Board  of  Trustees  has 
recently  endorsed  Dr.  Pete  Petrich’s  can- 
didacy for  a seat  on  the  American 
Medical  Association’s  Board  of  Trustees. 
His  candidacy  has  been  announced  and 
the  campaign  to  elect  Dr.  Petrich  will 
begin  in  earnest  with  the  interim  meeting 
of  the  AMA  House  of  Delegates  in 
December.  All  members  of  the  delegation 
are  enthusiastic  about  Pete’s  candidacy 
and  we  invite  all  of  you  to  join  us  in  sup- 
porting him. 
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Coalitions 

The  Indiana  State  Medical  Association 
has  been  active  in  promoting  coalitions 
for  several  years.  Dr.  A1  Haley  has  been 
especially  effective  in  this  effort.  During 
the  past  year,  it  has  been  my  good  for- 
tune to  have  served  on  the  Indiana 
Chamber  of  Commerce’s  Committee  on 
Health  and  to  have  participated  in  the 
formation  of  a new  coalition,  the  Indiana 
Council  on  Health  Care.  It  is  essential 
that  the  ISMA  be  an  active  and  informed 
participant  in  a variety  of  coalitions.  We 
should  strive  to  meet  with  organizations 
of  retired  and  older  Americans  to  explore 
areas  of  consensus  in  promoting  avail- 
able, caring  and  affordable  medical  care 
for  older  citizens. 

I would  like  to  conclude  this  report  by 
discussing  briefly  three  rather  broad  areas 
which  I think  should  be  of  major  impor- 
tance to  the  Indiana  State  Medical 
Association  in  the  coming  years. 

Enhancing  Membership  Confidence  in 
the  ISMA 

It  is  vital  to  the  future  of  the  ISMA  that 
it  enhances  the  confidence  of  its  members 
in  the  organization.  There  is  an  urgent 
need  to  expand  “grass  roots”  input  and 
participation  in  policy  development  and 
implementation  for  the  Association.  The 
Future  Planning  Committee  has  begun  a 
self-analysis  which  will  review  the  struc- 
ture and  function  of  the  Indiana  State 
Medical  Association.  This  review  should 
include  the  organizational  structure  and 
the  function  of  the  officers,  the  Executive 
Committee,  Board  of  Trustees,  commis- 
sions and  committees. 


Enhancing  Public  Confidence  in  the 
ISMA 

The  theme  of  this  135th  annual  session 
of  the  Association  is  “The  Revolution  in 
Patient  Care.”  The  public  is  deeply  con- 
cerned about  the  escalating  costs  of 
medical  care.  During  these  tumultuous 
times,  it  is  imperative  that  the  State 
Medical  Association  renew  its  dedication 
to  serving  as  advocate  for  the  patients  we 
are  privileged  to  care  for.  The  ISMA  must 
be  prepared,  on  the  basis  of  solid  data 
and  documented  information,  to  respond 
in  an  even-handed  manner  to  the  chal- 
lenges which  now  confront  the  profession 
and  the  citizens  of  this  great  state  and 
nation. 

The  Association  must  continue  to  initi- 
ate and  participate  in  a variety  of  coali- 
tions which  seek  to  solve  some  of  the 
major  health  and  medical  problems  con- 
fronting our  society.  If  we  base  our  policy 
positions  and  actions  on  solid  data  and 
a true  concern  for  patients,  we  can  earn 
public  confidence.  It  is  essential  that  we 
make  certain  that  we  are  careful  in  gather- 
ing verifiable  data  and  that  we  commit 
our  Association  to  responding  to  public 
policy  issues  in  a concerned  and  non-self- 
serving way. 

Bioethical  Issues 

It  is  abundantly  evident  that  the  infor- 
mation and  knowledge  explosion  of  the 
last  quarter  century  will  continue  and  ac- 
celerate. Technological  advances  will  go 
forward  at  an  ever  increasing  pace.  There 
is  a clear  indication  that  our  population 
will  increase  and  that  there  will  be  strik- 


ing growth  in  the  percentage  of  older  peo- 
ple. Concern  over  the  cost  of  medical  care 
has  reached  a fever  pitch  and  it  should  be 
obvious  to  all  that  we  are  now  capable  of 
providing  more  medical  services  than 
society  seems  willing  to  pay  for  at  the  pre- 
sent time.  Under  these  circumstances,  the 
rationing  of  medical  care  seems  in- 
evitable. I fear  that  a crisis  mentality  will 
result  in  dollar-based  criteria  for  making 
important  national  and  state  decisions 
about  medical  care.  We  have  seen  the 
beginning  of  a series  of  regulatory  ap- 
proaches which  are  fundamentally  driven 
by  a cost-based  standard. 

Physicians  must  continue  to  make  deci- 
sions based  upon  what  is  good  for  the  pa- 
tient. We  will  not  only  have  “Baby  Doe” 
kinds  of  issues  but  there  will  be  concerns 
about  “Granny  Doe.”  In  my  view,  the 
aged,  the  infirmed,  the  underemployed, 
the  underinsured  and  the  indigent  are  at 
greatest  risk.  Physicians  must  participate 
as  informed  and  caring  members  of  socie- 
ty in  the  decision-making  process  relative 
to  medical  care.  It  is  essential  that  we  have 
a good,  solid  medical  data  base  to  accom- 
pany the  economic  concerns  as  we  work 
to  define  policies  which  will  dictate  what 
resources  we  are  willing  to  use  in  support 
of  medical  care,  education  and  research. 

Finally,  this  has  been  an  instructive  and 
exciting  year  for  me  and  I thank  all  of  you 
for  the  memories  and  the  privilege  of  ser- 
ving as  president  of  the  ISMA.  I wish  you 
well  and  pledge  my  full  and  enthusiastic 
support  to  the  leadership  and  the  mem- 
bership of  the  Indiana  State  Medical 
Association. 
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Lawrence  E.  Allen,  M.D. 


ACTION:  Referred  to  Board  of 
Trustees. 

Considering  many  of  the  challenges 
having  to  do  with  the  job  of  being  presi- 
dent of  ISMA,  I have  selected  certain  ma- 
jor topics  to  discuss  with  you  today. 
Without  doubt,  one  such  topic  is  the  over- 
view of  the  national  and  state  political 
scene  for  the  coming  1984  elections  and 
the  year  that  will  follow.  As  1 assess  the 
prevailing  attitude  in  Washington, 
through  visitations  and  conferences  with 
our  respective  senators  and  congressmen, 
it  is  apparent  that  we  are  dealing  with 
political  leaders  committed  to  doing 
something  about  the  cost  of  health  care 
even  if  the  action  they  take  may  be  wrong. 
Herein,  I cannot  help  but  view  our  con- 
gressmen with  some  degree  of  dismay  as 
they  grope  with  problems  related  to 
medical  care  in  this  country,  and  seem  to 
do  so  without  any  uniform  expression  of 
desire  for  consultation  with  the  medical 
community.  This  certainly  is  not  unani- 
mous and  there  are  some  very  encourag- 
ing examples  of  physician  advisory  com- 
mittees working  hand-in-hand  with  the 
elected  public  official  to  better  understand 
the  problems  confronting  our  medical 
care  system,  and  to  seek  out  reasonable 
solutions.  One  example  I would  bring  to 
your  attention  is  HR  6357  regarding  the 
“covering  physician”  issue  introduced  by 
Congressman  Burton  on  behalf  of  physi- 
cians in  the  6th  District.  In  this 
framework  of  cooperation  I can  only  say, 
I applaud  these  congressmen,  and  I ask, 
“Why  don’t  more  public  officials  see  this 
as  a responsibility  of  their  office?” 

Well,  what  about  the  upcoming  elec- 
tion in  1984  for  the  Presidency  of  this 
country?  As  we  analyze  the  circumstances 
surrounding  the  political  strength  of 
President  Reagan,  we  readily  appreciate 
that  he  is  running  on  a platform  punc- 
utated  by  certain  unalterable  attitudes. 
His  basic  thrust  has  been,  and  will  prob- 
ably continue  to  be,  a dedicated  fight 
against  big  government — big  government 
regulation,  and  big  government  spending. 
So,  what  is  the  most  embarrassing  thing 
to  the  Reagan  campaign  at  the  present 
time?  Any  junior  economist  can  tell 
you — it’s  the  $200-plus  billion  yearly 
deficit  and  the  continued  obligation  of 
Big  Government  to  Welfare  entitlement 


financing.  As  far  as  medicine  is  con- 
cerned, the  most  confounding  incon- 
sistency in  the  administrative  platform  is 
the  willingness  to  have  the  Federal 
Government  regulate  health  care  delivery. 

This  is  clearly  manifested  by  the  type 
of  regulatory  legislation  that  has  given  us 
TEFRA,  DRGs,  and  the  Deficit  Reduc- 
tion Act  of  1984.  We,  as  physicians, 
hoped  that  with  the  1980  election  of  Presi- 
dent Reagan,  we  at  last  had  a friend  in 
the  White  House.  As  we  have  realized 
over  the  last  four  years,  having  a friend 
in  the  White  House  is  not  always  the  ad- 
vantage that  it’s  trumped  up  to  be.  Never- 
theless, even  though  the  present  Adminis- 
tration may  at  times  be  exasperating,  it 
still  seems  far  more  attractive  than  any 
of  the  other  present-day  alternatives.  If 
we  are  to  consider  a second  term  for 
President  Reagan  in  our  future,  how  then 
must  we  conduct  ourselves  in  the  next 
four  years?  Certainly  our  efforts  to  com- 
municate with  the  Administration,  the 
Senate  and  the  Congress,  as  everyone 
realizes,  is  only  a portion  of  the  story. 
And,  as  we  survey  the  political  inner  play, 
we  constantly  see  public  opinion  swayed 
by  the  media  and  special  interest  groups. 

What  role,  then,  does  the  physician 
play  in  this  scenario?  Well,  all  too  often 
the  physician  has  been  presented  as  the 
villain — not  as  the  compassionate  dedi- 
cated person  that  we  all  feel  we  are,  or 
would  like  to  be,  but  rather  as  an  oppor- 
tunist who  is  taking  advantage  of  the  pa- 
tient. We  may  ask  ourselves,  “Why  has 
this  image  developed  and  what  can  we  do 
about  it?”  The  answer  is  one  and  the 
same— this  inaccurate  image  perpetrated 
all  too  often  by  the  criticism  of  the  media, 
has  been  essentially  unopposed  by  the 
voice  of  medicine.  Our  public  has  heard 
only  one  side — one  voice,  one  criticism. 
Physicians  have  been,  for  the  most  part, 
silent  through  ineffective  means  of  public 
information  and  communication.  We 
have,  in  effect,  continued  to  rely  upon  an 
outmoded  form  of  pamphletering,  pop- 
ular in  the  days  of  Thomas  Payne,  but 
totally  inadequate  for  today’s  high-tech 
society,  where  communication  is  ac- 
complished by  satellite  and  laser  beam 
and  professionally  prepared  and  distrib- 
uted. Certainly,  if  we  are  to  characterize 
the  health  system  in  this  country  as  an  in- 
dustry, that  segment  of  it  which  has  to  do 


with  medical  care  does  not  compare  fav- 
orably in  terms  of  public  information  and 
distribution  of  information.  Any  other  in- 
dustry would  annually  spend  1 1%  to  13% 
for  such  purposes.  Physicians  and 
hospitals  have  allocated  only  a token  of 
this  amount  in  order  to  tell  their  story  to 
the  people  they  serve. 

What  can  we  do  to  change  this?  Cer- 
tainly the  1983  House  of  Delegates  con- 
sidered just  such  a question  during  the 
past  year,  and  as  you  have  heard  Presi- 
dent Lukemeyer  describe  for  you,  a pro- 
gram is  under  way  to  carry  out  your  deci- 
sion to  develop  a public  information 
campaign,  dealing  with  such  issues  as 
DRGs  and  other  concerns  having  to  do 
with  the  image  of  physicians  and  the 
overall  welfare  of  our  system  of  medical 
care  in  this  state.  We  certainly  will  be 
watching  with  intense  interest  as  the  pro- 
gram initiated  by  the  Holden  Company 
is  evaluated  and  re-addressed  as  one  of 
the  mechanisms  by  which  we  can  ac- 
complish communication  with  our  public. 

It  is  my  personal  observation  that  the 
current  campaign  must  be  further  sup- 
plemented. I have,  during  the  last  few 
months,  been  in  communication  with 
some  of  our  larger  county  societies,  ex- 
ploring the  possibility  of  further  develop- 
ing the  concept  of  the  “Voice  of 
Medicine”  for  radio.  I encourage  every 
local  medical  society  to  explore  ways  of 
distributing  information  that  will  help  the 
public  understand  not  only  the  viewpoint 
of  medicine  on  social  economic  issues,  but 
also  the  common  sense  approach  to  better 
utilization  of  our  medical  services  and 
technology,  as  well  as  common  sense  mea- 
sures toward  life  style  and  environmental 
health.  There  are  also  multiple  oppor- 
tunities to  augment  local  community 
health  care  programs.  In  regard  to  the  lat- 
ter, I refer  to  public  information  concer- 
ning maternal  and  child  health  care,  health 
care  for  the  aged,  health-related  educa- 
tional programs  for  schools,  and 
sometimes  just  friendly  advice  and  discus- 
sion of  common  medical  disease  entities. 

This  is  not  to  say  that  our  day-to-day 
communication  with  patients  in  our  of- 
fices and  in  our  various  walks  of  life  is 
not  important — it  is  indeed  the  founda- 
tion of  our  strength,  and  the  foundation 
of  our  philosophy.  It  embodies  all  that 
is  good  in  medicine  in  our  society.  It  is 
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person-to-person.  It  is  compassion.  It  is 
helping  those  for  whom  we  are  responsi- 
ble to  help  themselves  by  encouraging  our 
patients  to  join  us  in  accomplishing  the 
best  form  of  medical  care  available  and 
affordable  to  the  American  public.  No, 
my  remarks  concerning  a step-up  in  our 
communicative  ability  is  directed  toward 
the  appreciation  that  we  must  augment 
that  which  we  do  every  day  with  com- 
municative skills  that  reflect  the  state  of 
the  art  of  technology  for  distribution  of 
information  and  essential  viewpoints.  It 
will  be  expensive,  but  it  is  part  of  the  real 
world  in  which  we  live — a reality  that  we 
must,  as  curators  in  the  field  of  medical 
service,  be  ready  to  face.  We  must  pledge 
a larger  portion  of  our  financial  resources 
to  the  world  of  communication. 

Perhaps  in  a category  of  special  impor- 
tance is  the  challenge  of  overcoming  the 
false  barriers  that  separate  physicians 
from  the  community  of  elderly  patients. 
This  is  probably  one  of  the  most  disturb- 
ing tragedies  that  I see  existing  for 
organized  medicine.  If  there  is  any  group 
in  America  today  that  needs  a strong  ally, 
it  is  the  elderly.  If  there  is  any  group  that 
has  a friend  in  their  attending  physician, 
it  is  the  elderly.  We  must  bring  together 
the  physician  and  his  elderly  patient  in  a 
working  partnership. 

I can  pledge  to  you  on  behalf  of  your 
ISMA  leadership  that  efforts  to  establish 
dialogue  with  senior  citizen  organizations 
will  proceed  immediately. 

I am  also  asking  this  House  to  continue 
the  $25  assessment  of  our  membership  for 
the  select  purpose  of  sustaining  an  effec- 
tive program  of  public  information. 

Marketing 

My  next  topic  of  discussion  has  to  do 
with  the  subject  of  marketing  and  why  it 
is  important  to  Indiana  physicians  and 
what  your  Indiana  State  Medical  Associa- 
tion should  be  doing  to  aid  physicians  in 
developing  the  marketing  skills  necessary 
to  practice  in  a competitive  environment. 
This  competitive  environment  is  not 
restricted  to  physicians  competing  with 
physicians,  but  includes  an  ever-expand- 
ing list  of  competitors  inclusive  of 
hospitals  and  non-physician  practitioners, 
industry,  government,  retailers  and 
proprietaries. 

Marketing  is  a social  process  and  oc- 


curs everytime  a consumer  purchases  a 
product  or  a service.  Marketing  is  a social 
process  focused  on  creating  consumer 
satisfaction  and  providing  a service  or  a 
product  that  meets  the  consumer  need,  at 
an  acceptable,  reasonable  and  affordable 
price  made  available  in  a timely  and  ac- 
ceptable manner.  This  description  of 
marketing  was  contained  in  the  remarks 
of  Bruce  Allen,  vice-president  of 
marketing  strategies  for  the  Community 
Hospitals  of  central  California.  Mr.  Allen 
was  one  of  the  participants  in  the  1984 
American  Medical  Association  leadership 
conference  conducted  in  Chicago. 

It  is  safe  to  say  that  in  view  of  the  cur- 
rent competitive  environment,  any  physi- 
cian who  does  not  display  good  marketing 
skills  will  find  that  his  or  her  competitors 
will  take  the  power  of  the  market  place 
away  from  them  as  well  as  the  freedom 
to  run  their  own  private  practice.  These 
seem  to  be  foreboding  words,  but  they 
forecast  a future  reality  that  is  becoming 
increasingly  more  imminent  with  each 
passing  day.  It  is  painfully  clear  that  the 
concept  of  traditional  medicine  will 
radically  change  when  for-profit  firms 
begin  to  employ  physicians  and  usurp 
their  right  to  bill  patients  directly  and 
determine  their  own  fees,  and  thus  market 
their  skills. 

Considering  the  rapid  change  in  the 
competitive  environment  for  the  physi- 
cian, the  question  that  I find  the  most  per- 
tinent to  your  ISMA  leadership  is  what 
role  should  the  Indiana  State  Medical 
Association  perform  in  serving  the 
marketing  needs  of  our  members.  ISMA 
has  in  the  past  served  as  a clearing  house 
for  information  to  its  membership.  This 
information,  however,  has  been  directed 
along  general  lines,  rather  than  address- 
ing the  problems  of  individual  members. 
This  has  been  particularly  true  of  the  in- 
formational assessment  of  competitive 
alternatives  such  as  the  appropriateness 
of  prepayment  systems,  i.e.,  HMOs, 
IPAs,  and  PPOs  for  those  individuals 
confronted  with  the  “contract  decisions.” 
Mr.  Brent  Mulgrew,  associated  executive 
director  of  the  Ohio  State  Medical 
Association,  addressed  this  service  area 
for  state  medical  associations  in  his  com- 
mentary as  a joint  participant  in  the 
marketing  discussion,  also  at  the  1984 
American  Medical  Association  leadership 


conference.  He  stated  that  state  medical 
associations  must  do  more  than  simply 
verbalize  about  a problem,  or  write  about 
it  in  their  journals.  I find  myself  in  com- 
plete agreement  with  Mr.  Mulgrew  and 
suggest  to  you  that  we  must  commit  more 
of  our  Association  resources  to  the  crea- 
tion of  programs  that  reflect  and  respond 
to  the  marketing  needs  of  our  member- 
ship, particularly  those  members  repre- 
sented by  the  Resident  Medical  Society. 

Herein  let  me  share  with  you  some 
comments  contained  in  a letter  that  I 
received  from  the  Resident  Medical  Socie- 
ty president,  Steven  G.  Lester.  In  his  let- 
ter to  me,  Dr.  Lester  pointed  out  that 
nowhere  during  the  education  and  train- 
ing of  medical  students  and  residents  is 
the  importance  and  function  of  organized 
medicine  taught;  such  as  informational 
lectures  on  ethics,  business,  politics, 
legislation,  etc.  He  was  further  concerned 
that  a lack  of  knowledge  existed  on  the 
part  of  young  physicians  concerning  the 
changes  and  methods  in  health  care 
delivery.  I certainly  agree  that  this  lack 
of  knowledge  exists  for  many  of  the 
established  practitioners  as  well.  In  view 
of  this,  the  Resident  Medical  Society  has 
requested  that  the  ISMA  sponsor  the 
AMA’s  “Starting  Your  Practice”  work- 
shop for  the  benefit  of  its  resident 
members  and  members  beginning  their 
practice.  Dr.  Lester  further  suggested  that 
a monthly  article  be  prepared  for  In- 
diana Medicine  outling  alternative 
methods  of  health  care  delivery,  as  well 
as  examples  of  individual  practice 
management  problems;  thus  presenting 
an  educational  forum  through  which 
practice  management  consultation  could 
be  provided  to  our  membership  on  a 
regular  basis.  I concur  with  these  sugges- 
tions and  will  endorse  their  favorable  con- 
sideration by  our  Board  of  Trustees. 

I would  further  ask  this  House  to  con- 
sider the  development  of  a subsidiary  cor- 
poration designed  to  provide  marketing 
information  and  service  for  our  member- 
ship. Examples  of  such  corporations 
already  exist  under  the  sponsorship  of  the 
Minnesota  Medical  Association,  the  Ohio 
State  Medical  Association  and  the  Ken- 
tucky Medical  Association.  The  spectrum 
of  services  that  can  be  provided  by  such 
subsidiaries  is  expandable,  but  most  cer- 
tainly can  include  such  functions  as 
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market  consultation,  contract  review, 
financial  planning,  practice  management 
and  physician  placement.  The  possibility 
of  providing  computer  hardware  and 
software  is  also  a service  function  within 
the  capability  of  such  a subsidiary  corpor- 
ation. 

The  Structure  and  Function  of  Our 
State  Medical  Association’s  Headquarters 
and  Staff 

1 have,  on  numerous  occasions,  had 
discussion  with  your  ISMA  past 
presidents  and  with  Mr.  Foy  (ISMA  ex- 
ecutive director)  concerning  the  housing 
and  manpower  needs  of  our  State 
Association.  As  you  may  know,  our 
headquarters  staff  operates  with  a 
minimum  of  personnel,  all  of  whom  have 
multiple  functions,  which  I feel  they  have 
carried  out  with  exemplary  dedication. 
Nonetheless,  since  1975,  we  have  followed 
the  dictates  of  a balanced  budget  on  the 
one  hand,  and  a no  dues  increase  on  the 
other.  The  net  result  is  a situation  today 
which  is  insufficient  to  approach  the  pro- 
grams which  are  already  in  existence,  as 
well  as  the  programs  which  we  desperately 
need  to  initiate.  I recognize  in  this  dilem- 
ma the  need  for  acquisition  of  additional 
manpower  to  increase  the  depth  of  our 
staff  potential,  as  well  as  the  diversifica- 
tion of  skills.  Although  I ask  no  definitive 
action  from  this  House  on  this  matter,  1 
do  wish  to  solicit  your  support  and  the 
support  of  the  Board  of  Trustees  in  mak- 
ing the  necessary  additions  to  our  staff 
capability  that  will  allow  us  to  be  effective 
in  more  than  just  sustaining  the  status  quo. 

And,  now,  just  a few  words  concern- 
ing our  housing  needs  for  your  State 
Association.  As  you  know  this  is  not  the 
first  time  that  this  Association  has  had  a 
close  look  at  our  residence  at  3935  North 
Meridian.  I have  reviewed  reports  from 
our  ISMA  staff  concerning  the  deteriora- 
tion of  the  present  structural  facility,  as 
well  as  the  increasing  shortage  of  space. 
I have  listened  to  proposals  from  your 
Future  Planning  Committee,  as  well  as 
the  discussion  of  these  proposals  by  the 
Executive  Committee  and  the  Board  of 
Trustees.  1 feel  that  we  must  make  a 
responsible  choice  to  consider  further 
housing  of  the  Indiana  State  Medical 
Association  as  to  location,  size  and  func- 
tion of  such  a facility.  1 ask  you  to  direct 


your  Board  of  Trustees  to  act  upon  this 
matter  this  year.  Not  with  the  intention 
of  short  stop-gap  alterations  in  our  pre- 
sent situation,  but  rather  the  implemen- 
tation of  a long-term  solution,  a futuristic 
solution.  Herein,  I feel  that  ISMA  state 
headquarters  needs  visability,  accessibili- 
ty, and  space  for  technology  and  staff 
that  will  accommodate  the  job  that  we 
must  do  in  the  future  years. 

Finally,  I wish  to  bring  to  your  atten- 
tion my  concern  for  inter-professional 
communication.  This  concern  has  been 
addressed  in  the  agenda  of  the  recent 
ISMA  leadership  conference  (conducted 
August  24-26,  1984)  and  in  the  meeting 
of  the  ISMA  Inter-Sectional  Council  (sec- 
tion chairman).  Our  present  organiza- 
tional structure  depends  upon  county  and 
district  societies  to  provide  a forum  for 
discussion  and  dissemination  of  informa- 
tion. This  is  supported  by  our  State 
Association  staff  which  uses  mailings, 
phone  communication  and  field  represen- 
tation to  reach  our  membership.  The 
shortfall  in  our  organizational  com- 
municative system  is  related  to  an  average 
attendance  profile  of  30%  or  less  for 
county  society  meetings  and  10%  for 
district  society  meetings.  Hospital  staff 
meetings  by  comparison  are  attended  by 
60  to  80%  of  the  active  staff  membership. 
Our  State  Association  is  composed  of  23 
specialty  sections,  but  communication 
between  specialty  sections  and  the  ISMA 
leadership  and  Board  of  Trustees  is  infre- 
quent. Mailings  to  our  membership  are 
at  times  sluggish  and  ill-suited  for  com- 
municating urgent  information. 

Consequently,  the  state  of  the  art  of 
ISMA  communicative  capability  is  not 
sufficient  for  optimum  effectiveness.  In 
view  of  the  importance  of  improving 
inter-professional  communication,  I sub- 
mit the  following  proposals  to  this  House 
for  your  considerations: 

1.  I recommend  enlisting  the  con- 
sultive services  of  a communication  ex- 
pert to  upgrade  our  systems  of  inter- 
professional communication. 

2.  And  further,  I recommend  the  for- 
mation of  a hospital  staff  section. 

Dissertation  on  Medical  Malpractice— 
Another  Crisis  Issue 

As  the  Indiana  representative  on  the 
Public  Relations  Committee  of  the  North 


Central  Section  of  the  American 
Urological  Association,  I was  recently 
asked  by  the  committee  to  present  a 
report  and  participate  in  a discussion  of 
the  Indiana  experience  with  the  Malprac- 
tice Law  of  1975  (PL146). 

I presented  an  overview  of  the  ex- 
perience that  Indiana  has  had  with  its 
malpractice  law,  as  well  as  the  prospec- 
tive changes  that  we  anticipate  rising  out 
of  the  General  Assembly  during  the  up- 
coming calendar  year.  I made  special 
reference  to  our  concern  for  the  Patient 
Compensation  Fund  and  its  solvency.  I 
pointed  out  the  likelihood  that  an  increase 
in  the  cap  limit  for  the  primary  carrier 
would  go  from  $100,000  to  $200,000. 
There  is  also  a provision  in  the  recom- 
mendation by  the  Legislative  Malpractice 
Study  Commission  for  small  claims  such 
as  less  than  $20,000  to  be  directed  to  court 
settlement,  thus  bypassing  the  panel.  I ad- 
dressed the  recommendations  that  ISMA 
and  liaison  members  of  various  provider 
agencies,  such  as  Indiana  Hospital 
Association,  Indiana  insurance  carriers, 
(such  as  Fort  Wayne  Medical  Protective) 
and  Insurance  Commissioner  Donald 
Miller  have  proposed  for  the  future 
management  of  the  Patient  Compensa- 
tion Fund.  These  suggestions  primarily 
have  to  do  with  professional  claims 
management,  the  possibility  of  making 
the  award  system  a one-tier  system,  and 
the  insurance  commissioner’s  suggestion 
that  the  issues  of  liability  and  damages 
should  be  decided  at  the  primary  in- 
surance carrier  level.  The  present  ISMA 
position  is  one  of  endorsement  for  the  so- 
called  single-tier  system.  It  is  felt  that  the 
simultaneous  settlement  of  a claim  with 
both  the  primary  carrier  and  the  Patient 
Compensation  Fund  would  help  resolve 
the  problem  that  the  insurance  depart- 
ment has  had  with  the  unavailability  of 
information  and  the  issue  of  medical 
causation  in  the  “closed  cases”  that  are 
presented  for  payment  from  the  fund.  In- 
herent within  the  so-called  single-tier  ap- 
proach would  be  the  potential  for  a struc- 
tured settlement  of  the  entire  award, 
thereby  providing  the  injured  patient  with 
an  advantaged  financial  situation  vis-a- 
vis  favorable  tax  treatment  and  the 
assurance  of  receiving  adequate  funds 
over  a long  term.  Consequently,  the  ra- 
tionale for  granting  the  insurance  depart- 
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ment  the  flexibility  of  structured  set- 
tlements is  to  ease  the  financial  stress 
upon  the  fund  and  provide  long-term 
benefits  to  those  injured  patients  and  their 
families.  It  is  our  understanding  that  ap- 
proximately one-third  of  all  claims  enter- 
ing the  fund  are  the  result  of  primary 
awards  being  settled  on  a structured  basis 
by  the  insurance  carriers. 

I also  reviewed  the  status  of  HMO 
coverage  in  the  Malpractice  Statute  as  of 
1984,  wherein  the  HMO  as  an  entity  is 
currently  considered  as  an  individual 
health  care  provider.  It  is  the  recommen- 
dation of  ISMA  that  the  liability  of 
HMOs  should  be  similar  to  that  of 
hospitals.  In  other  words,  recognizing 
that  there  is  an  increased  frequency  in  the 
number  of  patient  encounters,  thus  in- 
creasing the  potential  for  more  than  three 
$100,000  judgments  in  any  one  year,  the 
limits  of  risk  and  liability  should  be  in- 
creased to  $1,000,000  for  the  total  year’s 
occurrences. 

Liability  Problems  of  the  DRG  System 

At  the  inception  of  the  Medicare 
amendments  resulting  in  the  DRG  pro- 
gram, our  initial  fears  sprang  from  the 
realization  that  such  a change  in  the 
distribution  of  health  care  in  hospitals 
would  predictably  place  physicians  at  an 
increased  exposure  to  malpractice  litiga- 
tion. After  having  reviewed  the  report  of 
Vincent  Maressa,  executive  director  for 
the  Medical  Society  of  New  Jersey,  it  ap- 
pears that  our  fears  are  coming  true. 

Physicians  in  New  Jersey  have  ex- 
perienced a significant  increase  in 
malpractice  cases  since  1980.  Claims  have 
shifted  from  matters  of  improper  medica- 
tion in  non-surgical  classes,  and  matters 
of  technique  failure  in  surgical  classes,  to 
allegations  having  to  do  with  failure  to 
diagnose,  or  claims  of  misdiagnosis.  Since 
1980,  30%  of  lost  dollars  paid  out  on 
surgeons  and  40%  of  lost  dollars  paid  out 
on  non-surgeons  were  attributable  to 
diagnostic  errors.  This  phenomena  has 
not,  as  yet,  occurred  anywhere  else  in 
other  states. 

New  Jersey  is  a special  “test  case’’  as 
far  as  the  effect  of  the  DRG  system  upon 
the  quality  of  medical  care  delivery,  since 
physicians  and  patients  have  had  the 
earliest  and  longest  exposure  to  im- 
plementation of  DRGs  in  New  Jersey 


hospitals.  Since  the  Advent  of  the  DRG 
system  in  New  Jersey,  requests  for 
laboratory  studies  and  requests  for 
diagnostic  x-rays  for  hospital  inpatients 
have  declined  at  the  same  time  that  ma- 
jor allegations  of  misdiagnosis  have  ac- 
celerated. For  most  of  us,  this  is  no  sur- 
prise, since  we  have  conceived  from  the 
very  beginning  that  liability  problems  are 
built  into  the  DRG  system. 

Nationally,  in  1982  the  average 
malpractice  settlement  was  just  under  a 
million  dollars  for  court  room  set- 
tlements. Some  observers  have  described 
the  malpractice  dilemma  as  a runaway 
social  atrocity,  with  states  like  New  York 
reporting  annual  premiums  of  $58,000  for 
obstetrics  and  gynecolocy,  while  the  fre- 
quency of  litigation  in  states  like  Florida 
has  increased  to  one  of  three  doctors  each 
year.  Congress,  in  recognizing  the  enor- 
mity of  the  problem,  has  sought  to  ac- 
complish a national  solution  in  terms  of 
no-fault  legisation,  known  as  the  Alter- 
native Medical  Liability  Act.  The  legis- 
lative design  of  this  act  is  to  limit  the 
amount  of  malpractice  claim  award  to 
those  patients  whose  medical  care  is  paid 
for  by  the  federal  government.  Herein, 
the  act  further  attempts  to  restrict 
malpractice  awards  to  amounts  represent- 
ing actual  economic  loss  and  would  ex- 
clude compensatory  awards  for  pain  and 
suffering. 

As  a personal  comment,  I do  not  see 
the  metholodgy  of  “no-fault”  offering  us 
a workable  solution  to  the  malpractice 
compensation  dilemma.  Experiences  with 
workmen’s  compensation  have  given  us 
insights  into  the  enormity  of  expense  that 
is  escalating  in  the  workmen’s  compen- 
sation system.  Also,  it  seems  unlikely  that 
the  federal  government  can  conduct  such 
a program  as  no-fault  compensation  for 
those  patients  who  rely  upon  federal 
funding  for  their  health  care,  without  ex- 
acting a number  of  rigid  and  intrusive 
regulatory  measures  for  physicians  and 
patients  alike.  It  also  seems  unlikely  when 
one  considers  the  scapegoat  mentality  of 
our  society  at  large,  that  any  program  in 
which  physicians  are  found  in  favor,  will 
have  the  opportunity  for  passage.  This 
particular  legislative  issue  of  no-fault  has 
received  heated  criticism  from  represen- 
tatives of  the  Trial  Lawyers  Association 
who  contend  that  the  present  system  of 


contingency,  as  well  as  the  level  of  awards 
that  are  gained  both  pre-judicially,  as  well 
as  through  the  courts,  is  justified  by  the 
fact  that  the  true  incidence  of  malprac- 
tice is  some  10  to  20  times  the  number  of 
litigatable  cases  that  are  filed  each  year. 
Such  a statement  reflects  a lack  of  under- 
standing on  the  part  of  spokesmen  for  the 
Trial  Lawyers  Association,  and  to  some 
degree  on  the  part  of  the  public  itself  in 
regard  to  what  constitutes  the  reality  of 
human  performance  in  any  profession. 

The  comments  by  the  critics  of  physi- 
cians are  often  stated  as  indictments,  in 
language  having  heavy  intonations  im- 
plicating that  physicians  are  actually 
ethically  or  morally  corrupt,  and  this  is 
the  reason  that  they  make  the  mistakes 
that  would  be  classified  as  malpractice. 
I suggest  to  you  that  no  real  progress  will 
be  made  in  the  best  interest  of  the  public 
and  all  concerned  until  the  dimensions  for 
excellence  that  characterize  the  perfor- 
mance of  any  professional  are  brought 
within  realistic  accord. 

To  hold  one  profession  in  critical  ac- 
claim because  the  members  of  that  pro- 
fession are  unable  to  display  a greater 
than  human  performance  in  terms  of  ac- 
curacy is,  at  the  best,  counter-productive, 
and  has  no  future  benefit  to  society. 
Rather,  we  should  emphasize  the  stan- 
dards of  education  and  preparation  of 
skills  that  are  consistent  with  the  best 
abilities  of  those  professionals,  and  to 
recognize  that  the  human  profile  will  con- 
tinue to  include  the  unfortunate  disap- 
pointments, relative  to  the  inability  to 
make  correct  decisions,  and  affect  the 
desired  result  in  all  patients  all  the  time. 

In  view  of  this  reality,  our  emphasis 
must  be  on  the  means  by  which  we  can 
assist  in  the  compensatory  process  for  pa- 
tients who  suffer  untoward  results,  and 
do  so  in  the  most  affordable  and  econom- 
ically efficient  manner.  This  is  the  attitude 
that  respresents  the  compassionate  con- 
cern of  the  physician,  and  this  is  the  at- 
titude which  should  direct  us  toward  a 
healthy  relationship  with  our  public,  our 
economic  institutions,  and  our  represen- 
tatives of  the  legal  profession. 

Having  an  enormously  expensive  meth 
odology  for  bringing  compensatory 
monies  to  those  citizens  who  need 
economic  relief  for  their  medically  related 
losses  is  a burden  our  society  should  no 
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longer  tolerate.  Large  percentage  con- 
tingency fees  coming  at  the  end  of  pro- 
longed expensive  and  sometimes  theatrical 
excesses  on  the  part  of  those  represen- 
tatives of  the  plaintiff,  and  at  times,  the 
defense,  are  not  in  the  best  interest  of  our 
citizens  at  large,  and  are  totally  unaccep- 
table procedures  of  demeanment  for 
physicians.  Such  legal  practice  will  only 
serve  to  bring  about  the  continued  escala- 
tion of  costs  for  reasonable  health  care. 
In  the  modern  day  experience  of  our 
health  care  delivery  system,  there  is  even 
less  excuse  for  the  abusive  manner  in 
which  litigation  is  allowed  to  affect  the 
patient  and  doctor  relationship.  Physi- 
cians and  compensation  fund  program  ad- 
ministrators must  be  able  to  work  hand- 
in-hand  in  bringing  about  the  necessary 
economic  relief  for  adversely  affected 
citizens  and  do  so  in  the  most  economical- 
ly efficient  method. 

ISMA  Auxiliary — A Magnificent 
Resource 

1 remember  vividly  my  first  experience 
at  the  podium  in  October  1977,  when  the 
House  of  Delegates  convened  for  the 
128th  Annual  Convention  of  the  ISMA 
in  Indianapolis.  I rose  to  introduce  a lady, 
who  gracefully  walked  to  the  front  of  our 
Assembly  and  addressed  the  House  as 
president  of  the  ISMA  Auxiliary.  Her 
name  was  Mrs.  John  Stanley,  and  she 
spoke  of  membership,  legislation,  CPR, 
immunization  and  impaired  physicians. 
She  emphasized  the  importance  of  unity 
and  working  for  the  common  cause  of 
medicine,  and  she  recognized  in  her 
remarks  the  need  to  inform  patients  of 
our  common  goal — that  being  to  promote 
the  best  available  health  care  at  the  lowest 
possible  cost. 

In  the  years  that  have  followed  I have 
had  the  privilege  of  hearing  the  annual 
address  of  a succession  of  extraordinar- 
ily fine  Auxiliary  leaders.  Each  time,  as 
I applauded  the  work  of  the  Auxiliary, 
1 thought  of  the  magnificent  resource  they 
represent  to  our  State  Medical  Associa- 
tion and  to  the  local  communities  wherein 
they  provide  our  most  important  liaison 
with  the  public. 

As  I survey  the  political  and  social 
economic  environment  surrounding  our 
health  care  system  in  America,  and  more 
specifically  in  Indiana,  I anticipate  a 


challenge  of  exhausting  proportions  fac- 
ing physicians  if  the  health  care  system 
that  “cares”  is  to  be  preserved.  One  fact 
stands  without  question — doctors  will  not 
win  this  struggle  alone.  Only  if  we  gain 
the  full  support  of  the  citizens  of  the  state, 
and  the  institutions  they  sponsor,  and  the 
political  representatives  they  elect,  will  we 
be  successful.  Wherein  will  come  the 
resources  to  accomplish  this  task,  certain- 
ly not  from  the  5,000  physicians  who  are 
already  committed  to  a 58-hour  per  week 
practice  schedule  ....  certainly  not  from 
the  existing  ISMA  staff,  which  is  suffi- 
cient only  for  the  custodial  duties 
necessary  to  continue  business  as  usual. 

A brief  look  at  the  budget  constraints 
built  on  an  Association  attitude  that  a 
“no  dues  increase”  track  record  since 
1975  is  good  fiscal  policy,  confirms  the 
fact  that  ISMA  is  also  financially  limited. 
Where  then  are  we  to  look  for  the 
resources  to  sustain  our  quest  to  preserve 
for  our  patients  the  freedom  of  choice  of 
medical  care  at  reasonable  cost  and 
dependable  quality?  The  answer  has  been 
with  us  for  the  past  40  years  and  is  2,500 
members  strong.  We  have  seen  their  ef- 
fectiveness in  such  state-wide  programs  as 
voluntary  effort,  school  immunizations, 
seat  belts  for  children  and  the  campaign 
against  drunk  driving — to  name  a few.  A 
specific  example  of  the  effectiveness  of 
their  program  for  immunization  of  school 
children  is  the  decreased  incidence  of 
measles  and  mumps  in  recent  years.  Con- 
sider the  fact  that  in  1962,  nearly  one-half 
million  cases  of  measles  were  reported, 
and  by  last  year  this  had  dropped  to 
1,400.  A similar  decline  has  occurred  in 
the  incidence  of  mumps — in  1968, 
150,000  cases  were  reported,  and  by  last 
year  this  figure  was  down  to  3,000. 

More  recently,  the  AMA  Auxiliary  in- 
itiated a voter  registration  project  for 
physicians  and  their  families  called  “Med- 
vote.”  This  project  was  started  when  it 
was  realized  that  a significant  percentage 
of  physicians  and  their  family  members 
were  not  registered.  Organizing  a nation- 
wide voter  registration  drive  has  been  ac- 
complished through  the  dedicated  work 
of  state  Medvote  chairmen.  The  Medvote 
chairman  for  Indiana  is  Ann  Schuster  and 
her  visability  and  vitality  of  service  in  this 
capacity  is  a standard  of  leadership 
deserving  of  our  heartfelt  admiration. 


We  are  now  realizing  the  need  for  an 
even  stronger  commitment  from  the 
ISMA  Auxiliary — that  being  to  meet  the 
challenges  of  new  legislation  facing 
medicine.  The  biggest  job  before  us  to- 
day is  the  ever  demanding  vigil  we  must 
exercise  over  the  legislative  process.  If  the 
voice  of  medicine  is  to  be  heard  on  the 
legislative  scene  today,  we  must  form  a 
more  comprehensive  and  aggressive 
liaison  through  “key”  contracts  with 
lawmakers  and  sustain  that  contact  year 
after  year.  It  is  my  intention  to  appoint 
such  a liaison  committee  of  Auxiliary 
members  who  have  demonstrated  their  ef- 
fectiveness in  the  legislative  arena  in  past 
years.  I would  like  to  appoint  such  Aux- 
iliary members  to  this  Legislative  Liaison 
Committee  for  terms  of  two  and  four 
years  and  consider  these  terms  renewable. 
I realize  that  not  all  Auxiliary  members 
have  an  interest  in  politics,  but  those  Aux- 
ilians  who  do  have  such  an  interest,  and 
the  aptitude  for  political  activities,  repre- 
sent a tremendous  resource  that  can 
strengthen  the  political  forces  of  organ- 
ized medicine. 

I would  consider  this  liaison  commit- 
tee to  have  as  its  major  objective,  the 
development  of  a “key”  contact  program 
made  up  of  both  Auxiliary  and  non- 
Auxiliary  physician  spouses.  It  would  be 
my  hope  that  such  non-Auxiliary  mem- 
bers would  eventually  become  Auxiliary 
members  through  service  to  the  Legisla- 
tive Liaison  Committee.  The  activities  of 
the  liaison  committee  would  include 
speaking  engagements  by  invitation  for 
the  purpose  of  addressing  individual 
county  Auxiliary  societies  and  explaining 
the  legislative  issues  and  activities  involv- 
ing medicine.  This  liaison  committee 
would  also  communicate  with  our  legis- 
lative commission  and  IMPAC  board  for 
the  purposes  of  developing  a common 
viewpoint  that  would  express  ISMA 
policy  on  legislative  matters.  The  liaison 
committee  would  be  instrumental  in  in- 
itiating fund  raisers  and  letter  campaigns. 
The  chairman  of  this  Legislative  Liaison 
Committee  would  assume  a position  of 
Auxiliary  Legislative/IMPAC  coordina- 
tor, appointed  by  the  ISMA  president  for 
the  service  term  of  four  years  that  would 
be  renewable  by  decision  of  the  ISMA 
president,  in  consultation  with  ISMA 
Auxiliary,  ISMA  Commission  on  Legisla- 
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tion  and  the  IMPAC  board. 

For  the  purposes  of  refinement  of  skills 
and  preparation  for  “special  issue’’ 
related  legislative  campaigns,  it  is  sug- 
gested that  workshops  on  a state  or 
regional  basis  for  both  ISMA  and  Aux- 
iliary members  should  be  a part  of  our 
calendar  year.  I’m  further  suggesting  that 
“data  processing  equipment”  be  utilized 
for  the  listing  of  ISMA  and  Auxiliary 
members  by  home  address,  voting  dis- 


Address of  the  ISMA  Auxil 


ACTION:  Referred  to  Board  of  Trustees. 

I am  very  happy  to  have  been  invited 
to  speak  with  you  this  afternoon  on 
behalf  of  the  Auxiliary.  Your  Auxiliary 
is  what  it  is  because  of  your  interest, 
guidance,  and  willingness  to  allow  us  to 
be  your  partners  in  medicine. 

The  Auxiliary’s  fiscal  year  began  May 
1;  therefore,  our  year  is  in  full  swing.  In 
June,  state  delegates  and  officers  attend- 
ed the  AMA  Auxiliary  Annual  Conven- 
tion in  Chicago.  In  August,  our  summer 
Board  meeting  was  held  in  Indianapolis. 
In  September,  we  sponsored  an  Indiana 
Auxiliary  Leadership  Conference  in  In- 
dianapolis. From  October  14  through  16, 
nine  county  presidents-elect,  three  state 
officers  and  Rosanna  Her  attended  the 
AMA  Auxiliary  Leadership  Confluence 
in  Chicago.  It  was  an  absolutely  in- 
valuable leadership  meeting  for  the  Aux- 
iliary, as  well  as  for  the  personal  growth 
that  took  place.  On  this  Sunday,  we  will 
hold  our  Fall  State  Board  meeting.  Be- 
tween these  flurries  of  activity,  we  moms 
tried  to  get  in  county  Auxiliary  visits, 
laundry,  grocery  buying,  and  carpooling 
for  the  children! 

Both  our  summer  Board  meeting  and 
our  Leadership  Conference  were  held  at 
the  ISMA  headquarters.  I want  to  sin- 
cerely thank  you  for  providing  us  with  a 
meeting  place.  Over  60  Auxilians  from  all 
over  Indiana  attended  the  conference.  We 
believe  it  was  of  great  value  for  them  to 


trict,  and  office  address;  and  that  a con- 
tinued update  of  this  information  be  con- 
ducted every  two  years.  I also  propose 
that  a system  for  emergency  and  routine 
contact  with  our  ISMA  and  Auxiliary 
membership  be  devised  and  prepared  for 
deployment.  Finally,  I propose  that 
ISMA  through  its  Association  staff  and 
membership,  launch  a campaign  to  in- 
crease Auxiliary  membership  to  at  least 
an  equal  par  basis  with  ISMA  member- 
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be  able  to  visit  your  offices  and  to  meet 
your  staff. 

Speaking  of  staff,  I hope  all  of  you  are 
aware  of  the  courteous,  friendly,  effi- 
cient, and  hard-working  people  in  the  of- 
fice who  carry  out  your  day-to-day 
business.  Their  assistance  is  truly  ap- 
preciated, especially  that  of  Roasnna  Her, 
our  ISMA  liaison. 

This  year’s  motto  is  “Make  Someone 
Happy  by  Caring  and  Sharing.”  We  are 
asking  all  of  our  members — your 
spouses — to  join  hands  under  our  Aux- 
iliary rainbow  to  work  together  toward 
common  goals.  It  is  a colorful,  cheerful, 
and  happy  approach  even  though  we  are 
quite  aware  that  it  takes  first  the  rain, 
then  the  sunshine,  to  create  a rainbow. 
We  Auxilians  are  tough  and  we  can 
weather  the  storm  to  gain  the  satisfica- 
tion  of  a job  well  done.  We  are  your  best 
source  of  volunteer  help.  Together  we  can 
make  a difference. 

When  we  talk  about  broad  areas  of 
Auxiliary  involvement,  we  are  talking 
about  for  categories.  They  are: 

1.  AMA-ERF  Fund  Raising 

2.  Health  Projects 

3.  Legislative  Issues 

4.  Membership  Challenges 

American  Medical  Association  Educa- 
tion and  Research  Foundation  fund- 
raising projects  are  conducted  all  over 
Indiana  and  the  nation.  Medical  families 
and  their  friends  contribute  to  this  foun- 
dation to  help  provide  funds  for  medical 


ship. 

Auxiliary  provides  ISMA  with  a power- 
ful companion.  Willingness,  ability,  and 
dedication  to  the  ideals  of  the  medical 
profession,  combined  wth  intelligence  and 
responsible  action  is  an  apt  description  of 
our  ISMA  Auxiliary.  The  Auxiliary  and 
ISMA  working  together  in  cooperation  is 
a combination  that  will  enable  the  family 
of  medicine  to  meet  the  challenges  of  our 
future. 


Judy  Koontz 


schools  and  especially  for  medical  student 
assistance.  Last  year  almost  $2  million 
was  raised  nationally.  The  Indiana 
University  School  of  Medicine  has  re- 
ceived the  single  largest  donation  for 
several  years.  Two  medical  student  recip- 
ients of  AMA-ERF  funds,  their  spouses, 
and  Dean  Daly  and  Mrs.  Daly  will  be 
Auxiliary’s  special  guests  at  our  Auxiliary 
Day  Luncheon  on  Sunday. 

This  year  we  are  continuing  participa- 
tion in  a statewide  health  project:  “An 
Early  Start  to  Good  Health.”  Often  we 
work  in  coalition  with  other  volunteer  ser- 
vice organizations  for  cost  containment 
and  reduction  of  duplication  of  services. 
“An  Early  Start  . . .”  is  a program 
developed  by  the  American  Cancer  Soci- 
ety. They  provide  the  materials  and  train- 
ing for  the  volunteers.  We  Auxilians  are 
the  volunteers.  We  present  this  health 
awareness  program  in  participating 
schools  in  grades  kindergarten  through 
three.  We  feel  this  is  a very  worthwhile 
project  and  are  glad  that  participation  is 
increasing. 

As  the  Auxiliary  tackles  the  mountain 
of  legislative  issues  before  them,  they  look 
to  the  AMA  Auxiliary  and  the  ISMA  leg- 
islative staff  for  direction  and  assistance. 
It  is  our  duty  to  be  aware  of  and  informed 
about  issues  affecting  health,  health  care 
delivery,  and  increasing  government  in- 
tervention. The  Auxiliary  has  participated 
in  the  AMA  “Project  Medvote”  cam- 
paign. We  would  like  to  extend  a hearty 
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thank  you  to  all  those  who  have  worked 
so  diligently  on  this  voter  registration 
project. 

At  our  leadership  conference  in 
September,  the  discussion  groups  and 
evaluation  form  reports  indicated  a strong 
desire  by  many  members  to  develop  a 
program  called  “A  Day  at  the  Capitol.” 
It  could  include  tours  of  the  state  capitol, 
a luncheon,  and  a special  “crowd-pleas- 
ing” speaker. 

Membership  is  the  base  of  our  Auxili- 
ary rainbow.  It  is  the  foundation  of  our 
organization.  A top  priority  for  this  year 
is  to  increase  membership.  One  approach 
has  been  to  issue  a membership  challenge 
from  Indiana  to  the  state  Auxiliary  of 
Michigan.  This  is  a contest  whereby  the 
loser  presents  the  winner  with  a gift  at  the 
Annual  AMA  Auxiliary  Convention  in 
June.  If  we  lose — Heaven  forbid — we 
must  present  Michigan  with  two  tickets 
to  the  Indianapolis  500.  If  we  win,  they 
must  give  us  a comparable  gift.  So,  you 
see,  we  need  everyone’s  participation.  It 
is  not  only  the  membership  chairman’s 
responsibility;  it  is  everyone’s  job!  No 
matter  who  wins,  we  have  all  worked 
together  for  a cause,  and  the  Auxiliary  as 
a whole  is  the  true  winner.  By  increasing 


membership,  we  will  communicate  with 
and  inform  more  people  about  health 
issues. 

Our  Long  Range  Planning  Committee 
has  recommended  that  a new  membership 
category  be  considered  for  the  state  Aux- 
iliary. It  would  be  called  an  associate 
membership.  It  is  proposed  that  an 
associate  member  would  be  the  spouse  of 
a physician  who  is  eligible  but  who  is  not 
a current  dues  paying  member  of  the 
ISMA.  As  it  is  now  proposed,  the 
associate  member  would  pay  the  same 
dues  as  does  a regular  member  but  could 
not  hold  the  offices  of  president  nor 
president-elect.  This  is  just  the  spouse 
who  through  her  or  his  increased  aware- 
ness, knowledge,  and  involvement  may  be 
able  to  convince  the  physician  spouse  to 
join  the  ISMA.  Several  other  states  and 
the  AMA  Auxiliary  have  now  included 
this  category  of  membership.  The  issue 
will  be  voted  upon  by  our  delegates  at  our 
annual  meeting  in  April. 

Now,  1 would  like  to  present  you  with 
three  challenges.  Would  you  join  hands 
with  us — your  Auxiliary — in  three  areas 
of  interest? 

1 .  Would  you  consider  appointing  an 
ISMA  Advisory  Committee  to  the  ISMA 


Address  of  the  Student  Council  President, 
Indiana  University  School  of  Medicine 


ACTION:  Filed. 

There  are  two  kinds  of  people  in  the 
world:  those  who  make  things  happen 
and  those  who  say  “what  happened?”  1 
would  like  to  compliment  the  ISMA  and 
the  House  of  Delegates  for  being  among 
those  in  medicine  making  things  happen. 

Busy  as  we  are,  medical  students  are 
also  very  concerned  and  interested  in  the 
future  of  medicine.  Over  this  past  year, 
three  groups  have  been  working  on 
various  aspects  of  student  involvement 
with  the  ISMA.  The  first  group  is  the 

1036 


ISMA  Ad  Hoc  Committee  on  Student 
Representation,  chaired  by  Dr.  Bill 
Beeson.  The  second  group  includes 
former  student  delegate  Steve  Foley  and 
current  delegate  Gordon  Hughes,  who 
have  been  active  in  the  formation  of  a 
medical  student  society.  The  third  group 
is  the  Indiana  University  School  of 
Medicine  Student  Council  Committee  on 
Student  Involvement  with  the  ISMA. 
Recommendations  from  that  committee 
were  reviewed  by  the  Medical  Student 
Council  and  have  been  forwarded  to  the 
ISMA  Ad  Hoc  Committee  on  Student 
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Auxiliary?  The  Auxiliary  president  and 
president-elect  could  meet  with  this  com- 
mittee on  a routine  basis  throughout  the 
year  to  discuss  issues,  concerns,  and  im- 
plementation of  programs  of  mutual  in- 
terest. Maybe  your  president,  chairman 
of  the  Board,  and  a current  trustee  could 
serve  on  the  committee. 

2.  Would  you  consider  working  in 
partnership  with  us  in  developing  “A  Day 
at  the  Capitol”  for  our  interested 
members  and  spouses  throughout  the 
state? 

3.  Would  you  consider  assisting  us  to 
set  up  a program  to  “Spread  the  Word” 
about  ISMA  and  Auxiliary  memberships? 
How  about  helping  us  in  sponsoring  Aux- 
iliary meetings  at  the  same  time  as  your 
district  meetings?  This  suggestion  came  j 
from  your  summer  leadership  conference. 
We  think  it  is  a great  idea  and  want  to  ! 
help  develop  it  into  a reality.  We  believe 
there  are  many  potential  members  in  these 
settings.  Our  president,  president-elect, 
and  area  vice  president  in  the  district 
would  probably  be  the  board  members  in- 
volved in  this  “reaching  out”  activity. 

Thank  you  in  advance  for  your  consid- 
eration of  these  important  matters. 


Todd  Taylor 


Representation  for  their  review  and  subse- 
quent action. 

If  student  interest  and  involvement 
with  the  ISMA  is  to  continue,  it  will  re- 
quire continued  and  increasing  commit-  j 
ment  by  both  student  groups  and  the 
ISMA  as  a whole.  The  Medical  Student 
Council  encourages  this  involvement  and 
would  like  to  thank  Dr.  Lukemeyer  for 
his  special  assistance  over  this  past  year  1 
on  student  ISMA  issues.  Let’s  continue 
to  work  together  to  make  things  happen 
in  medicine. 
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Relative  Value  of  $181  ISMA  Membership  Dues 

1976 


ACTION:  Filed. 

(See  Res.  84-14,  “Dues  Increase”) 

Without  the  financial  security  of  an  in- 
creasingly solid  monetary  base,  your 
Association  cannot  grow,  cannot  assert 
the  kind  of  leadership  that  is  clearly 
necessary  to  implement  aggressive  pro- 
grams and  effect  appropriate  changes  in 
the  provision  of  medical  care  to  this  and 
the  next  generation  of  Hoosiers. 

Your  Association  survived  the  past  nine 
years  without  a dues  increase  partly 
because  of  the  fact  that  membership  dues 
constitute  only  about  54%  of  ISMA’s 
total  income,  and  partly  because  of  in- 
vestment income  and  other  miscellaneous 
sources  (advertising,  convention  exhibits, 
administrative  services,  etc.).  But  it  was 
mainly  due  to  the  efficient  management 
of  finances  and  personnel  that  your 
Association  was  able  to  underspend  the 
budget,  while  increasing  membership  pro- 
grams and  benefits,  during  Fiscal  Year 
1983,  even  though  we  experienced  76% 
cumulative  inflation  in  the  general 
economy  since  1975.  Flowever,  in  Fiscal 
Year  1983-84,  the  Association  is  work- 
ing under  a projected  deficit  budget  of 
$35,000. 

The  current  dues  level  of  $181  was 
established  in  1975.  In  1982  the  House 
of  Delegates  approved  a special  purpose, 
two-year  dues  increase  of  $25  which  ex- 
pires this  year  (1984).  As  a consequence, 
ISMA  dues  for  1983  and  1984  were  $206 
but  will  revert  back  to  $181  in  Fiscal  Year 
1984-85  without  further  action  by  the 
House  of  Delegates. 

Before  leaving  the  issue  of  the  special 
two-year  dues  increase,  1 believe  you 
should  know  what  happened  to  the 
money  in  the  special  dues  account.  A total 
of  $240,000  in  dues  money  has  been  col- 
lected thus  far  from  1982  and  1983  dues 
payments.  The  ISMA  expended  approx- 
imately $30,000  in  legal  fees  from  the  ac- 
count in  obtaining  legal  advice  on  whether 
to  litigate  the  Blue  Cross  and  Blue  Shield 
VIP  program,  leaving  a balance  of  some 
$210,000.  And  just  recently  the  Board  of 
Trustees  approved  a two-year,  $200,000 
public  relations  program  consisting  of 
positive  media  messages  designed  to  posi- 
tion physicians  as  patient  advocates  in  the 
public’s  mind.  The  Board  further 


authorized  an  expenditure  of  $88,000  for 
the  current  fiscal  year  to  fund  the  initial 
phase  of  the  campaign  to  be  charged 
against  the  special  dues  account. 

Now  let’s  take  a look  at  the  $181  dues 
structure  of  1975  and  see  what  inflation 
has  done.  Applying  an  inflation  factor  of 
76%  against  the  $181  dues  reveals  that 
the  1975  dues  are  worth  $81  in  1984.  The 
accompanying  bar  graph  illustrates  the 
erosion  that  took  place  during  the  period 
1975/1983  due  to  inflation  alone. 

In  order  to  support  the  Association’s 
increasing  level  of  activities  and  programs 
for  fiscal  year  1984-85,  the  Executive 
Committee  is  recommending  a $54  dues 
increase  which  would  raise  ISMA  dues 
from  $181  (the  1975  level)  to  $235. 
Recognizing  the  importance  of  the  legisla- 
tion and  regulations  on  medical  practice, 
this  would  permit  the  Association  to  hire 
two  new  legislative  assistants  and  an  ad- 
ditional half-time  staff  equivalent  in 
public  relations. 

Some  of  the  projects  that  the  ISMA  of- 
ficers, commission  members  and  staff  are 
currently  involved  in  include:  a review  of 
the  mechanisms  of  direct  and  indirect 
advertising  of  medical  services  in  Indiana; 


developing  a presentation  to  inform  the 
membership  about  such  alternative 
medical  care  delivery  systems  as  HMOs, 
PPOs,  and  IPAs;  a statewide  public  in- 
formation campaign  positioning  physi- 
cians as  the  patient’s  advocate;  develop- 
ing a Peer  Review  Organization  for  In- 
diana; review  of  the  Patients’  Compen- 
sation Act  by  the  Malpractice  Advisory 
Committee  in  order  to  develop  recom- 
mendations for  changes  that  may  be 
necessary;  meeting  with  senior  citizens’ 
groups  to  discuss  problem  areas  such  as 
health  care  costs  and  explaining 
Medicare;  lobbying  on  important  national 
and  state  issues  such  as  Medicare  assign- 
ment; monitoring  the  DRG  Program,  etc. 
These  special  projects  and  programs  in- 
volve specific  issues  and  events  of  im- 
mediate concern  to  the  membership  and 
are  being  addressed  in  addition  to  the 
routine  activities  of  your  Association. 

Commissions  and  staff  members  con- 
tinue to  work  in  such  vital  areas  as 
monitoring  meetings  of  the  Medical 
Licensing  Board  and  the  State  Board  of 
Health,  and  reviewing  all  state  and  federal 
rules  and  regulations  which  could  affect 
medical  practice.  ISMA  is  active  in  the 
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areas  of  sports  medicine  and  Indiana’s 
high  school  athletes,  geriatrics  and  nurs- 
ing homes,  public  health,  continuing 
medical  education,  members’  health,  life 
and  professional  liability  insurance  and 
financial  planning,  public  relations,  and 
more. 

You  will  be  interested  to  know  that  the 


proposed  dues  increase  of  $54  will  still 
keep  ISMA’s  fiscal  year  1985  dues  below 
our  neighboring  state  associations  which 
are  as  follows: 

Illinois  — $253 
Michigan  — $290 
Kentucky  — $300 
Ohio  — $240 


Report  of  Chairman,  Board  of  Trustees 


Report  prepared  prior  to  Convention 
ACTION:  Filed. 


The  Board  of  Trustees  held  its  first 
meeting  following  the  annual  convention 
in  Evansville  on  Nov.  20  at  the  head- 
quarters, launching  itself  into  another 
year  of  activity  concerning  the  many 
issues  confronting  organized  medicine. 

In  my  report  to  you  I will  cover  the  ac- 
tions of  the  Board  which,  in  my  estima- 
tion, were  somewhat  more  significant 
than  others.  It  was  an  extremely  busy  year 
for  the  Board,  and  all  of  the  trustees  and 
alternate  trustees  contributed  wisely  and 
conscientiously  to  the  multitude  of  issues 
brought  before  them. 

Upon  the  recommendation  of  the  presi- 
dent, the  Board  approved  the  establish- 
ment of  an  ad  hoc  Peer  Review  Commit- 
tee, which  was  charged  with  studying  and 
developing  recommendations  for  the 
Board  regarding  a PRO  proposal  and  ap- 
plication which  would  be  submitted  to  the 
Department  of  HHS.  In  a later  action  the 
Board  authorized  a loan  of  $59,860  to  the 
Indiana  Peer  Review  Organization  for  the 
development  of  a PRO  application  for 
Indiana. 

The  chairman  of  the  Health  Facilities 
Council  was  invited  to  speak  to  the  Board 
concerning  Resolutions  83-31,  35  and  36, 
all  of  which  related  to  nursing  home 
issues.  Areas  of  concern  included  1)  ex- 
cessive rules,  2)  legal  penalties,  and  3) 
fiscal  impact.  All  the  resolutions  were 
referred  to  the  ad  hoc  Geriatrics  Com- 
mittee. 

Much  discussion  was  held  during  the 
year  regarding  the  Medical  Licensing 
Board’s  system  of  suspending  privileges; 
as  a result,  the  Board  suggested  a joint 


meeting  between  the  MLB  and  the  ISMA 
leadership  to  discuss  procedures  in  license 
suspensions. 

Depletion  of  the  Patients’  Compensa- 
tion Fund  was  monitored  by  the  Board. 
Such  a depletion  would  result  in  a 
substantial  increase  in  the  surcharge  for 
the  fund.  The  Board  was  also  informed 
that  in  the  case  of  Wamich  vs.  Cha,  et 
al.y  the  opinion  of  the  Jasper  Superior 
Court  held  that  the  Indiana  Malpractice 
Act  is  unconstitutional,  which  was  indeed 
a serious  development.  The  Board 
authorized  legal  counsel  to  file  an  amicus 
curiae,  and/or  participate  where  appro- 
priate in  an  appeal. 

In  later  actions  the  Board  went  on 
record  to  oppose  provisions  in  any  bill 
that  would  allow  a malpractice  claim  to 
be  settled  outside  the  parameters  of  P.L. 
146  to  support  1)  whatever  action  is 
necessary  to  maintain  the  integrity  of  the 
PCF,  and  2)  a Governor-conuoWed 
Medical  Malpractice  Study  Commission. 
Because  of  the  Board’s  concern,  the 
ISMA  Reports,  Siebenmorgen’s  Notes 
and  Indiana  Medicine  were  used  to  re- 
mind the  membership  that  they  have  an 
obligation  to  serve  on  medical  review 
panels  when  requested  in  order  to 
preserve  the  integrity  of  the  medical 
malpractice  law  (P.L.  146);  and  to  notify 
the  membership  of  the  possibility  of  an 
increase  in  the  surcharge  for  the  PCF.  At 
this  writing  ISMA  is  in  dialogue  with  the 
State  Insurance  Commissioner  and  the  ad 
hoc  Legislative  Committee  on  Malprac- 
tice. 

The  Board  supported  the  activities  of 
the  Students  Against  Driving  Drunk 
(SADD)  conference,  which  was  jointly 
sponsored  by  Eli  Lilly  and  Co.,  the 
Governor’s  Task  Force  and  ISMA. 


If  you  have  any  questions  regarding 
any  aspect  of  ISMA  finances,  please  con- 
tact any  of  us  at  ISMA  headquarters.  A 
more  detailed  presentation  will  be  made 
to  the  Reference  Committee  at  the  ISMA 
annual  meeting  in  October.— Donald  F. 
Foy,  Executive  Director 


The  Board  modified  the  criteria  for 
membership  in  the  Fifty  Year  Club. 

Recognizing  Dr.  Peter  R.  Petrich  for 
his  “outstanding  leadership”  as  floor 
leader  of  the  Indiana  delegation  to  the 
AMA,  the  Board  presented  him  with  a 
plaque  expressing  thanks  and  gratitude. 
Dr.  Malcom  Scamahorn  succeeds  Dr. 
Petrich  as  floor  leader. 

Senate  Bill  430  was  strongly  opposed 
by  the  Board.  The  bill  would  have 
eliminated  the  requirement  that  a person 
with  an  “unlimited  license  to  practice 
medicine  in  Indiana  fill  the  position  of 
secretary  of  the  State  Board  of  Health.” 
The  bill,  as  passed,  did  retain  that  word- 
ing but  made  the  commissioner  of  ISBH 
a direct  appointee  of  the  governor  as  are 
the  members  of  the  board  of  the  ISBH 
already. 

The  Board  also  reviewed  and  approved 
the  ISMA  Group-sponsored  Health  and 
Dental  Plans  as  submitted  by  the  Sub- 
commission on  Insurance. 

The  Board  also  approved  as  Class  A 
directors  of  the  PICI  Board,  Doctors 
O’Neill,  Knote,  Khalouf,  Haley,  Sieben- 
morgen  and  Mr.  Foy;  and  as  Class  B 
directors,  Doctors  Lukemeyer  and  Allen. 

Concerning  convention  planning,  the 
Board  recommended  that  the  opening  ses- 
sion of  the  House  of  Delegates  be  stream- 
lined, that  the  ISMA  president  and 
president-elect  have  a place  on  the  agenda 
before  other  speakers,  and  that  the  House 
be  convened  earlier,  i.e.,  noon  or  1 p.m. 

Frank  Holden,  president  of  Holden 
and  Company,  presented  to  the  Board  a 
comprehensive  one-year  communications 
program,  which  would  emphasize  the 
physician  as  an  advocate  for  patients’ 
rights.  The  Board  accepted  the  $200,000 
proposal  with  fiscal  responsibility  ex- 
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tended  over  a two-year  period.  The  basic 
idea  of  the  PR  program  originated  with 
the  Public  Relations  Commission’s  con- 
cern about  the  impact  of  the  federal  DRG 
program  on  quality  and  availability  of 
medical  care  and  treatment. 

The  Board  asked  the  Executive  Com- 
mittee to  submit  a resolution  to  the  1984 
House  of  Delegates  proposing  a dues  in- 
crease along  with  specific  reasons  for  the 
increase.  The  Executive  Committee’s 
recommendation,  supported  by  the 
Board,  is  that  dues  be  raised  to  $235 
annually. 

The  Board  recommended  that  1MPAC 
contribute  funds  to  Doctors  Huber  and 
Knote,  who  are  candidates  for  seats  in 
the  Indiana  House  of  Representatives. 

An  Executive  Committee  recommenda- 
tion to  the  Board  that  all  Indiana  phy- 
sicians continue  to  be  sensitive  to  the 
financial  circumstances  of  each  patient 
and  exercise  voluntary  restraint  with 
respect  to  increases  in  fees  and  services, 
was  adopted  by  the  Board.  This  came  in 
response  to  the  AMA’s  request  for  a 
voluntary  fee  freeze  for  one  year. 

As  usual,  the  Board  heard  detailed 
reports  from  our  AM  A delegation  as  they 
prepared  to  attend  and  participate  in  the 
AMA  House  of  Delegates’  meetings  in 
Los  Angeles  and  Chicago.  Over  200 
resolutions  and  many  AMA  Board  coun- 
cil and  committee  reports  were  consi- 
dered. 

The  Board  reviewed  mechanisms  of 
direct  and  indirect  advertising  of  medical 
services  and  endorsed  the  AMA  policy 


pertaining  to  such  advertising. 

The  Board  was  advised  that  Dr.  Luke- 
meyer,  as  president  of  1SMA,  had  been 
presented  with  an  award  from  the  Inter- 
national Association  of  Business  Com- 
municators for  the  ISMA-sponsored 
television  series  “Heartbeat,”  currently 
being  aired  by  27  stations. 

Creating  a fee  review  council  at  the 
state  level  to  assist  constituent  county 
medical  societies  in  effective  fee  review 
matters  was  referred  to  the  Commission 
on  Medical  Services. 

Making  credit  card  services  available 
to  the  ISMA  membership  via  the  Indiana 
National  Bank  VISA  card  system  was 
approved. 

The  editor  of  Indiana  Medicine, 
formerly  The  Journal,  made  periodic 
reports  to  the  Board  regarding  the 
editorial  and  business  affairs  of  the 
publication. 

Reports  from  both  the  Physicians  In- 
surance Company  of  Indiana  (PICI)  and 
American  Physicians  Life  Insurance 
Company  (APL)  were  also  reviewed 
periodically  during  the  year.  The  growth 
of  both  companies  is  exceeding  projected 
targets;  they  are  deserving  of  the  con- 
tinued support  of  ISMA  members. 

The  ISMA  officers,  trustees  and  alter- 
nates elected  by  you  and  the  ISMA 
districts  have  worked  long  and  hard  hours 
again  this  year  on  behalf  of  our  Associa- 
tion. Our  loyal,  dedicated  and  effective 
ISMA  staff  has  done  likewise  and  all  have 
gone  the  second  and  third  extra  mile. 

It  has  been  a pleasure  to  have  been 


associated  and  worked  with  these  people 
these  past  three  years  as  chairman  of  the 
Board  of  Trustees.  I trust  the  Associa- 
tion will  join  with  me  in  expressing  to 
each  of  them  a hearty,  well-deserved 
“Thank  you”  for  their  efforts. 

The  chairman’s  report  would  not  be 
complete  without  mentioning  his  personal 
activities  associated  with  that  office.  I 
have  not  only  presided  over  the  Board 
agenda  and  meetings  for  three  years,  but 
I have  attended  the  annual  AMA  Leader- 
ship Conferences,  all  AMA  House  of 
Delegates  meetings,  all  but  three  ISMA 
district  meetings  these  three  years,  many 
ISMA  committee  and  commission  activi- 
ties, including  special  workshops  and 
legislative  efforts  with  several  trips  to 
Washington,  D.C.,  and  participated  in 
multiple  negotiating  sessions,  i.e.,  third- 
party  payors,  and  Medical  Licensing 
Board.  It  was  a pleasure  to  present  on 
your  behalf  the  Charter  to  the  residents 
for  ISMA’s  first  Component  Medical 
Society. 

Lastly,  I have  attempted  to  keep  the 
ISMA  membership  informed  of  the 
Board  of  Trustees  actions  and  hope  that 
all  have  enjoyed  the  opportunity  to  “Sie- 
benmorgens  Notes”  concerning  Board 
decisions  these  last  three  years. 

I thank  you  all  for  the  courtesies  af- 
forded me  during  my  tenure  in  this  of- 
fice and  I look  forward  to  tackling  the 
challenges  before  us  as  we  work  in  other 
capacities  for  the  benefit  of  quality 
medical  care  for  our  patients. — Paul  Sie- 
benmorgen,  M.D.,  Chairman 


Supplemental  Report 
ACTION:  Filed. 

For  your  information,  the  1983  resolu- 
tions and  the  actions  taken  on  these 
resolutions  are  printed  herein. 

Since  writing  the  chairman’s  report  for 
Indiana  Medicine,  several  noteworthy 
actions  involving  the  Board  have 
occurred. 

The  Board  worked  August  24-26 
through  an  ISMA  Leadership  Planning 
Conference  and  regular  Board  meeting 
during  which  much  information  was 
gathered  to  be  used  as  a source  of  discus- 
sion as  ISMA  plans  for  the  future.  Dr. 
Lawrence  E.  Allen,  president-elect, 


presented  portions  of  this  material  in  his 
address  for  some  discussion  and  com- 
ments at  this  annual  meeting. 

The  Board  recommended  that  the  1984 
House  of  Delegates  support  Resolution 
84-18,  which  asks  for  a revision  in  the 
Medical  Practice  Law.  It  also  recom- 
mended that  the  1984  House  have  the  op- 
portunity to  consider  a resolution  which 
would  ask  our  state  legislature  to  enact 
legislation  to  make  it  unlawful  for  an  in- 
surer to  delay  claim  payments. 

The  Board  unanimously  approved  the 
candidacy  of  Peter  R.  Petrich,  M.D.  (an 
ISMA  past  president)  for  election  to  the 
AMA  Board  of  Trustees  and  approved 
the  following  AMA  nominations: 


Sprague  Gardiner,  M.D. — Disting- 
uished Service  Award 
Joseph  E.  Walther,  M.D. — Benjamin 
Rush  Award 

Martin  J.  O’Neill,  M.D.— AMPAC 
Board 

The  Board  was  apprised  of  the  fact  that 
ISMA  could  have  another  AMA  delegate 
if  at  least  75%  of  ISMA  members  are  also 
AMA  members. 

The  Board  instructed  ISMA  legal 
counsel  to  prepare  detailed  guidelines  to 
be  used  by  the  Commission  on  Medical 
Services  for  its  use  in  developing  a Fee 
Review  Council. 

The  Board  reiterated  to  all  ISMA  com- 
missions/committees that  no  policy  state- 
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merits  be  released  on  behalf  of  ISMA 
without  prior  Board  approval  or  approval 
of  the  House  of  Delegates. 

The  Board  gave  its  approval  to  ISMA 
joining  with  the  AMA  and  certain  named 
physicians  to  be  plaintiffs  in  the  suit 
against  the  government  concerning  the 


Medicare  assignment  issue. 

The  Board  gave  its  approval  to  sell  the 
Harshman  Building  and  asked  the  Future 
Planning  Committee  to  develop  plans  to 
meet  the  needs  for  future  ISMA  staff  and 
office  space  requirements. 

The  Board  continues  to  work  on  nearly 


Report  of  Chairman,  Executive  Committee 


ACTION:  Filed. 


The  Executive  Committee  met  fre- 
quently. A wide  variety  of  matters  were 
considered  and,  as  appropriate,  either 
acted  upon  or  referred  to  the  Board  of 
Trustees  for  final  action. 

The  financial  condition  of  the  Associa- 
tion was  monitored  at  each  meeting. 
Periodically,  investments  and  plane 
utilization  were  reviewed. 

Several  major  renovations  to  the  head- 
quarters building  have  been  considered 
and  acted  upon.  These  included  the  heat- 
ing system,  where  a boiler  had  to  be 
replaced,  window  replacements  and  roof 
repairs. 

Three  Congressional  visits  have  been 
made  to  Washington  by  members  of  the 


Executive  Committee.  This  is  a change 
in  format  from  previous  years  when  one 
lobbying  visit  was  made.  This  year,  by 
utilizing  the  ISMA  plane  rather  than  com- 
mercial flights,  it  has  been  possible  for 
smaller  groups  to  make  the  trip  and  the 
lobbying  visits  in  one  day.  The  total  cost 
is  expected  to  be  about  the  same  as 
previous  years.  We  feel  the  more  fre- 
quent, small  group  visits  will  be  more 
beneficial  for  the  Association.  A fourth 
trip  was  planned  in  September. 

A Board  retreat  was  recommended  to 
the  Board.  A retreat  leadership  confer- 
ence was  held  in  August. 

The  Committee  thoroughly  considered 
the  1984-85  budget.  There  has  not  been 
an  ISMA  dues  increase  since  1975.  With 
the  economic  conditions  during  this 
period,  it  has  really  been  necessary  to 
tighten  the  budget.  It  is  the  Committee’s 


Report  of  the  Treasurer 


ACTION:  Referred  for  audit. 

The  following  items  were  included  in 
the  House  of  Delegates  packet:  a)  an 
unaudited  statement  of  financial  condi- 
tion; b)  1984-1985  budget  with  prior 
period  comparatives;  and  c)  allocation  of 
dues  to  functional  expense. — George  M. 
Rawls,  M.D.,  Treasurer 


all  aspects  of  medicine  on  an  ongoing 
basis  as  our  Indiana  physicians  and  their 
patients  search  for  the  highest  quality  of 
health  in  this  rapidly  changing, 
technological  age. — Paul  Siebenmorgen, 
M.l).,  Chairman 


belief  that  we  have  now  reached  the  point 
where  further  tightening  of  the  budget 
would  lead  to  curtailment  or  abandon- 
ment of  needed  and  desirable  programs. 
The  Committee  has  recommended  a dues 
increase  to  the  Board  of  Trustees.  The 
Board  will  recommend  a dues  increase  to 
the  House  of  Delegates  at  the  annual 
meeting. 

I want  to  thank  the  members  of  the  Ex- 
ecutive Committee  for  their  diligence  and 
devotion  to  the  Association.  I also  want 
to  extend  a special  thanks  to  Don  Foy, 
Ken  Bush,  Mike  Huntley  and  all  of  the 
ISMA  staff  for  their  continuous  coopera- 
tion and  help. — Herbert  C.  Khalouf, 
M.D.,  Chairman 
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83-1  FOOT  SURGERY — Indiana  Orthopaedic  Society 
(Commission  on  Medical  Services) 

Action:  Implemented 

83-2  COMMISSION  ON  MEDICAL  EDUCATION  BY- 
LAWS UPDATE — Commission  on  Medical  Education 
(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-3  INTERN  & MEDICAL  RESIDENT;  MEDICAL  STU- 
DENT SOCIETIES — Commission  on  Constitution  & 
Bylaws 

(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-4  RECOMMENDATION  OF  NOMINEES  TO  THE 
BOARD  OF  DIRECTORS  OF  MUTUAL  MEDICAL 
INSURANCE  COMPANY — Commission  on  Constitu- 
tion & Bylaws 

(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-5  QUORUMS — Commission  on  Constitution  & Bylaws 

(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-6  STANDING  COMMITTEE  OF  ISMA— Ad  Hoc  Com- 
mittee to  Reduce  Drunk  Driving 
(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-7  STUDENTS  AGAINST  DRIVING  DRUNK— Ad  Hoc 
Committee  to  Reduce  Drunk  Driving 
(County  Medical  Societies  and  Commission  on  Public 
Relations) 

Action:  Implemented 

83-8  AFFIRMATION  OF  PLEDGE  TO  REDUCE  DEATH 
& INJURIES  DUE  TO  DRUNK  DRIVING— Ad  Hoc 
Committee  to  Reduce  Drunk  Driving 
(AMA  House  of  Delegates  & ISMA  Commission  on 
Public  Relations) 

Action:  Implemented 

83-9  NURSING  HOME  ADMITTANCE— Vanderburgh 
County  Medical  Society 
(Ad  Hoc  Committee  on  Geriatrics) 

Action:  Inadvertently  omitted  from  meeting  agenda. 

Will  be  placed  on  next  agenda. 

83-10  LICENSING  OF  ATHLETIC  TRAINERS— Indiana 
Orthopaedic  Society 

(Commission  on  Legislation  & Commission  on  Sports 
Medicine) 

Action:  Commission  on  Sports  Medicine  actively 

pursuing. 

83-1 1 RENAME  ISMA  SPECIALTY  SECTION— Section  on 
Nervous  & Mental  Disorders 
(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-12  PROPORTIONATE  REPRESENTATION  FOR 
MEDICAL  STUDENT  COMPONENT  SOCIETY— 
John  A.  Knote,  M.D.,  President 
(ISMA  Board  of  Trustees) 

Action:  A study  committee  has  been  appointed. 


83-13  AMENDMENT  TO  INDIANA  INSURANCE  STAT- 
UTES— Lake  County  Medical  Society 
(ISMA  Board  of  Trustees  & Commission  on  Legislation) 
Action:  Unsuccessfully  attempted  introduction  of 

legislation  in  Indiana  General  Assembly.  Will 
try  again  in  1985. 

83-14  PAST  PRESIDENTS/IMPACT— John  A.  Knote, 
M.D.,  President 
(IMPAC  Board) 

Action:  Implemented 

83-15  PAST  PRESIDENTS/COMMISSION  ON  LEGISLA- 
TION— John  A.  Knote,  M.D.,  President 
(Commission  on  Legislation,  ISMA  President,  Com- 
mission on  Constitution  & Bylaws) 

Action:  Implemented 

83-16  Not  adopted. 

83-17  NEW  AD  HOC  GERIATRICS  COMMITTEE— John 
A.  Knote,  M.D.,  President 
(ISMA  President) 

Action:  Implemented 

83-18  STANDING  COMMISSION  OF  ISMA  (Sports 
Medicine) — John  A.  Knote,  M.D.,  President 
(Commission  on  Constitution  & Bylaws) 

Action:  Implemented 

83-19  Not  Adopted. 

83-20  Not  Adopted. 

83-21  ISMA  APPLICATION  FOR  DESIGNATION  AS  IN- 
DIANA PRO — John  A.  Knote,  M.D.,  President 
(ISMA  Executive  Committee  & ISMA  Board  of 
Trustees) 

Action:  Implemented 

83-22  WORLD  WATER  WAGER— Lee  Smith,  M.D. 
(Commission  on  Public  Relations) 

Action:  Implemented 

83-23  SUMMER  JOBS  FOR  MEDICAL  STUDENTS— 
Gordon  Hughes,  Medical  Student 
(ISMA  Membership  Department) 

Action:  Implemented 

83-24  MANDATE  FOR  ADDITION  TO  REGULATIONS 
AND  REGULATORY  PROCESS  TO  THE  CHARGE 
OF  COMMISSION  ON  LEGISLATION— Marion  & 
Vanderburg  County  Medical  Societies 
(Commission  on  Constitution  & Bylaws  and  Commis- 
sion on  Legislation) 

Action:  Implemented 

83-25  DISABILITY  INSURANCE  FORM— Ft.  Wayne 
Medical  Society 

(ISMA  Board  of  Trustees  and  Commission  on  Medical 
Service’s  Subcommission  on  Insurance) 

Action:  Implemented 

83-26  STATEWIDE  MEETING  ON  PHYSICIAN  IMPAIR- 
MENT—Larry  M.  Davis,  M.D. 

(Commission  on  Physician  Impairment  and  Commis- 
sion on  Public  Relations) 

Action:  Implemented 
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83-27  DIAGNOSIS  RELATED  GROUPS  (DRGs) — Dela- 
ware-Blackford  County  Medical  Society 
(Commission  on  Public  Relations  and  ISMA  Board  of 
Trustees) 

Action:  Implemented 

83-28  BLUE  SHIELD  VOLUNTARY  INCENTIVE  PRO- 
GRAM— ISMA  Board  of  Trustees 
(ISMA  Executive  Committee  and  ISMA  Board  of 
Trustees) 

Action:  Implemented 

83-29  Not  Adopted. 

83-30  DISTRICT  MEDICAL  EXAMINER  SYSTEM— Lake 
County  Medical  Society 
(ISMA  Legal  Staff) 

Action:  The  Ways  and  Means  Committee  of  the  In- 

diana General  Assembly  was  contacted;  no 
funding  as  yet. 

83-31  PHYSICIAN  PATIENT  VISITS  AT  NURSING 
HOMES  CONFLICTING  WITH  INSPECTION  PRO- 
TOCOL AT  THE  STATE  BOARD  OF  HEALTH, 
MEDICARE,  AND  MEDICAID  INSPECTION 
TEAMS — Wayne-Union  County  Medical  Society 
(Ad  Hoc  Committee  on  Geriatrics) 

Action:  The  Indiana  State  Board  of  Health  does  not 

have  the  authority  to  make  changes  in  the 
process;  however,  a current  study  is  under- 
way by  the  National  Academy  of  Sciences  In- 
stitute of  Medicine  Committee  on  Nursing 
Home  Regulations. 


83-32  INTRUSION  INTO  DOCTOR-PATIENT  RELA- 
TIONSHIP (DRGs) — Indiana  Chapter  of  the  Associa- 
tion of  American  Physicians  and  Surgeons 
(No  referral) 

Action:  See  Res.  83-27 

83-33  MEDICAL  PROTECTIVE  COMPANY— Ft.  Wayne 
Medical  Society 

(Commission  on  Medical  Service’s  Subcommission  on 
Insurance) 

Action:  Implemented 

83-34  REDUCTION  IN  DUES  FOR  RESIDENT  MEMBERS 
— Resident  Medical  Society 
(No  referral) 

Action:  See  Res.  83-3 

83-35  ALTERNATIVES  TO  NURSING  HOME  CARE— 
DeKalb  County  Medical  Society 
(Ad  Hoc  Geriatrics  Committee) 

Action:  Implemented 

83-36  STATE  BOARD  OF  HEALTH  REGULATIONS  ON 
NURSING  HOMES— DeKalb  County  Medical  Society 
(Ad  Hoc  Geriatrics  Committee) 

Action:  The  law  regarding  sanctions  and  fines  is  not 

subject  to  change  by  rule  or  regulation  of  the 
Health  Facility  Council.  The  Committee  be- 
lieves the  new  regulations  will  respond  to  this 
resolution. 

RESOLUTION  CONCERNING  LAWRENCE  PATTON 
McDonald,  m.d. 

Action:  Implemented 


1042 


Indiana  Medicine 


December  1 984 


Reports  of  Trustees 


An  updated  listing  of  ISMA  trustees 
and  alternate  trustees  appears  on  page 
1072. 


First  District 

ACTION:  Filed. 

Members  of  the  First  District  Medical 
Society  spent  a considerable  amount  of 
time  and  effort  to  host  the  ISMA  annual 
convention  in  October  1983  in  Evansville. 
Delegates  secured  passage  of  two  resolu- 
tions, but  were  unsuccessful  in  campaign- 
ing for  Dr.  Forrest  Radcliff,  candidate 
for  vice-speaker. 

The  First  District  annual  meeting  was 
held  May  10,  1984,  at  the  Evansville 
Country  Club.  Presiding  at  the  meeting 
was  Dr.  Kent  McKinney,  First  District 
president.  He  welcomed  ISMA  officials 
and  staff  in  attendance.  Reports  were 
given  by  Dr.  George  Lukemeyer,  ISMA 
president;  Dr.  E.  DeVerre  Gourieux,  First 
District  trustee;  and  Dr.  Gilbert  M. 
Wilhelmus,  AMA  delegate  from  Vander- 
burgh County. 

Dr.  McKinney  thanked  Dr.  Donald  R. 
Elder,  vice-president,  and  Dr.  Jeffrey  C. 
Rendel,  secretary-treasurer,  for  their 
cooperation  during  the  year.  New  officers 
elected  at  the  meeting  were  Dr.  Elder, 
president,  Dr.  Rendel,  vice-president,  and 
Dr.  Gary  L.  Beck,  secretary-treasurer. 
The  minutes  and  financial  statement  were 
approved  as  mailed. 

Dr.  McKinney  presented  an  art  print 
to  Dr.  and  Mrs.  Bruce  Romick  for  co- 
chairing the  committee  hosting  the  state 
convention  and  commended  them  for 
their  excellent  organization.  Dr.  McKin- 
ney also  announced  the  winners  of  the 
golf  tournament,  in  which  40  members 
participated. 

Following  an  excellent  dinner,  the  au- 
dience enjoyed  entertainment  provided  by 
the  Evansville  Musicians’  Club  Chorus, 
several  of  whom  are  First  District 
members. 

A special  area  of  concern  for  First 
District  members  this  past  year  was 
passage  of  regulations  by  the  Medical 
Licensing  Board  of  Indiana.  Many  of  our 
physicians  had  input  into  drafting  the 
regulations,  which  ensure  the  protection 
of  Indiana  citizens  without  endangering 


the  practice  of  medicine. 

We  would  like  to  thank  ISMA  staff  for 
their  efforts  in  lobbying  on  behalf  of  all 
members  of  First  District.  Many  bills  were 
introduced  during  the  short  session  of  the 
103rd  General  Assembly.  We  anticipate 
an  even  greater  number  next  year  and  will 
be  encouraging  members  to  contact  their 
state  legislators  on  issues  affecting  the 
medical  community.  We  also  suggest  that 
members  support  the  Indiana  Medical 
Political  Action  Committee  with  their 
financial  contributions. 

We  appreciate  the  efforts  of  those 
physicians  who  served  on  ISMA  commis- 
sions. We  would  also  like  to  thank  Dr. 
Wallace  Adye,  Jr.,  alternate  trustee,  who 
is  serving  on  the  Indiana  Peer  Review 
Organization  board. 

Membership  in  First  District  decreased 
4%  to  a total  of  450  members  as  of  Dec. 
31,  1983;  54%  of  First  District  members 
belong  to  the  AMA. — E.  DeVerre 
Gourieux,  M.D.,  Trustee 

Second  District 

ACTION:  Filed. 

Another  year  has  passed  with  the  in- 
creasing challenge  of  addressing  the 
massive  increase  in  government  “involve- 
ment” in  medical  care.  Most  of  us  con- 
sider this  an  erosion  and  invasion  of  the 
doctor-patient  relationship  we  have  en- 
joyed in  the  past.  Physicians  have  been 
“mandated”  to  become  involved  in 
government  programs,  and  all  the  private 
sectors  seem  to  be  holding  us  responsible 
for  properly  initiating  these  programs. 
Your  ISMA  hopes  to  present  the  united 
front  needed  to  “temper”  and  cope  with 
these  programs. 

The  years’  issues  confronted  by  your 
trustees,  ISMA  officers,  and  ISMA  staff 
have  always  been  complex  and  controver- 
sial but  this  has  at  least  doubled  now  with 
the  increase  in  government  “involve- 
ment.” During  the  year,  we  have  been 
called  a “do-nothing  group.”  I assure  you 
that  this  is  not  the  case.  The  decisions  are 
made  by  a group  of  physicians  represent- 
ing different  geographical  areas,  different 
specialties  and  different  personalities. 
This  produces  a wide  diversity  of  opinions 
but  hopefully  provides  a decision  around 
which  all  alternatives  have  been  intelli- 
gently considered. 


A few  of  the  year’s  issues  are  as 
follows: 

1.  Obviously,  the  most  significant  of 
these  issues  was  the  enacting  of  the  DRG 
program.  Space  does  not  permit  com- 
menting adequately  on  this  issue;  how- 
ever, the  data,  as  it  is  coming  in,  seems 
to  be  showing  that  DRGs  actually  in- 
crease medical  costs.  Again,  it  will  be 
questionable  as  to  whether  Congress  will 
listen  to  the  facts. 

2.  Also  mandated  in  this  temporal  law 
was  the  PRO.  Your  ISMA  has  decided 
to  shoulder  the  responsibility  as  the  PRO 
for  Indiana.  Again,  this  was  very  contro- 
versial and  some  members  are  opposed 
to  this.  With  this  “given”  bitter  pill,  I 
ask  you  to  consider  the  alternative  groups 
that  are  waiting  to  acquire  this  control 
should  it  not  be  assumed  by  the  ISMA. 

3.  Your  Board  decided  against  litiga- 
tion on  the  VIP  program  since  it  was 
thought  to  be  floundering  at  this  time. 
Also,  our  council  could  only  give  us  a 
50-50  chance  of  successfully  opposing 
this. 

4.  During  the  year,  the  legislature  saw 
fit  to  change  the  manner  of  selection  of 
the  director  of  the  State  Board  of  Health. 

5.  The  Physicians  Insurance  Company 
of  Indiana  has  thrived  (much  to  the 
dismay  of  some  members)  and  the 
malpractice  crisis  is  again  looming  on  the 
horizon.  Some  constituents  have  already 
reported  that  malpractice  insurance  is 
unavailable  from  some  companies  in  the 
state,  simply  because  of  the  risk  group 
to  which  the  physician  belongs. 

6.  Paramedical  personnel  and  limited 
licensed  practitioners  continue  to  make 
legislative  inroads  into  the  medical  care 
system.  Optometrists,  chiropractors, 
nurse  midwives,  audiologists,  pharma- 
cists, clinical  psychologists,  physical 
therapists,  nurse  practitioners, 
podiatrists,  and  others  are  seeking  legis- 
lative action  to  obtain  admitting  and 
clinical  practice  privileges  inside  the 
hospitals.  Many  of  us  feel  this  is  inappro- 
priate and  will  actually  raise  medical 
costs.  Also,  it  will  permit  inappropriate 
hospitalizations  by  untrained,  limited 
practitioners. 

The  preceding  issues  (and  others)  are 
still  an  ongoing  controversy  among  your 
Board  members  and  the  membership 
itself.  These  can  be  best  dealt  with  on  a 
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unified  front  (i.e.,  organized  medicine). 
The  lower  levels  of  organized  medicine 
are  becoming  more  important  and  their 
participation  as  members  of  the  ISMA 
must  increase  in  the  future.  The  commit- 
tees’ and  commissions’  representation 
also  must  continue  to  improve.  These  ef- 
forts must  be  extended  if  we  are  to  con- 
tinue to  provide  the  high  standard  of 
medical  care  that  we  presently  practice 
and  which  is  only  found  in  the  United 
States. 

Last  year,  the  Second  Medical  District 
meeting  was  held  on  June  29  at  the  Elks 
Club  in  Vincennes.  Dr.  Frederick  Buehl 
presided,  with  Dr.  Roscoe  Vaughn  serv- 
ing as  secretary-treasurer.  The  informa- 
tive presence  of  the  ISMA  officers  and 
ISMA  staff  was  greatly  appreciated  and 
enjoyed.  A program  of  “Physician  Burn- 
out’’ was  presented  to  the  membership 
and  their  spouses.  The  1984  meeting  will 
be  hosted  by  the  Daviess-Martin  County 
Medical  Society  in  Washington,  Ind.  Dr. 
James  Beck  will  serve  as  president  and 
Dr.  Robert  Heymann  as  secretary- 
treasurer. 

Dr.  Paul  Wenzler  and  I continue  to 
represent  your  interests  at  the  regular 
ISMA  Board  of  Trustees  meetings  as  well 
as  at  special  sessions  and  the  annual 
ISMA  convention.  We  would  like  to  ex- 
press our  thanks  to  the  membership  of 
the  Second  Medical  District  for  allowing 
us  to  represent  them  as  trustee  and  alter- 
nate trustee.  I am  looking  forward  to 
representing  you  three  more  years  as 
trustee,  if  re-elected  this  summer.  Thanks 
also  go  to  the  excellent  ISMA  staff  for 
their  continuing  beneficial  assistance 
throughout  the  year. — Ralph  W.  Stewart, 
M.D.,  Trustee. 

Third  District 

ACTION:  Filed. 

As  your  trustee,  I have  attended  all 
Board  meetings  and  would  encourage 
members  with  any  current  concerns  to 
contact  me  and  to  keep  abreast  by  reading 
ISMA  Reports,  Board  reports  and  Indi- 
ana  Medicine. 

Our  district  meeting  was  held  April 
27-28,  1984  in  New  Albany.  A panel 
discussion  of  pertinent  ISMA  issues  was 
moderated  by  Dr.  Everett  Bickers,  presi- 
dent. The  panel  consisted  of  ISMA 


district  and  state  officers  and  ISMA  staff. 
Officers  elected  for  1984-85  were  Dr. 
Wallace  Johnson,  president,  and  Dr. 
Peter  Livingston,  vice-president. 
Lawrence  County  will  host  the  Spring 
1985  meeting. 

The  Board  is  constantly  reviewing 
reports  and  actions  taken  by  the  Executive 
Committee,  commissions  and  commit- 
tees, AMA  delegates,  Medical  Licensing 
Board  actions,  Physicians  Insurance 
Company  of  Indiana  and  American 
Physicians  Life,  as  well  as  others.  Some 
of  the  highlights  during  this  past  year  are 
listed  below. 

ISMA  Income — 54%  from  member- 
ship, 21%  from  interest,  and  25%  from 
ads,  airplane  usage,  annual  meeting,  etc. 

ISMA  Expenses — 43%  for  salaries  and 
benefits,  12%  for  travel,  5%  for  building, 
12%  for  printing  and  28%  for  phones, 
postage,  insurance,  etc. 

Dues  Increase — At  the  annual  meeting, 
a dues  increase  will  be  considered  for 
1985.  We  must  seriously  consider  a dues 
increase  if  we  are  going  to  continue  the 
kind  of  programs  we  have  been  provid- 
ing. 

Indiana  Physicians  Review  Organiza- 
tion (1PRO) — Indiana  physicians  have 
formed  and  funded  the  initiation  of  IPRO 
and  by  the  time  of  our  annual  meeting, 
this  organization  may  possibly  be  existing 
and  functioning. 

Mandatory  Medicare  Assignments — 

This  bill  was  defeated  thanks  to  physi- 
cians throughout  Indiana  who  called  their 
congressmen,  and  ISMA  and  AMA  lob- 
bying efforts. 

Public  Relations — ISMA  funds 
available  from  our  last  two  years’  special 
dues  will  be  used  for  public  messages  that 
will  emphasize  the  physician  as  an  advo- 
cate of  patient  rights. 

Medical  Liability — We  have  learned 
that  claims  are  increasing.  The  surcharge 
has  been  increased  and  ISMA  will  need 
to  continue  monitoring  the  Patient  Com- 
pensation Fund. 

Legislative  Issues — ISMA  members 
and  staff  spent  a considerable  amount  of 
time  on  legislative  issues  this  year,  which 
is  an  important  function  of  our  organiza- 
tion. One  of  the  bills  that  is  now  affect- 
ing us  all  is  the  Generic  Substitution  Bill. 

I encourage  all  counties  in  our  district 
to  make  sure  that  their  delegates  are  ready 


for  our  annual  meeting  in  Indianapolis 
Oct.  19-22.  We  will  no  doubt  be  discuss- 
ing the  dues  increase,  emergency  and/or 
satellite  clinics,  plus  various  other  reports 
and  resolutions. 

At  our  1983  meeting,  we  did  have 
delegates  representing  Clark,  Floyd, 
Lawrence  and  Harrison-Crawford  coun- 
ties. There  was  no  representation  from 
Orange,  Scott  and  Washington  counties. 
We  look  forward  to  seeing  all  these  coun- 
ties represented  at  our  fall  meeting  this 
year. 

I really  enjoy  the  opportunity  to  serve 
as  your  district  director  and  if  you  should 
have  any  concerns  at  any  time,  please 
write  or  call.  I do  visit  some  of  the  county 
medical  society  meetings  and  will  be  at- 
tempting to  do  more  of  this. — R.  G. 
“Dick’’  Huber,  M.D.,  Trustee 

Fourth  District 

ACTION:  Filed. 

The  Fourth  District  Medical  Society 
held  its  annual  meeting  on  May  30,  1984 
at  the  Madison  Country  Club  in  Madison. 
I would  like  to  give  my  sincere  apprecia- 
tion to  Dr.  Howard  Jackson  and  Dr. 
George  Alcorn,  as  well  as  the  members 
of  the  local  medical  auxiliary  in  Madison 
for  providing  such  a wonderful  day  of 
entertainment  for  the  guests.  The  even- 
ing speaker  at  the  dinner  was  Dr.  Walter 
Daly,  dean  of  the  I.U.  School  of 
Medicine.  Golf  awards  and  tennis  awards 
were  given.  The  meeting  next  year  will 
be  held  in  Columbus.  Newly  elected  presi- 
dent of  the  Fourth  District  will  be  Dr. 
William  Cooper.  Other  officers  were  also 
elected  that  day. 

The  past  two  years,  the  Fourth  District 
Medical  Society  has  elected  a floor  leader 
to  guide  the  members  during  the  annual 
meeting  in  October.  Elected  again  this 
year  as  the  Fourth  District  floor  leader 
was  Dr.  Ed  Probst  of  Columbus. 

This  past  year  has  been  very  significant 
in  regard  to  many  issues  concerning 
organized  medicine.  The  ISMA  Board  of 
Trustees  has  taken  a very  progressive  ap- 
proach in  confronting  many  of  the  prob- 
lems facing  us  at  this  time.  I was  quite 
pleased  to  participate  and  vote  for  the 
new  public  relations  program  which  will 
be  carried  out  in  Indiana.  I feel  that  this 
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is  a very  wise  use  of  our  funds  and  if  the 
medical  profession  is  to  stay  in  the  fore- 
front as  a free  enterprise  organization, 
this  type  of  public  relations  is  quite 
necessary. 

Another  issue  confronting  us  during 
this  next  year  will  be  that  of  a dues  in- 
crease and  consideration  of  either  reno- 
vating or  obtaining  a new  building. 
Although  a dues  increase  is  never  fun,  I 
think  that  one  will  be  necessary  and  the 
Board  of  Trustees  is  recommending  this 
to  the  House  of  Delegates  during  our  an- 
nual meeting  in  October. 

Finally,  I feel  that  the  most  important 
concern  facing  us  this  year,  as  in  the  past 
several  years,  is  malpractice.  The  most 
progressive  step  taken  by  our  organiza- 
tion in  the  last  several  years  has  been  the 
formation  of  the  malpractice  insurance 
company.  This  is  a growing  company  and 
as  we  look  at  the  annual  increase  of 
members  making  use  of  this  malpractice 
insurance,  we  can  see  that  it  is  growing 
quite  readily.  I would  urge  everyone — 
every  member  of  the  Indiana  State 
Medical  Association — to  consider  pur- 
chasing this  malpractice  insurance  in  the 
future.  This  is  the  main  hope  that  we  have 
to  control  malpractice  costs  in  this  state, 
and  it  is  to  everyone’s  advantage  both 
financially  and  politically  to  carry  their 
malpractice  with  this  company.  Even  if 
you  had  another  carrier  in  the  past,  I 
would  urge  you  to  at  least  obtain  quota- 
tions on  prices  from  our  new  company. 
Their  prices  are  competitive  and  when 
you  obtain  a total  bid  from  any  other 
company,  the  State  Medical  Association’s 
will  be  as  low  as  any  fee  charged. 

I have  enjoyed  to  continue  being  trustee 
of  the  Fourth  District  and  hope  that  I can 
continue  serving  my  district  well  on  the 
Board  of  Trustees. — Mark  M.  Bevers, 
M.D.,  Trustee 


Fifth  District 

ACTION:  Filed. 

At  press  time,  the  Fifth  District  has 
scheduled  its  annual  Medical  Society 
meeting  for  Sept.  5,  1984  at  the  Windy 
Hills  Country  Club  in  Greencastle,  with 
James  Johnson,  M.D.,  president, 
presiding  and  Peggy  Sankey  Swaim, 
M.D.,  secretary-treasurer,  again  handl- 


ing the  financial  affairs.  With  the  incom- 
parable John  Talley,  M.D.,  as  the 
scheduled  feature  speaker,  a large  turnout 
is  expected  once  again. 

Last  fall’s  Fifth  District  meeting  in 
Terre  Haute  was  well  attended  and  district 
members  had  an  excellent  opportunity  to 
discuss  their  medical  concerns  with  a large 
group  of  ISMA  staff  and  officers  in- 
cluding John  Knote,  M.D.,  then  president 
of  ISMA. 

The  report  of  the  activities  of  the  Fifth 
District  trustee  can  best  be  reviewed  by 
reading  the  “Chairman  of  the  Board  of 
Trustees  Report,”  as  I have  functioned 
in  that  capacity  for  the  last  three  years. 
I have  completed  the  limit  of  two  con- 
secutive terms  and,  according  to  ISMA 
Bylaws,  am  not  eligible  for  re-election. 
Therefore,  there  will  be  a new  trustee 
elected  at  the  Fifth  District  meeting  on 
Sept.  5,  1984. 

It  has  been  a pleasure  and  a distinct 
honor  to  have  been  able  to  serve  as  your 
Fifth  District  trustee  these  last  six  years 
and  I have  tried  to  present  your  views  in 
all  pertinent  discussions.  I thank  you  for 
that  opportunity.  I must  also  thank 
Howard  Grindstaff  and  Sara  Klein, 
ISMA  field  staff,  for  their  excellent  help 
through  the  years  and  must  give  a special 
thanks  to  Benny  Ko,  M.D.,  our  Fifth 
District  alternate  trustee,  who  has  done 
a yeoman’s  job  on  behalf  of  our  district 
on  numerous  occasions  and  particularly 
when  I have  been  occupied  with  other 
ISMA  responsibilities. — Paul  Sieben- 
morgen,  M.D.,  Trustee 


Sixth  District 

ACTION:  Filed. 


The  annual  meeting  for  the  Sixth 
District  Medical  Society  was  held  in 
Shelbyville  this  year  on  Wednesday,  May 
16,  1984.  The  Shelby  County  Medical 
Society  did  a fine  job  of  hosting  a golf 
outing  at  the  local  Elks  Country  Club. 
Mrs.  Paul  (Joan)  Inlow  and  other  auxili- 
ary members  hosted  a special  women’s 
afternoon  program,  while  the  physicians 
joined  for  the  business  session.  State  of- 
ficers and  staff  were  present  and  provided 
commentary  on  current  medical/political 
situations. 


New  officers  for  the  Sixth  District 
Medical  Society  are  as  follows:  President, 
Dean  Felker,  M.D.,  of  Greenfield;  Vice 
President,  Douglas  Carter,  M.D.,  of 
Shelbyville;  Sec’y/Treasurer,  Douglas 
Morrell,  M.D.,  of  Rushville. 

The  business  meeting  and  evening  din- 
ner were  held  at  the  Holiday  Inn.  Guest 
speaker  Jack  Fadely  of  Butler  University 
provided  a well  received  after  dinner 
program. 

Attendance  was  representative  but  not 
great  considering  the  overall  membership. 
General  interest  and  participation  remains 
a problem.  I’m  sure  that  this  topic  will 
be  considered  at  the  coming  leadership 
conference  in  Indianapolis  late  in  August. 

My  thanks  to  Alternate  Trustee  Clar- 
ence “Bud”  Clarkson  for  representing  me 
at  the  Sixth  District  Medical  Society  an- 
nual meeting. — Davis  W.  Ellis,  M.D., 
Trustee 


Seventh  District 

ACTION:  Filed. 

As  we  prepare  our  1984  report,  plans 
are  being  finalized  for  this  year’s  Seventh 
District  meeting.  Continuing  the  trend  set 
for  us  last  year,  the  ’84  meeting  will 
highlight  a unique  social  opportunity  for 
the  members  of  the  District,  their  spouses 
and  friends.  This  year’s  meeting  will 
feature  dinner  and  entertainment  at 
“Crackers”,  which  is  Indiana’s  only  per- 
manent comedy  club. 

The  ’83  meeting  of  the  District  was  held 
prior  to  an  evening  of  entertainment  at 
the  Cabaret  of  the  Indiana  Repertory 
Theater.  Dr.  Warren  Gray  of  Martins- 
ville, President  of  the  District,  conducted 
the  annual  business  session,  which  con- 
tained several  routine  business  matters. 
Representatives  of  ISMA  who  were  rec- 
ognized included  Dr.  John  Knote,  ISMA 
President,  Dr.  Lawrence  Allen,  then 
Speaker  of  the  House,  Dr.  Shirley 
Khalouf,  then  Vice-Speaker  of  the  House. 
Also,  introduced  were  the  numerous 
other  representatives  of  ISMA  in  attend- 
ance, including  Seventh  District  repre- 
sentatives and  AM  A Alternate  Delegates, 
Dr.  Arvine  Popplewell  and  Dr.  Alvin 
Haley. 

In  District  elections,  Dr.  Donald  J. 
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Kerner  of  Indianapolis  was  chosen 
President-Elect  of  the  Seventh  District, 
and  Dr.  Malcolm  Scamahorn  was  re- 
elected to  the  position  of  Secretary-Trea- 
surer. 

Dr.  Donald  C.  McCallum  was  recog- 
nized for  his  ten  consecutive  years  of  ser- 
vice, first  as  an  Alternate  Trustee,  and 
then  as  a Trustee  of  the  Seventh  District, 
and  Dr.  John  D.  MacDougall  was  pro- 
moted by  election  from  his  Alternate 
Trusteeship  to  succeed  Dr.  McCallum. 
Dr.  William  H.  Beeson  was  elected  to  suc- 
ceed Dr.  MacDougall  and  complete  his 
term  as  an  Alternate  Trustee.  Trustees  are 
looking  forward  to  an  enjoyable  evening 
for  the  ’84  District  meeting  on  August 
16th. 

The  physicians  of  the  Seventh  District 
and  the  entire  state  owe  a debt  of 
gratitude  to  Dr.  George  T.  Lukemeyer  for 
his  leadership  as  President  of  the  ISMA 
for  ’83-84.  Those  of  us  from  Marion 
County  and  the  Seventh  District  bene- 
fitted  from  Dr.  Lukemeyer’s  direct  par- 
ticipation and  leadership  for  a number  of 
years,  and  are  pleased  that  George  could 
provide  this  same  leadership  to  the  ISMA, 
first  as  an  AMA  Alternate  Delegate, 
Delegate,  President-Elect  and  then  as 
President  of  the  ISMA.  We  extend  a 
hearty  “Thank  You’’  to  George  for  his 
efforts  over  these  many  years.  We  are 
pleased  to  think  that  he  will  continue  to 
provide  his  advice  and  counsel  as  a Past 
President  of  the  ISMA. 

PERSONAL  NOTE: 

First  as  an  Alternate  Trustee  and  dur- 
ing this  past  year  as  a Trustee,  I have  en- 
joyed working  with  Sandy  Trusler  in  his 
role  as  a Trustee  from  this  District.  Sandy 
has  declined  to  continue  as  a Seventh 
District  Trustee  and  will  leave  the  posi- 
tion at  the  end  of  the  ’84  ISMA  Conven- 
tion. We  regret  that  the  District  and  the 
ISMA  will  lose  his  dedication  to  repre- 
senting physicians,  but  are  pleased  to 
know  that  his  continued  dedication  to 
organized  medicine  will  assure  his  avail- 
ability for  consultation  in  the  future. 
Sandy,  the  members  of  the  Seventh  Dis- 
trict thank  you  for  the  many  hours  of 
dedicated  service  and  leadership  you  have 
provided  on  our  behalf. — John  D.  Mac- 
Dougall, M.D.,  Trustee 


Eighth  District 

ACTION:  Filed. 

1983-84  has  been  a very  busy  year.  As 
trustee,  I have  had  to  consider  many  dif- 
ferent issues  of  importance  to  the  future 
of  medicine.  Diagnostic  Related  Groups 
(DRGs)  have  been  discussed  at  length. 
Peer  Review  and  ISMA’s  position  in 
respect  to  the  Peer  Review  Organization 
has  been  considered.  It  was  my  opinion, 
after  reviewing  available  data,  that  ISMA 
should  not  be  directly  involved  in  that 
process  and  this  was  the  position  of  the 
Board  of  Trustees. 

Another  item  of  discussion  has  been  the 
development  of  a public  relations  cam- 
paign under  the  direction  of  an  estab- 
lished, high-quality  consulting  firm.  The 
small  pilot  program  has  begun  with  the 
Commission  on  Public  Relations  approv- 
ing the  final  drafts  prior  to  release  to  the 
media.  It  is  my  belief  that  a larger  cam- 
paign should  arise  from  this  pilot 
program. 

The  annual  meeting  of  the  Eighth 
District  Medical  Society  was  held  at  the 
Anderson  Country  Club  on  June  7,  1984. 
The  meeting  was  well  attended  by 
members  of  the  district  and  ISMA  of- 
ficers and  staff.  A lengthy  and  informa- 
tive business  meeting  ensued  and  was  con- 
cluded by  the  election  of  William  Van- 
Ness,  II,  M.D.,  as  trustee  and  Douglas 
A.  Triplett,  M.D.,  as  alternate  trustee, 
both  becoming  effective  in  October  1984. 
Officers  for  the  Eighth  District  Medical 
Society  for  the  1984  year  were:  president, 
Charles  Bartholome,  M.D.;  secretary/ 
treasurer,  Stephen  R.  Miller,  M.D..  The 
1985  meeting  date  will  be  June  5 or  12, 
1985,  at  the  Delaware  Country  Club.  An 
excellent  dinner  was  enjoyed  by  everyone 
in  attendance  and  Stephen  Goldsmith, 
Marion  County  prosecutor,  was  the  after- 
dinner  speaker. 

This  is  the  last  year  of  my  term  as 
Eighth  District  trustee.  I wish  to  thank 
the  members  of  the  district  for  extending 
me  the  opportunity  to  serve  in  that 
capacity.  It  is  my  intention  to  remain  ac- 
tive in  ISMA  affairs  and  would  urge  all 
physicians  in  my  district  to  assume  a more 
active  role  in  the  political  affairs  of 
organized  medicine.  Thus,  through  a 
united  effort,  we  will  be  better  able  to 
preserve  the  highest  level  of  medical  care 
for  our  patients. 


In  conclusion,  I wish  to  thank  the  en- 
tire ISMA  staff  for  their  exceptional  per- 
formance of  duties  during  the  past  year. 

— Richard  L.  Reedy,  M.D.,  Trustee 


Ninth  District 

ACTION:  Filed. 

During  the  past  year,  we  have  again 
been  made  keenly  aware  of  attempts  by 
the  federal  government  and  third-party 
insurance  carriers  to  standardize  and 
regulate  providers  of  medical  care.  As  a 
result  of  these  attempts  to  invade  and 
control,  I am  pleased  to  report  that  Ninth 
District  physicians  are  making  a positive 
response.  This  is  evident  by  an  increase 
in  support  of  IMPAC.  I strongly  urge 
those  who  are  not  yet  members  to  join 
and  participate  by  voicing  your  desires  to 
state  and  national  legislators.  This  is 
where  we  must  work  for  the  preservation 
of  free  enterprise  and  medicine. 

We  physicians  in  the  Ninth  District  are 
fortunate  to  have  many  interested  and 
willing  to  spend  time  and  assist  the  leader- 
ship of  ISMA  in  developing  policy  and 
speaking  on  our  behalf.  Our  commission 
and  committee  members  have  served  us 
well  and  we  are  grateful  for  their  efforts. 
A prime  example  was  the  excellent 
seminar  and  subsequent  development  of 
a program  now  available  to  assist  im- 
paired physicians  in  our  state.  Again,  this 
represents  a positive  approach  taken  in 
response  to  a problem  that  is  evident. 

Our  Ninth  District  meeting  was  held  in 
Rensselaer  on  June  12,  1984  and  hosted 
by  Dr.  Robert  Darnaby  and  other  Jasper 
County  physicians.  They  provided  an  ex- 
cellent setting  at  the  Curtis  Creek  Coun- 
try Club  and  those  in  attendance  were 
treated  with  an  updating  and  informative 
discussion  led  by  Dr.  Lukemeyer  and  the 
ISMA  staff.  The  after-dinner  speaker, 
former  governor  Otis  Bowen,  M.D., 
spoke  on  “Medicine  of  the  Future.”  He 
predicted  an  increasing  rise  in  medical 
care  costs  due  to  the  evident  increasing 
age  of  our  population  and  demands  for 
top  priority  care.  He  also  predicted  in- 
creasing efforts  by  the  government  to 
control  costs.  In  response,  he  recom- 
mended that  physicians  continue  to 
upgrade  their  knowledge  in  medicine  with 
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continuing  medical  education,  spend  part 
of  their  time  in  community  service  and 
actively  participate  in  the  political 
process. 

I am  grateful  for  the  opportunity  to 
serve  as  your  trustee  and  continue  to 
welcome  your  comments  as  we  attempt 
to  represent  each  of  you  on  the  ISMA 
Board. — Max  N.  Hoffman,  M.D., 
Trustee 


Tenth  District 

ACTION:  Filed. 

Dr.  Mary  Carroll  completed  1983  as 
president  of  the  Lake  County  Medical 
Society  and  is  followed  by  Dr.  Barron 
Palmer  for  1984.  In  Porter  County,  Dr. 
John  Swarner  was  1983  president, 
presently  followed  by  Dr.  James  Malayta. 

The  Medical  Care  Share  program  im- 
plemented by  the  county  society  for 
Residents  in  Temporary  Need  of  Medical 
Services  has  been  highly  successful.  Some 
60  physicians  have  volunteered  services 
and  approximately  50  people  per  week 
have  participated  in  this  program  in  Lake 
County. 

With  the  changing  insurance  regulation 
legislation  in  1983  and  1984,  concerns 
regarding  HMOs,  IPAs,  PPO  systems 
and  other  reimbursement  arrangements 
are  surfacing.  As  a result,  the  Lake 
County  Medical  Society  sponsored  a pro- 
gram with  representatives  from  major 
local  industries  and  their  insurance  car- 
riers to  describe  their  changes  in  benefits 
and  eligibility  criteria.  This  was  a well 
received  liaison  with  all  parties  concerned 
and  some  100  physicians  attended. 

The  Tenth  District  Golf  Outing  was 
held  at  Briar  Ridge  Country  Club  in 
September  with  the  meeting,  followed  by 
dinner,  at  Woodmar  Country  Club.  Dr. 
Vincent  J.  Santare  was  elected  Tenth 
District  president.  Dr.  Charles  D.  Egnatz 
was  re-elected  trustee,  and  Dr.  Walfred 
A.  Nelson  was  re-elected  alternate  trustee. 
Mr.  Dan  Hill  has  accepted  a position  as 
executive  director  of  Lake  County 
Medical  Society.  Mr  Hill  is  an  attorney, 
previously  on  the  staff  of  the  American 
Medical  Association  and  the  staff  of  the 
American  College  of  OB-GYN. 

The  1984  Tenth  District  meeting,  which 
will  have  been  held  by  this  printing,  is  ex- 


pecting Peter  Visclosky,  the  Democratic 
candidate  for  U.S.  Congress  from  the 
First  District,  as  the  guest  speaker.  This 
position  is  presently  held  by  Katie  Hall 
and  previously  held  by  the  late  Adam 
Benjamin. — Charles  D.  Egnatz,  M.D., 
Trustee 


Eleventh  District 

ACTION:  Filed. 


The  Eleventh  District  Medical  Society 
met  at  the  Wabash  Inn  on  September  21 , 
1983.  There  was  good  attendance  at  the 
business  meeting  and  for  dinner.  An  in- 
teresting after  dinner  program  was 
presented  by  Ed  Ziegler,  a political  col- 
umnist. My  thanks  to  the  Wabash  County 
Medical  Society  for  an  excellent  meeting. 
A word  of  thanks  to  the  ISMA  official 
family  for  their  attendance  and  participa- 
tion. This  year’s  meeting  will  be  held  on 
September  19,  at  the  Grissom  Air  Force 
Base  and  will  be  hosted  by  the  Miami 
County  Medical  Society.  We  are  looking 
forward  to  an  interesting  and  unusual 
program. 

The  Board  has  had  another  busy  year. 
Each  year,  it  seems,  new  challenges  face 
physicians  and  organized  medicine.  Most 
of  these  come  from  government  and  this 
year  is  no  exception  with  DRGs  and 
PRO. 

The  Board,  at  the  direction  of  the 
House  of  Delegates,  has  hired  a public 
relations  firm.  A public  relations  cam- 
paign entitled,  “Positioning  Physicians 
as  Patient  Advocates,”  has  been 
developed  and  is  being  implemented. 
There  will  be  newspaper,  radio  and  bill- 
board ads  throughout  Indiana.  The  total 
program  will  cost  $200,000.00.  The  first 
phase,  costing  $88,000.00,  is  underway. 
The  program  will  be  evaluated  and,  if 
satisfactory,  continued.  This  may  very 
well  be  one  of  the  more  important  and 
hopefully  productive  things  done  by  our 
association. 

The  Board  has  funded  the  Indiana 
PRO  as  authorized  by  the  House  of 
Delegates.  The  Indiana  PRO,  by  govern- 
ment regulation,  had  to  be  a separate, 
arms  length  entity  from  ISMA.  There 
were  mixed  feelings  concerning  this  issue. 
When  one  considers  the  alternatives  if 
organized  medicine  didn’t  do  this,  the 


Board’s  action  becomes  very  reasonable. 
At  the  time  of  this  writing,  the  Indiana 
PRO  has  been  certified.  It  is  anticipated 
that  they  will  be  able  to  repay  the  money 
loaned  them. 

ISMA  has  not  had  a dues  increase  since 
1975.  When  one  considers  what  has  hap- 
pened to  the  value  of  the  dollar  over  this 
period,  it  is  quite  remarkable.  We  are  now 
at  the  point  where  a dues  increase  is  man- 
datory if  ISMA  is  to  maintain  and  im- 
plement programs  that  we  need  and  want. 
A dues  increase  will  be  recommended  to 
the  House  of  Delegates  at  the  Annual 
Meeting. 

I,  again,  have  had  the  privilege  of  be- 
ing on  the  Executive  Committee  and  serv- 
ing as  its  chairman. 

I want  to  thank  the  members  of  the 
Eleventh  District  for  allowing  me  to  serve 
as  your  Trustee  for  the  past  seven  years. 
I have  thoroughly  enjoyed  it.  There  have 
been  times  that  I have  been  very  discour- 
aged by  the  continuing  attacks  on  medi- 
cine and  doctors.  My  time  on  the  Board 
has  convinced  me  that  we  and  our  pati- 
ents benefit  from  the  activities  of  organ- 
ized medicine.  That’s  really  what  it’s  all 
about. — Herbert  C.  Khalouf,  M.D., 
Trustee 


Twelfth  District 

ACTION:  Filed. 

1984  has  been  an  eventful  year  for 
medicine,  both  in  Indiana  and  nationally. 
Indeed,  with  the  many  legislative  and 
regulatory  changes,  medicine  in  1984  has 
certainly  taken  on  an  Orwellian  flavor. 

Nationally,  the  specter  of  mandatory 
assignment  has  receded  only  to  be  replaced 
by  the  Deficit  Reduction  Act  of  1984.  A 
product  of  a joint-conference  committee, 
this  legislation  asks  each  physician  to 
decide  whether  to  participate  voluntarily 
in  mandatory  assignment  or  to  decide  on 
a case-by-case  basis,  thereby  becoming  a 
non-participating  physician. 

Any  change  is  painful.  This  is  par- 
ticularly so  when  it  involves  proposed 
restructuring  of  the  most  effective  system 
of  delivery  of  health  care  ever  developed. 
The  only  positive  aspect  of  the  current 
political  climate  is  that  we,  as  physicians, 
find  ourselves  even  more  squarely  in 
alliance  with  the  best  interests  of  our  pa- 
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tients.  The  government  has  declared  all- 
out  war  on  health  care  costs  with  no 
regard  for  quality  or  accessibility.  You 
only  have  to  look  as  far  as  the  problems 
of  nurse  staffing  at  your  local  hospital 
to  see  the  effect  DRGs  have  had  on 
hospital  administration.  The  only  people 
concerned  with  quality  are  the  patients 
receiving  the  care  and  physicians  pro- 
viding that  care.  Your  Board  of  Trustees 
feels  the  public  must  be  made  aware  of 
this  situation  and  has  made  a major  com- 
mitment in  this  area. 

Dues  increases  are  never  popular.  I 
refer  you  to  Don  Foy’s  article  in  the 
August  1984  issue  of  Indiana  Medicine 
for  background  information  on  the  need 
for  the  increase.  Essentially,  we  are  the 
only  state  association  not  to  have  had  a 
dues  increase  since  1975,  and  even  with 
the  increase,  will  be  below  all  four  of  our 
neighboring  states.  We  have  been  able  to 
postpone  a dues  increase  until  now  by  a 
combination  of  belt-tightening  by  the  Ex- 
ecutive Committee,  and  excellent 
management  of  staff. 

A word  about  staff:  We  are  fortunate 
to  have  a nucleus  of  extremely  qualified 
and  knowledgeable  people.  They  are 
quality  people  and  they  work  hard  to 
represent  you.  In  fact,  they  are  spread  too 
thin.  With  the  passage  of  the  proposed 
increase,  we  will  be  able  to  employ  two 
new  legislative  assistants  and  an  addi- 
tional half-time  staff  equivalent  in  public 
relations.  This  will  free  our  field  repre- 
sentatives to  do  just  that. 

As  of  this  writing,  hearings  are  being 
held  by  the  Malpractice  Legislative  Study 
Committee.  We  have  real  problems  with 
the  Patient  Compensation  Fund.  We  are 
in  desperate  need  of  claims  review  with 
an  attempt  to  isolate  medical  causation 
from  damages.  Contracting  with  the 
claims  supervisor  might  provide  for  this 
need  and  we  feel  would  be  within  the 
framework  of  existing  legislation.  Struc- 
tured, i.e.,  periodic,  payments  for  the  first 
$100,000  of  a claim  with  co-existing  im- 
mediate payout  from  the  PCF  for  the  re- 
mainder of  the  claim  is  clearly  not  what 
our  1975  legislators  had  in  mind  when  the 
Medical  Malpractice  Act  was  passed. 
And,  finally,  the  average  payout  from  the 
PCF  is  in  excess  of  $300,000.  Logic  seems 
to  dictate  that  somewhere,  at  some  time, 
there  must  be  a claim  in  Indiana  worth 


more  than  $99,000  and  still  less  than 
$400,000. 

The  Twelfth  District  Medical  Society 
annual  meeting  was  held  at  Holiday  Inn 
Downtown  in  Fort  Wayne  on  Sept.  20. 
Marion  County  Prosecutor  Stephen 
Goldsmith  was  our  featured  speaker.  An- 
tonio Donesa,  M.D.,  was  elected  presi- 
dent; Thomas  Smith,  M.D.,  vice-presi- 
dent; and  Mark  Souder,  M.D.,  secretary/ 
treasurer. 

1 would  like  to  express  my  thanks  to 
the  membership  of  the  Twelfth  District 
for  electing  me  to  serve  as  trustee  and 
look  forward  to  doing  so  in  the  future. — 

Michael  O.  Mellinger,  M.D.,  Trustee 


Thirteenth  District 

ACTION:  Filed. 

The  Thirteenth  District  Medical  Society 
had  their  successful  1983  annual  meeting 
at  the  Elcona  Country  Club  in  Elkhart. 
The  meeting  was  fairly  attended  and  the 
evening  session  was  very  well  attended, 
with  over  180  people  at  the  meeting.  It 
has  been  a problem  to  attract  members 
of  the  district  medical  societies  to  attend 
the  business  meetings  which  are  held  at 
5:30  in  the  afternoon. 

Twelve  years  ago,  Dr.  Frank  McGue, 
then  president  of  the  Thirteenth  District 
Medical  Society,  instituted  a golf  outing 
to  attract  the  doctors  early  in  the  after- 
noon and  entertainment  in  the  evening  to 
increase  the  attendance.  This  has  worked 
out  fairly  well,  but  the  attendance  at  the 
business  meetings  needs  to  be  improved. 
It  is  at  these  meetings  that  we  elect  our 
district  officers  who  represent  physicians 
in  the  eight  counties  of  the  Thirteenth 
District  at  the  state  level. 

Dr.  Richard  Green  of  South  Bend  was 
elected  president  for  1984  and  Dr.  B.V. 
Tiscay  of  Michigan  City  was  elected 
president-elect  for  1985.  Dr.  Don 
Chamberlain,  our  trustee  for  six  years, 
retired  and  Dr.  John  W.  Luce  of 
Michigan  City  was  elected  trustee  of  the 
Thirteenth  District  Medical  Society.  Dr. 
Steven  Yoder  of  Goshen  was  elected  alter- 
nate trustee  to  fill  the  unexpired  term  until 
1985. 

This  year’s  annual  meeting  will  be  held 
Sept.  12,  1984,  at  the  Knollwood  Country 


Club  in  South  Bend.  The  St.  Joseph 
County  Medical  Society  will  be  the  host 
society  and  activities  are  planned  for  the 
day  including  golf,  spouses’  programs, 
door  prizes,  dinner  and  a guest  speaker. 

1984  has  been  a busy  year  for  the  Board 
of  Trustees.  One  of  the  problems  facing 
us  was  the  deficit  budget  that  was  pro- 
posed by  the  Executive  Committee.  We 
have  not  had  a dues  increase  since  1975 
and  we  all  know  what  inflation  has  done 
to  the  value  of  the  dollar.  With  increased 
activities  and  operations,  the  State  Medi- 
cal Association  has  been  able  to  hold  the 
line  in  the  budget  with  outside  invest- 
ments. In  1984,  we  are  faced  with  a 
$30,000  deficit  budget  and  a dues  increase 
will  be  proposed  to  the  House  of  Dele- 
gates in  October  1984. 

Another  problem  that  was  resolved  by 
the  Indiana  State  Medical  Association 
was  the  establishment  of  an  Indiana 
PRO.  This  was  mandated  by  the  House 
of  Delegates  in  1983  and  Dr.  Muller’s 
committee  has  been  working  hard  on 
establishing  its  acceptance  by  the  HCFA. 
The  proposal,  introduced  by  Indiana’s 
PRO,  was  accepted  on  a basis  that  they 
amend  some  of  the  proposals  to  satisfy 
HCFA’s  regulations.  Fifteen  states  have 
been  denied  PRO  contracts  because  of 
their  proposals,  and  it  is  hoped  that  this 
will  be  finalized  by  the  Oct.  1,  1984 
deadline  for  PROs.  This  will  keep  the 
peer  review  of  the  DRGs  in  the  hands  of 
the  physicians  and  not  unqualified 
sources.  It  is  hoped  by  the  Board  of 
Trustees  that  the  physicians  in  the  districts 
will  cooperate  with  PRO  and  volunteer 
to  sit  on  these  panels  for  medical  reviews. 
The  funding  of  the  Indiana  PRO  was 
done  by  the  ISMA  and  it  is  hoped  that 
we  will  recoup  the  start-up  expenses  which 
are  in  excess  of  $60,000  this  year  from 
the  monies  that  will  be  obtained  by  the 
PRO  for  their  work. 

Dr.  George  Lukemeyer,  president  of 
ISMA  for  1984,  has  been  an  inspirational 
leader  and  has  put  many  proposals  on  the 
table  for  the  State  Medical  Association 
to  implement.  He  has  also  been  helped 
by  the  president-elect,  Dr.  Lawrence 
Allen  of  Anderson.  With  the  coming  of 
more  federal  regulations  and  DRGs  even 
from  the  private  insurance  carriers,  the 
physicians  of  the  State  Medical  Associa- 
tion voted  to  endorse  the  AMA’s  physi- 
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cian  fee  freeze  for  1984.  Whether  this  will 
be  effective  or  not  remains  to  be  seen. 
Placing  the  blame  of  inflation  upon 
physicians’  fees  when  the  federal  budget 
deficit  is  over  $200,000,000,000  is  incon- 
gruous. 

In  1984,  I have  instituted  a policy  of 
writing  letters  to  all  the  eight  county 
medical  societies  after  each  Board  of 
Trustees  meeting,  informing  the  constitu- 
ents as  to  what  business  took  place  at  the 


Sunday  meetings.  I have  also  visited 
several  of  the  county  medical  societies, 
giving  them  verbally  first-hand  informa- 
tion as  to  what  happened  in  Indianapolis. 
Dr.  Steven  Yoder  has  also  visited  several 
of  the  county  medical  societies  in  the 
eastern  part  of  the  district  doing  the  same 
thing.  I intend  to  continue  this  policy  of 
writing  letters  after  each  Board  of 
Trustees  meeting,  as  I feel  the  members 
of  the  Thirteenth  District  Medical  Society 


should  be  up  to  date  on  what  is  happen- 
ing in  the  Board  of  Trustees  and  Execu- 
tive Committee  of  the  State  Medical 
Association. 

1 have  enjoyed  my  first  year  as  a full 
trustee.  I am  looking  forward  to  cooper- 
ating with  Dr.  Larry  Allen  next  year  and 
the  other  members  of  the  Board  of 
Trustees.  I hope  to  continue  to  have  ac- 
cess to  all  members  of  the  district.— John 
W.  Luce,  M.D.,  Trustee 


Report  of  the  AMA  Delegation 


Submitted  by:  AMA  Delegation 

ACTION:  Filed. 

Indiana  delegates  to  the  1984  annual 
meeting  of  the  AMA  House  of  Delegates 
in  Chicago,  June  17-21 , were  among  355 
delegates  representing  the  state  medical 
associations  and  national  medical  speci- 
alty societies. 

The  House  considered  182  resolutions 
and  73  reports,  all  of  which  were  reviewed 
in  detail  prior  to  the  meeting  by  the  In- 
diana delegation  and  closely  watched  at 
the  meeting  as  they  were  considered  in 
Reference  Committees  and  in  the  House. 

The  Delegation  was  in  full  attendance 
starting  with  Saturday’s  caucus  with  the 
Great  Lake  states.  Other  caucuses  were 
held  to  discuss  assignments,  reference 
committee  works  and  reports  on  political 
races.  A Saturday  night  dinner  at  Metro 
Club  was  a highlight  social  event  as  we 
hosted  our  national  Auxilians.  This  is  an 
evening  of  friendship  for  our  members, 
their  spouses  and  guests. 

In  response  to  the  Indiana  delegation’s 
resolution  which  asked  for  the  elimina- 
tion of  the  “unnecessary  and  demeaning” 
statement  in  the  (DRG)  regulations  that 
require  physicians  to  certify  primary  and 
secondary  diagnoses  and  procedures,  the 
House  voted  to  continue  to  exert  strong 
and  concentrated  efforts  to  accomplish 
the  objectives  of  the  Indiana  resolution. 

In  other  actions  relating  to  DRGs,  the 
AMA  House  voted  to: 

• Seek  legislative  and  regulatory 
changes  to  ensure  that  differences  in 


DRG-based  payments  to  different 
categories  of  hospitals  (rural  and  urban) 
are  based  on  true  differences  in  the  costs 
of  providing  services  by  those  hospitals 
rather  than  on  arbitrary  geographic 
criteria. 

• Oppose  the  mandated  algorithmic  or 
cookbook/decision  tree  method  of 
establishing  a treatment  regimen  as  cost 
effective  under  the  Medicare  payment 
system. 

• Oppose  the  expansion  of  DRGs  to 
physicians. 

• Seek  changes  in  the  DRG  system  to 
provide  adequate  reimbursement  for 
events  arising  during  hospitalization  that 
significantly  add  to  a patient’s  require- 
ments for  care. 

Some  of  the  other  important  actions 
of  the  AMA  House  included  the  follow- 
ing: 

New  Liability  Crisis 

Concern  with  the  “new  liability  crisis” 
prompted  three  AMA  resolutions,  one  of 
which  called  for  the  AMA  to  create  a for- 
mal organizational  staff  effort  to  respond 
to  the  problem.  AMA  Executive  Vice 
President  James  Sammons,  M.D.,  ad- 
dressed the  House  on  the  issue  reporting 
that  the  AMA  is  currently  trying  to  gather 
data  on  the  issue,  but  has  experienced  dif- 
ficulty in  obtaining  data  from  the  insur- 
ance industry.  “We  are  constantly  work- 
ing on  this  issue  that  cuts  across  many 
areas  in  the  AMA,”  Dr.  Sammons  stated. 
The  delegates  voted  to  refer  the  matter 
to  the  Board  “with  high  priority.” 
Another  resolution  was  passed  asking  the 


AMA  to  assist  state  medical  societies  in 
forming  coalitions  to  support  tort  reform 
in  each  state  and  to  educate  the  public 
regarding  the  impact  on  and  cost  to  con- 
sumers of  current  liability  laws.  Addi- 
tionally, a Special  Task  Force  on  Profes- 
sional Liability  was  formed  to  coordinate 
and  expand  AMA  activities  in  this  area. 

AMA  Finances  and  Membership 

The  House  approved  several  recom- 
mendations of  the  Board  of  Trustees  con- 
tained in  a major  report  about  AMA 
finances  and  membership. 

• Of  foremost  interest  to  AMA 
members  is  that  AMA  dues  will  be  main- 
tained at  current  levels  in  1985.  The 
Reference  Committee  cautioned  the 
House,  however,  that  future  AMA  dues 
may  have  to  be  increased  by  $30  in  1986 
and  an  additional  $30  in  1987  in  order 
to  avoid  major  reductions  in  AMA  pro- 
grams and  activities  in  those  years. 

• State  medical  associations  will  be 
allocated  one  extra  delegate  when  75  per- 
cent or  more  of  the  state  society’s 
members  are  also  AMA  members. 
Unified  states  (Illinois  and  Oklahoma) 
will  be  granted  two  additional  delegates. 

• The  dues  exemption  policy  was  re- 
vised so  that  this  membership  category 
is  limited  to  members  who  are  at  least  70 
years  of  age  and  fully  retired  or  suffer- 
ing financial  hardship  and/or  disability. 

• Members  who  are  at  least  70  years 
of  age  and  working  no  more  than  20 
hours  per  week  pay  one-half  of  regular 
dues. 

• Members  who  previously  qualified 
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for  dues-exemption  under  criteria  other 
than  financial  hardship  would  continue 
to  be  eligible  under  the  grandfather 
clause. 

Health  Policy  Agenda 

A special  reference  committee  was  ap- 
pointed to  consider  the  159  principles 
developed  by  the  Health  Policy  Agenda 
for  the  American  People. 

These  principles  are  broad  value 
statements  about  what  should  exist  in  the 
health  policy  area. 

Instead  of  adopting  the  principles  as 
AMA  policy,  the  House  voted  to  endorse 
them  as  working  principles  to  help  guide 
AMA  representatives  to  HPA  Work 
Groups  and  Advisory  Committees 
throughout  the  remainder  of  the  project, 
scheduled  for  completion  in  1986. 

In  its  next  phase,  the  HPA  will 
translate  the  principles  into  policy  recom- 
mendations and  action  plans. 

Hospital  Medical  Staff  Issues 

The  Hospital  Medical  Staff  Section  met 
for  two  days  prior  to  the  opening  of  the 
AMA  House. 

Over  700  representatives  were 
registered  from  virtually  every  state.  They 
considered  about  60  resolutions  and  sub- 
mitted 18  resolutions  for  consideration  by 
the  AMA  House. 

The  goal  is  to  have  every  hospital  send 
a representative  to  further  enhance  com- 
munication between  the  AMA  and  local 
hospital  medical  staffs. 

The  AMA  House  approved  a number 
of  resolutions  related  to  the  organization 
and  operation  of  the  medical  staff.  The 
House: 

• Supported  the  medical  staff’s 
authority  to  approve  or  disapprove  all 
amendments  to  medical  staff  bylaws. 

• Supported  the  idea  that  hospital 
governing  boards  cannot  unilaterally 
change  medical  staff  bylaws. 

• Asked  the  AMA  to  prepare  and 
distribute  a document  on  the  legal  status 
of  medical  staffs. 

• Encouraged  hospitals  and  medical 
staffs  to  make  all  medical  staff  rules 
available  to  physicians. 

• Directed  the  AMA  to  oppose  any 
regulation  that  would  mandate  voting 
privileges  for  non-physician  members  of 
the  medical  staff. 

• Recommended  that  medical  staffs 


develop  bylaw  provisions  that  affirm  the 
binding  effect  of  medical  staff  bylaws  on 
the  hospital  governing  board  and  the 
medical  staff. 

Automobile  Safety 

The  House  considered  several  resolu- 
tions related  to  the  use  of  air  bags  and 
seat  belts.  The  House  supported: 

• Mandatory  installation  of  air  bags 
in  domestic  and  foreign  cars. 

• Legislation  promoting  the  availabil- 
ity of  seat  belts  in  all  motor  vehicles,  in- 
cluding buses  and  taxis,  used  to  carry 
passengers. 

• Mandatory  seat  belt  use  laws. 

• Mandatory  child  passenger  restraint 
laws. 

Tobacco  and  Health 

Taking  an  aggressive  anti-smoking 
stance  the  House  approved  several 
policies  to  position  the  Association  in  the 
forefront  of  anti-smoking  groups.  The 
House  voted  to: 

• Urge  Congress  to  strengthen  warn- 
ings on  cigarette  packages  to  say  that 
smoking  causes  cancer  of  the  mouth, 
larynx,  and  lung;  is  a major  cause  of  heart 
disease  and  emphysema;  and  is  addictive; 
and  may  result  in  death. 

• Study  the  safety  and  efficacy  of 
nicotine  chewing  gum  as  an  aid  to  smok- 
ing cessation. 

• Ask  the  Surgeon  General  to  place 
health  hazard  warnings  on  all  snuff  and 
chewing  tobacco  packages. 

• Encourage  physicians  to  schedule  ex- 
tra time  to  explain  the  health  hazards  of 
smoking  to  their  patients. 

• Urge  hospitals,  offices,  and  all  other 
medical  care  facilities  to  declare 
themselves  off-limits  to  smoking. 

• Work  to  protect  the  health  of  non- 
smokers  on  airplanes. 

Doctor  Joseph  Walt  her,  Indianapolis, 
who  is  a delegate  from  the  American  Col- 
lege of  Gastroenterology,  was  nominated 
by  the  Indiana  delegation  for  considera- 
tion for  the  AMA  Distinguished  Service 
Award.  In  spite  of  his  impressive 
background  of  accomplishments  both  in 
the  medical  field  and  the  military  during 
World  War  II,  the  award  went  to  another 
nominee. 

Doctors  Scamahorn  and  Petrich  were 
seeking  reelection,  respectively,  to  the 
Council  on  Medical  Service  and  the 


Council  on  Constitution  and  Bylaws. 
Campaign  plans  made  previously  were 
followed  which  resulted  in  Doctor 
Petrich’s  reelection.  Doctor  Scamahorn 
was  not  reelected  to  a third  term  on  the 
Council  on  Medical  Service. 

Future  Meetings 

The  Interim  meeting  of  the  AMA  will 
be  held  in  Honolulu,  December  2-5,  1 984 
and  the  annual  meeting  in  Chicago,  June 
16-20,  1985,  in  Chicago. 

Los  Angeles,  California 
December  4-8,  1983 

The  AMA  Delegation  met  in  Los 
Angeles  for  the  Interim  meeting  of  the 
House  of  Delegates  with  cost  control,  the 
JCAH,  use  of  the  insanity  defense  and 
indemnity  payment  schedules  on  insur- 
ance policies  dominating  the  discussions 
in  the  Indiana  delegation’s  caucuses. 

At  the  direction  of  the  Indiana  House, 
ISMA  delegates  introduced  the  resolution 
on  drunk  driving,  which  was  adopted  by 
the  AMA  House.  The  resolves  read: 

“Resolved,  that  the  American  Medical 
Association  work  toward  promoting  a 
reduction  in  deaths  and  injuries  due  to 
drunk  driving  by  50  percent  during  the 
next  five  years  and  by  an  additional  25 
percent  during  the  following  five  years; 
and  be  it  further 

“Resolved,  that  the  AMA  urge  the 
citizens  of  the  United  Staets  to  work 
toward  achieving  such  reductions  in 
deaths  and  injuries  due  to  drunk  driving 
as  a national  goal.’’ 

Peter  R.  Petrich,  M.D.,  who  has  been 
floor  leader  of  the  ISMA  delegation  for 
five  years  submitted  his  resignation  from 
that  post.  Malcolm  O.  Scamahorn,  M.D. 
was  elected  by  his  fellow  delegates  to  fill 
this  position  for  1984. 

Cost  Controls 

Concerning  cost  controls  and  DRGs, 
Margaret  Heckler,  secretary  of  the 
Department  of  Health  and  Human  Ser- 
vices, said  that  the  federal  government  is 
depending  on  physicians  to  protect  pa- 
tients from  abuses  that  could  occur  under 
Medicare’s  new  payment  plan  and  other 
financing  schemes  aimed  at  cost  control. 
If  physicians  don’t  accept  that  responsi- 
bility they  may  be  forced  into  a “financ- 
ing system  so  centralized  that  all  payers 
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join  together  in  ‘negotiating’  with  physi- 
cians, leaving  you  the  options  of  object- 
ing to  the  payment  rules,  going  on  strike, 
or  leaving  the  country,”  she  said. 

Addressing  the  opening  session  of  the 
House,  Heckler  warned  that  the 
American  public  would  not  tolerate  cur- 
rent rates  of  inflation  in  health  care,  said 
she  thought  costs  could  be  curbed  without 
reducing  quality,  plugged  the  Reagan  Ad- 
ministration’s health  care  competition 
plans,  and  called  for  non-partisan  discus- 
sion of  Medicare’s  impending  financial 
crisis. 

The  secretary  acknowledged  that 
Medicare’s  diagnosis-related  groups 
(DRG)  payment  system  would  give 
hospitals  “an  incentive  to  increase  admis- 
sions and  to  discharge  patients  early.” 
She  warned  that  the  government  would 
be  watching  for  such  behavior,  and  added 
that  “we  have  a far  better  watchdog  as 
we  implement  prospective  payment — 
your  integrity  as  physicians.” 

Because  individual  physicians  make  the 
final  decisions  under  the  DRG  plan,  she 
noted,  “you  can  safeguard  the  quality  of 
care.” 

JCAH 

Because  of  the  pressure  to  slow  the  in- 
crease in  federal  spending  on  medical  care 
and  rising  numbers  of  limited-licensed 
health  practitioners  in  competition  for 
those  dollars,  the  Joint  Commission  on 
the  Accreditation  of  Hospitals  (JCAH) 
has  become  the  center  of  much  contro- 
versy, emphasized  by  the  following  facts: 

• State  laws  guarantee  access  to  the 
hospital  for  limited-licensed  health 
practitioners. 

• Federal  antitrust  laws  guarantee  that 
state  laws  must  be  enforced. 

• The  combination  of  state  licensing 
laws  and  federal  antitrust  laws  guarantee 
that  the  JCAH  must  write  limited-licensed 
practitioners  into  their  medical  staff 
bylaws  or  invite  lawsuits. 

The  newly  created  Hospital  Medical 
Staff  Section  argued  that  a medical  staff 
means  only  physicians.  AMA  commis- 
sioners to  the  JCAH  successfully  argued 
that  four  years  of  study  had  convinced 
them  that  the  best  result  is  physician  con- 
trol of  a hospital  corral  that  includes 
non-physicians. 

The  JCAH  was  scheduled  to  vote  on 
Dec.  10 — four  days  after  the  AMA  dele- 
gates voted — on  a proposed  draft  of 


hospital  medical  staff  standards  that 
would  keep  supervision  of  quality  medical 
care  under  physician  control  by  formally 
separating  the  composition  of  the  medical 
staff,  which  would  be  controlled  by  fully 
licensed  MDs  and  DOs,  from  the  creden- 
tialing  of  clinical  privileges,  which  also 
would  be  extended  to  limited  licensed 
practitioners.  This  proposal,  which  would 
allow  local  solutions  to  a national  prob- 
lem, has  been  hammered  out  by  the  AMA 
over  the  past  four  years  in  a process  that 
has  included  numerous  revisions  of  the 
medical  staff  chapter  of  the  JCAH  Ac- 
creditation Manual  for  Hospitals,  four 
field  reviews,  and  consensus  among  many 
of  the  JCAH  corporate  members. 

Insanity  Defense 

In  an  overwhelming  vote  the  House 
called  for  a narrowing  of  the  use  of  the 
insanity  defense  in  criminal  trials. 

Despite  objections  from  the  American 
Psychiatric  Association  (APA)  and  the 
American  Bar  Association  (ABA)  that  the 
AMA’s  proposal  was  too  drastic,  the 
AMA’s  governing  body  approved  a 
37-page  report  by  the  Board  of  T rustees’ 
Committee  on  Medicolegal  Affairs  on  the 
insanity  defense  in  criminal  trials. 

The  report  calls  for  replacement  of  the 
conventional  insanity  defense  with 
statutes  that  would  permit  a defendant 
to  be  acquitted  on  insanity  grounds  only 
if  his  or  her  mental  disease  prevented  him 
from  committing  the  criminal  act  with  the 
requisite  state  of  mind,  or  mens  rea. 

Currently,  most  jurisdictions  use  the 
more  conventional  definition  of  insanity, 
which  permits  criminal  defendants  to 
plead  insanity  and  be  acquitted  by  pro- 
viding evidence  that  at  the  time  of  the 
crime,  the  defendant  lacked  the  capacity 
either  to  appreciate  the  criminality  of  his 
conduct  or  to  conform  his  conduct  to  the 
requirement  of  the  law. 

The  AMA  is  the  first  national  organiza- 
tion to  have  adopted  a policy  calling  for 
the  narrowing  of  the  insanity  defense, 
said  AMA  President-elect  Joseph  F. 
Boyle,  M.D. 

Indemnity  Payment  Schedules 

AMA  delegates  think  indemnity  pay- 
ment schedules  deserve  further  study  but 
believe  that  continued  physician  freedom 
to  establish  their  own  fees  carries  with  it 
the  responsibility  to  refrain  from  billing 


more  than  is  reimbursed  by  an  insurer  or 
government  program  if  this  would  bring 
financial  hardship  to  the  patient. 

The  delegates  also  “recognized  the 
validity  of  a pluralistic  approach”  in  the 
determination  of  third-party  reimburse- 
ment for  physicians’  services.  They  stop- 
ped short,  however,  of  a Council  on 
Medical  Service  (CMS)  recommendation 
that  the  AMA  withdraw  its  advocacy  of 
usual,  reasonable,  or  customary  charge 
profiles  as  the  “preferential”  method  of 
determining  reimbursement  levels. 
Delegates  also  asked  for  a continued 
analysis  of  usual,  customary,  and  reason- 
able (UCR)  and  indemnity  payment  deter- 
mination methods  followed  by  further 
recommendations  at  the  Annual  Meeting 
next  June. 

Surrogate  Motherhood 

Surrogate  motherhood  was  opposed  by 
the  AMA  as  delegates  adopted  a Judicial 
Council  report  enumerating  grave  ethical, 
legal,  and  psychological  risks  of  a 
woman’s  being  paid  to  bear  a child  for 
another. 

“These  arrangements  do  not  appear  to 
serve  societal  interests”  and  “do  not  pro- 
vide a satisfactory  reproductive  alterna- 
tive,” Judicial  Council  Chairman  Samuel 
R.  Sherman,  M.D.,  said  in  a report  that 
was  presented  to  the  House  of  Delegates 
for  information. 

Dr.  Sherman  said  that  the  Judicial 
Council  was  concerned  about  the  prob- 
lems that  may  arise  when  a woman  agrees 
to  become  pregnant  through  artificial  in- 
semination for  the  purpose  of  relinquish- 
ing the  newborn  to  the  sperm  donor  and, 
usually,  his  infertile  wife. 

Furthermore,  the  report  pointed  out 
that  physicians  who  participate  in  sur- 
rogate motherhood  arrangements  may  be 
placing  themselves  in  legal  and  ethical 
jeopardy. 

TEFRA  Revisions 

Reimbursement,  funding,  and  other 
financial  issues  highlighted  a routine 
legislative  agenda  at  the  meeting. 

Delegates  urged  repeal  of  the  section 
of  the  Tax  Equity  and  Fiscal  Responsibil- 
ity Act  (TEFRA)  of  1982  that  could  deny 
a fee  for  assistant  surgeons  at  teaching 
hospitals.  Concern  was  expressed  that  this 
provision,  combined  with  the  new  Medi- 
care prospective  pricing  system,  might 
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have  an  adverse  effect  on  the  availability 
of  surgical  residency  positions. 

The  House  called  for  competitive  bid- 
ding under  the  contract  care  program  in 
the  Indian  Health  Service. 

Prohibitions  against  special  pay  allow- 
ances for  military  physicians  serving  in 
managerial  positions  were  opposed. 

Provisions  of  the  TEFRA  law  relating 
to  utilization  and  quality  of  medical  care 
should  be  extended  to  all  non-military 
federal  medical  institutions,  the  House 
directed. 


Public  funding  for  abortion  services 
was  reaffirmed. 

In  perhaps  the  most  important  issue  it 
addressed,  the  House  called  for  the 
reauthorization  of  the  federal  Higher 
Education  Act  to  assure  student  access 
to  adequate  financing  for  medical 
education. 

In  non-reimbursement  legislative  mat- 
ters, the  House: 

• Opposed  a restudy  of  the  AMA  posi- 
tion opposing  the  establishment  of  a 
military  draft  of  MDs  that  would  discrim- 


inate against  them  by  occupation. 

• Opposed  a federal  role  in  decision 
making  about  the  care  of  severely  ill  new- 
borns. When  hospitals  are  considering 
withholding  life-sustaining  treatment 
from  severely  ill  newborns,  the  delegates 
said,  the  decision  “should  be  based  on 
the  best  interests  of  the  patient  and  should 
be  made  at  the  hospital  level,  in  consulta- 
tion with  multidisciplinary  experts.”  The 
policy  would  prevent  federal  interference 
in  medical  decision  making  as  exemplified 
by  the  “Baby  Doe”  case. 


Report  of  American  Physicians  Life 
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It  has  been  approximately  a year  and 
a half  since  Indiana  Physicians  Life  In- 
surance Company  and  PICO  Life  merged 
to  form  the  new,  stronger  American 
Physicians  Life  Insurance  Company. 

During  this  past  18  months,  APL  has 
demonstrated  continued  growth  in  both 
product  line  and  policyholder  base.  The 
company — owned  by  Physicians  Invest- 
ment Company  which  is  controlled  by 
physicians  from  Ohio,  Indiana,  Michigan 
and  Kentucky — serves  the  physician  and 
professional  market  with  life,  health  and 
financial  planning  coverages  throughout 
the  company’s  marketing  area. 

As  of  year  end  1983,  APL  reported  life 
insurance  in  force  at  more  than  $350 
million  with  premiums  received  listed  at 
$7.6  million  and  an  asset  base  of  $18.6 
million.  These  figures  represent  an  almost 
20%  increase  over  the  previous  year. 

This  strong  market  penetration  into  the 
physician  and  professional  market  dem- 
onstrates both  the  appropriateness  and 
wisdom  of  your  support  of  this  merger 
between  these  two  young  insurance 
entities. 

APL  has  introduced  a number  of  in- 


novative insurance  coverages  and  made 
various  product  enhancements  to  its 
already  comprehensive  product  line  dur- 
ing this  time  period. 

Lifestyle  3,  a universal  life  plan  intro- 
duced during  1984,  offers  an  attractive 
interest  earning  alternative  for  individuals 
choosing  higher  levels  of  insurance  pro- 
tection over  most  similar  type  plans.  Our 
Professional  Disability  Income  and  Of- 
fice Overhead  Expense  plans  have  under- 
gone extensive  improvements  to  increase 
their  protection  element  and  competitive- 
ness in  the  marketplace. 

APL  has  established  itself  as  a leader 
in  the  pension  field  with  the  introduction 
of  Lifestyle  2 and  the  development  of  the 
defined  benefit  programs.  The  Pension 
Division  of  American  Physicians  Life 
provides  pension-related  assistance  to 
physicians,  including  the  development  of 
individual  or  corporate  plans,  ongoing 
administration  services  and  expert  advice 
on  your  personal  financial  planning 
needs. 

Indiana  State  Medical  Association 
members  additionally  have  the  opportun- 
ity to  receive  high  quality  group  insurance 
products  through  the  various  association- 
endorsed  coverages  underwritten  by 
APL.  These  sponsored  plans  include  low- 


cost  group  term  life  available  on  an  in- 
dividual or  corporate  basis.  Group  IRA 
and  Hospital  Confinement  Protection. 

APL’s  growth  and  progress  is  expected 
to  continue  during  the  balance  of  1984 
and  throughout  the  upcoming  year.  The 
selective  appointment  of  professional  life 
insurance  agents  to  represent  the  com- 
pany and  solicitous  product  development 
and  improvement  assure  steady  favorable 
growth  for  the  company  in  the  short  and 
long  term. 

As  a truly  physician-owned  and  con- 
trolled life  insurance  company,  Indiana 
physicians’  interests  are  clearly  being 
represented  by  the  physicians-dominated 
board  of  directors  comprised  of  physi- 
cians from  Indiana  as  well  as  Ohio, 
Michigan  and  Kentucky.  The  following 
physician  insurance  professionals  make 
up  the  board  of  directors  for  American 
Physicians  Life:  Arvine  Popplewell, 
M.D.,  chairman;  John  E.  Albers,  M.D.; 
Carl  Cooper,  Jr.,  M.D.;  Arthur  B.  Eisen- 
brey,  M.D.;  John  J.  Gaughan,  M.D.; 
David  A.  Hull,  M.D.;  Thomas  W. 
Morgan,  M.D.;  D.  Brent  Mulgrew,  Esq.; 
Willian  G.  Olsen;  David  L.  Rader;  Ben- 
jamin H.  Reed,  M.D.;  William  E.  Sovik, 
M.D.;  Donald  Chamberlain,  M.D. — 
Arvine  Popplewell,  M.D.,  Chairman  of 
the  Board 
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In  PICI’s  continuing  efforts  to  provide 
information  to  the  physicians  of  the  state 
of  Indiana — of  the  progress  of  its 
company — I am  pleased  to  provide  the 
following  report  to  the  membership  of  the 
Indiana  State  Medical  Association. 

The  12  months  preceding  this  report 
have  been  extremely  gratifying  as  to  the 
progress  PICI  has  accomplished  in 
penetrating  the  marketplace  in  Indiana. 
PICI  has  written  nearly  600  Indiana 
physicians,  which  now  represents  10%  of 
the  market  share  for  the  state.  This  is 
nearly  twice  the  number  of  physicians  we 
insured  this  time  last  year.  In  addition, 
the  premium  writings  are  up  nearly  two 
and  a quarter  times  in  the  first  six  months 
of  1984  as  compared  to  the  same  six 
months  of  1983.  (In  the  packets  that  have 
been  provided  to  the  delegates  and  at- 
tendees, a PICI  interim  report  has  been 


included  which  shows  the  financial 
strength  of  your  company.)  The  assets  of 
the  company  have  increased  30%  since 
its  inception  in  early  1982.  This  continues 
to  be  a positive  growth  rate. 

As  of  June  30,  1984,  we  have  set  up 
in  reserves  for  losses  and  loss  adjustment, 
expenses  both  unpaid  incurred  and  incur- 
red but  not  reported,  of  $624,311.  Since 
inception,  the  company  has  received  38 
professional  liability  claims.  Five  of  these 
claims  have  been  closed  without  any  in- 
demnity payment.  Two  claims  were  set- 
tled for  a total  indemnity  payment  of 
$34,000. 

In  early  1983,  PICI  formulated  and  put 
into  effect  a full  lines  program  of  per- 
sonal and  commercial  type  policies 
developed  for  physicians.  We  are  pleased 
with  the  growth  in  these  areas.  These 
policies  are  being  sold  through  indepen- 
dent agents  throughout  Indiana.  Your 
present  agent  may  be  included  in  this 
group,  if  you  request  it.  In  addition,  the 
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At  the  end  of  the  third  quarter  of  the 
fiscal  year  1983-84,  the  actual  income  was 
about  $10,000  better  than  was  expected 
and  the  expenditures  were  about  $12,000 
below  the  budget  figures.  This  financial 
cushion  should  persist  throughout  the 
fourth  quarter. 

Increases  in  income  were  due  to  sub- 
stantial hikes  in  subscriptions  for  individ- 
uals not  paying  dues,  local  advertising, 
classified  advertising,  sale  of  reprints, 
subsidies  for  articles,  CME  subsidies,  and 
a large  increase  in  the  size  of  the  Physi- 
cians’ Directory. 

We  have  received  an  adequate  supply 
of  a wide  ranging  variety  of  articles  on 
clinical  and  socio-economic  subjects. 


Specialization  in  short  articles  and  the 
subsidies  received  for  articles  which  were 
necessarily  longer  than  the  customary 
two-page  limit  has  made  it  possible  to 
reduce  the  backlog  of  articles  to  less  than 
six  months.  This,  in  turn,  will  allow  plan- 
ning for  several  new  and  unusual  types 
of  scientific  writing  in  the  future. 

A readership  study  was  performed  on 
the  February  issue  by  David  Labson,  who 
is  skillful  and  well  respected  in  the  assess- 
ment of  medical  publications. 

Questionnaires  were  mailed  to  500 
chosen-at-random  members  of  the  Asso- 
ciation. Those  responding  numbered  293, 
a very  satisfactory  58.6%. 

The  responders  who  read  each  issue 
thoroughly  added  up  to  65%.  Those  who 
read  at  least  one  issue  in  four  were 
counted  at  85%. 


company  is  in  the  process  of  developing 
a physicians’  newsletter  which  will  be 
disseminated  to  the  ISMA  membership 
on  a quarterly  basis.  We  hope  to  publish 
the  first  issue  in  the  last  quarter  of  1984. 
It  will  be  an  informative  letter  and  we 
hope  you  will  take  time  to  read  it. 

The  goals  and  objectives  of  PICI  as 
established  by  the  Board  of  Directors  are 
being  attained  and  the  credibility  of  the 
company  is  now  firmly  established.  This 
could  not  have  been  accomplished  in  such 
a short  time  without  the  expertise  and 
knowledge  of  our  executive  vice-presi- 
dent, Kurt  Driscoll,  his  highly  competent 
staff,  and  the  physician  members  of  the 
board  and  various  committees  who  have 
so  willingly  contributed  their  time  to  help 
bring  about  the  successful  entry  of  PICI 
into  the  liability  insurance  field. 

We  look  forward  to  a greater  participa- 
tion of  physicians  in  the  next  12 
months. — Martin  O’Neill,  M.D.,  Chair- 
man, Board  of  Directors 


On  a qualitative  vote,  92%  of  the  par- 
ticipants stated  they  wanted  to  continue 
receiving  the  magazine.  On  a scale  of  one 
to  five,  quality  was  rated  at  3.5  and  the 
need  for  publication  at  3.3. 

Why  read  Indiana  Medicine?  For 
clinical  articles  said  72%,  for  news — 
50%,  for  CME  articles — 48%,  for  edit- 
orial and  commentary — 75%. 

“What’s  New?”  was  read  by  88%  and 
the  medical  history  features  received  an 
okay  from  80%. 

Suggestions  for  improvement — many 
sincere  and  thoughtful  suggestions  were 
received.  These  will  be  considered  by  the 
Editorial  Board  and  the  Consulting 
Editors  and  will  be  adopted  whenever 
possible. — Frank  B.  Ramsey,  M.D., 
Editor 
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ACTION:  Filed. 


During  its  first  year  of  existence,  the 
Resident  Medical  Society  has  represented 
the  ideals  and  opinions  of  Indiana’s  resi- 
dent physicians  at  the  local,  state  and  na- 
tional level.  In  December,  the  RMS  sent 
its  first  delegates  to  the  AMA  Resident 
Physician  Section’s  interim  meeting.  In 
Los  Angeles  the  delegation  introduced  a 
resolution  on  behalf  of  the  Indiana  RMS 
which  pledged  a commitment  to  reduce 
deaths  and  injuries  due  to  drunk  driving. 
This  resolution  was  eventually  passed  by 
the  AMA  House  of  Delegates,  after 
passage  by  the  Resident  Physician  Sec- 
tion. Meanwhile,  at  the  state  level 
residents  have  been  given  the  opportunity 
to  discuss  their  concerns  for  the  Indiana 
Peer  Review  Organization  and  proposed 
Indiana  legislation  in  1985  with  speakers 
at  monthly  RMS  Governing  Council 
meetings.  Issues  of  local  concern  within 
a training  program  or  institution  have 
also  been  addressed  by  the  group. 

In  June,  an  experienced  delegation  at- 
tended the  AMA-RPS  annual  meeting 
and  successfully  guided  a controversial 
resolution  calling  for  increased  taxes  on 
alcohol  and  tobacco  designated  for  the 
Medicare  fund  through  the  Resident 
Physicians  Section.  This  resolution  was 
forwarded  to  the  AMA  for  study.  Again, 
the  concerns  of  Indiana’s  residents  were 
effectively  represented  in  the  national 
arena. 


In  addition  to  increasing  the  represent- 
ation of  Indiana  residents,  the  Resident 
Medical  Society  has  embarked  on  a major 
recruitment  campaign  for  ISMA  and 
RMS  members,  and  has  established  com- 
munication links  for  organized  medicine 
at  every  hospital  in  Indiana  with  a 
residency  program.  These  communication 
links,  known  as  key  contact  residents, 
have  helped  the  RMS  stay  in  close  con- 
tact with  the  residents  scattered  among 
seven  Indiana  cities  and  meet  the  needs 
of  residents  at  individual  hospitals.  In 
March,  the  RMS  also  started  publishing 
a quarterly  newsletter  entitled  RMS  Vital 
Signs. 

The  Resident  Medical  Society  has  made 
an  effort  to  provide  educational  programs 
for  residents.  Recent  meetings  have  in- 
cluded discussion  on  borrowing  money, 
stress,  and  organizing  and  financing  the 
professional  practice.  These  programs 
gave  residents  the  opportunity  to  prepare 
themselves  for  their  future  in  medicine 
and  discover  the  action  they  can  take  dur- 
ing their  residency  to  ease  the  transition 
into  private  practice. 

Since  members  of  the  RMS  vividly 
recalled  the  anxiety  they  experienced 
when  they  left  medical  school  to  begin 
their  residency  in  Indiana,  they  decided 
their  first  large-scale  service  to  residents 
would  be  to  conduct  an  educational  pro- 
gram and  reception  to  welcome  residents 
to  the  practice  of  medicine  in  Indiana. 
On  June  27  a standing  room  only  crowd 
demonstrated  the  need  and  desire  of 


residents  and  their  spouses/significant 
others  for  more  programs  of  this  kind. 
Resource  people  and  sponsors  for  the 
“Welcome”  program  have  also  indicated 
their  enthusiasm  for  making  it  an  annual 
event.  Members  of  the  “Welcome”  com- 
mittee are  to  be  commended  for  their 
hard  work  and  dedication  which  made  the 
evening  an  overwhelming  success. 

The  highlight  of  my  year  as  RMS  presi- 
dent was  during  the  first  interim  meeting 
of  the  RMS  on  April  14.  At  the  conclu- 
sion of  the  day’s  educational  program 
and  business  sessions,  Dr.  Paul  Sieben- 
morgen,  chairman  of  the  ISMA  Board  of 
Trustees,  presented  the  RMS  with  the  first 
component  society  charter  issued  by  the 
Indiana  State  Medical  Association.  After 
striving  for  months  to  establish  a firm 
foundation  for  residents  today  and  in  the 
future,  our  efforts  as  initial  members  of 
the  Resident  Medical  Society  were 
rewarded.  The  historic  presentation 
denoted  the  vital  role  residents  will  play 
in  the  future  of  organized  medicine  and 
the  importance  of  their  involvement  in  the 
ISMA. 

I believe  the  Resident  Medical  Society 
has  made  some  remarkable  accomplish- 
ments for  an  organization  in  its  infancy 
and  I am  sure  it  will  continue  to  make 
great  strides  in  the  future. — F.  Steven 
Land,  M.I).,  President 
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Medical  Education 

ACTION:  Filed. 

The  Commission  on  Medical  Educa- 
tion met  Nov.  20,  1983  and  April  8,  1984. 
Dr.  Shokri  Radpour  was  named  vice- 
chairman  of  the  commission. 

The  major  activity  of  the  commission 
was  that  of  the  accreditation/reaccredita- 
tion process  of  hospitals  and  organiza- 
tions for  CME.  During  the  year  there 
were  eight  hospitals  reaccredited  for  con- 
tinuing medical  education  and  10  organi- 
zations reaccredited.  One  organization 
was  granted  its  initial  accreditation.  One 
organization  was  denied  accreditation  and 
two  organizations  had  their  accreditation 
deferred  for  the  need  of  additional  infor- 
mation. In  total  there  were  22  accredita- 
tion actions  during  the  year. 

The  commission  conducted  its  second 
annual  Site  Surveyors  Workshop  Nov. 
19,  1983.  The  workshop  included  the 
study  of  the  new  ACCME  Essentials  for 
Continuing  Medical  Education  with 
Guidelines  and  the  suggested  Pre-survey/ 
Survey  document.  Recommendations  for 
changes  were  then  made  to  the  Commis- 
sion on  Medical  Education. 

The  commission  reviewed  the  Essen- 
tials, Guidelines,  and  the  Pre-survey 
forms  with  the  recommendations  from 
the  workshop  and  approved  a corrected 
Essentials  and  Pre-survey  form  for  ISMA 
use.  The  commission  also  reviewed  the 
Protocol  for  Review  and  Recognition  of 
State  Medical  Associations  for  use  by  the 
ACCME. 

The  commission  reviewed  recommend- 
ations to  be  made  to  the  ACCME  relative 
to  the  accreditation  for  intra-state  CME 
offerings  in  order  to  eliminate  the  con- 
fusion relative  to  intra/inter  state  CME 
program  accreditation.  The  recommenda- 
tions were  then  forwarded  to  the  ACCME 
for  their  consideration. 

The  commission  nominated  Dr. 
Eugene  Gillum,  chairman  of  the  Subcom- 
mission on  Accreditation,  and  Dr. 
Franklin  A.  Bryan,  chairman  of  the  Com- 
mission on  Medical  Education,  as 
ACCME  site  visitors.  The  commission 
also  nominated  Dr.  Franklin  A.  Bryan  to 
be  a member  of  the  Committee  on  Review 


and  Recognition  (CRR)  of  State  Medical 
Associations  of  the  ACCME. 

Dr.  Bryan  was  invited  to  attend  the 
ACCME  meeting  in  Chicago  on  June  7, 
1984  as  a guest.  Dr.  Bryan  spoke  regard- 
ing intra/inter  state  CME  problems  with 
recommended  solutions  to  be  presented 
at  its  next  (ACCME)  meeting.  At  the 
same  meeting  of  the  ACCME,  Dr.  Bryan 
was  appointed  as  a member  of  the  new 
Committee  for  Review  and  Recognition 
(CRR)  of  State  Medical  Associations.  At 
the  organizational  meeting  of  this  com- 
mittee, he  was  selected  for  a three-year 
appointment. 

The  Subcommission  on  Accreditation 
met  on  the  same  dates  as  the  commission 
just  prior  to  the  commission  meetings. 
The  chairman  of  this  commission  is  Dr. 
Eugene  Gillum,  the  vice-chairman,  Dr. 
Kelley  Chambers.  The  subcommission 
reviewed  all  of  the  accreditation/reac- 
creditation documents  and  made  recom- 
mendations to  the  commission.  The 
subcommission  also  reviewed  the  recom- 
mendations from  the  workshop  relative 
to  the  new  Essentials  and  Guidelines  and 
the  Pre-survey/Survey  forms  making 
recommendations  to  the  commission  on 
these  documents  also. 

The  chairman  of  the  Commission  on 
Medical  Education  wishes  to  acknowl- 
edge and  express  his  appreciation  for  the 
activities  of  the  subcommission,  and 
thanks  Dr.  Gillum,  Dr.  Chambers,  vice- 
chairman,  and  members  for  their  input 
into  the  continuing  medical  education  ac- 
tivities of  the  ISMA.  The  chairman  also 
wishes  to  acknowledge  and  express  his  ap- 
preciation for  the  activities  of  Dr.  Rad- 
pour, the  vice-chairman,  and  the 
members  of  the  commission  for  their  ac- 
tivity in  CME  accreditation  for  the 
ISMA.  The  site  visitors  are  also  recog- 
nized for  their  outstanding  activity,  with- 
out which  the  accreditation  process  could 
not  be  carried  out. 

Finally,  the  outstanding  work  and 
dedication  of  the  ISMA  staff  member, 
Beckett  J.  Shady-King,  without  whom  the 
subcommission  and  commission  could 
not  have  functioned  effectively,  is 
recognized.  The  chairman  for  the  com- 
mission wishes  to  express  his  deep  ap- 
precation. — Franklin  A.  Bryan,  M.D., 
Chairman 


Legislation 

ACTION:  Filed. 


Your  Commission  on  Legislation  has 
been  quite  active  throughout  the  past 
year.  The  activity  seems  to  always  pick 
up  pace  when  the  Legislature  is  in  ses- 
sion. All  the  bills  that  had  an  impact  upon 
the  medical  profession  were  discussed  at 
length  at  a number  of  commission  meet- 
ings during  the  winter  and  spring. 

As  your  chairman,  I spent  a great  deal 
of  time  at  the  Legislature.  I had  an  op- 
portunity to  testify  at  the  Generic  Sub- 
stitution Reference  Committee  on  the 
House  side.  Through  the  efforts  of  your 
legislative  lobby,  Rick  King  and  myself, 
a Generic  Substitution  Bill  did  evolve  that 
contained  all  of  the  major  provisions  that 
the  commission  members  felt  were  im- 
portant for  protection  of  the  patient,  the 
physician,  and  the  pharmaceutical 
industry. 

The  Commission  on  Legislation  was  in- 
volved with  the  leadership  of  ISMA  by 
impacting  upon  a bill  that  would  have 
eliminated  a physician  from  being  com- 
missioner of  the  State  Board  of  Health. 
Final  provisions  of  the  bill  did  provide 
for  the  governor  to  appoint  the  commis- 
sioner, but  the  commissioner  must  be  a 
licensed  physician. 

Numerous  other  bills  were  followed 
and  lobbied  throughout  the  legislative  ses- 
sion. Licensing  of  athletic  trainers, 
physical  therapists,  and  other  paramedi- 
cal personnel  were  followed  quite  closely. 
Testimony  was  presented  on  numerous 
occasions  representing  ISMA’s  position. 

Another  exciting  event  has  occurred 
and  is  continuing  to  evolve  this  year.  The 
Commission  on  Legislation  has  met 
jointly  with  the  IMPAC  board.  A very 
comprehensive  program  is  being  estab- 
lished for  the  fall  of  1984.  We  have 
established  the  goal  of  visiting  every 
county  medical  society  from  September 
through  December  in  carrying  the 
message  for  not  only  the  Commission  on 
Legislation,  but  the  IMPAC  board.  It  is 
our  goal  to  have  a commission  member 
and  an  IMPAC  board  member  at  every 
county  meeting.  We  recognize  that  this 
is  quite  ambitious,  and  we  may  fall  short 
of  our  goal,  but  felt  that  it  was  import- 
ant to  set  our  standards  high.  We  will 
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continue  to  maintain  liaison  with  the 
IMPAC  board. — Edward  L.  Langston, 
M.I).,  Chairman 

Sports  Medicine 

ACTION:  Filed;  referred  to  Board  of 
Trustees  with  recommendation  that  the 
ISMA  recommend  to  the  Dept,  of  Public 
Instruction  that  state-certified  trainers  be 
provided  for  all  Indiana  secondary 
schools. 

1 am  pleased  to  report  that  the  ISMA 
Commission  on  Sports  Medicine  con- 
tinues to  progress  and,  in  1984,  we  have 
made  a significant  impact  upon  the 
medical  care  of  Indiana’s  athletes. 

The  following  summarizes  the  major 
highlights,  listed  in  the  order  of  their 
significance: 

1.  Elevation  of  the  commission  from 
an  ad  hoc  organization  to  a standing 
commission. 

2.  A definitive  statement  defining  the 
purpose  of  our  commission,  to  be  in- 
cluded in  the  ISMA  bylaws. 

3.  During  the  fall  football  heat  crisis 
of  August  1983,  the  commission  held 
emergency  meetings  and  passed  a set  of 
guidelines  to  reduce  further  heat-related 
illnesses.  The  IHSAA  instituted  our 
recommendations  with  a reduction  in  in- 
cidents. Furthermore,  we  were  able  to 
help  by  recommending  moving  back  the 
start  of  fall  football  in  order  to  avoid  the 
heat/humidity  problems.  By  1987,  we 
hope  to  have  football  moved  back  to  after 
September  1st,  to  avoid  heat  stress. 

4.  A panel  of  head  and  neck  specialists 
recommended  guidelines  for  the  preven- 
tion and  treatment  of  head  and  neck  in- 
juries. These  suggested  guidelines  were 
distributed  to  team  physicians,  trainers 
and  coaches. 

5.  Our  recommendations  to  the 
IHSAA  to  discontinue  the  two-a-day 
basketball  tournament  format  was 
presented  to  the  IHSAA  governing  board 
and  they  have  elected  to  change  the 
regionals  and  sectionals  to  a Friday- 
Saturday  format,  but  not  the  semi-finals 
or  the  state  finals. 

6.  Our  commission  has  strongly 
recommended  implementing  a plan  to 
place  a trainer  in  every  high  school  by 
1990.  We  propose  setting  up  a postgrad- 
uate summer  program  for  a designated 


teacher  in  each  high  school  to  educate  this 
individual  on  training  techniques.  These 
teacher-athletic  trainers  (TATs)  would  be 
eligible  after  three  summers’  education, 
to  be  certified  as  trainers  and  would  be 
most  beneficial  in  caring  for  Indiana’s 
athletes.  We  propose  that  this  be  done 
through  the  Department  of  Public  In- 
struction; however,  we  have  not  yet  per- 
suaded Dr.  Negley  of  the  impact  that  this 
would  have  in  improving  the  “working” 
conditions  of  our  athletes.  We  will  be 
focusing  our  direction  to  proposing  legis- 
lation to  set  up  this  teaching  program. 
This  is  the  most  important  advancement 
the  ISMA  Commission  on  Sports  Medi- 
cine could  undertake — that  of  providing 
each  and  every  athlete  the  opportunity  to 
work  with  such  an  individual  in  prevent- 
ing injuries  and  medical  complications. 

7.  The  commission,  under  Dr.  Phil 
Eskew’s  leadership,  has  revised  the 
IHSAA  Physical  Form  to  update  the  con- 
traindications to  exercise  and  also  to 
streamline  the  forms.  Furthermore,  the 
commission  reiterated  the  position  that 
IHSAA  Physical  Exams  be  performed  by 
physicians  practicing  in  Indiana  with  an 
unlimited  license  to  practice  medicine. 

In  summary,  the  ISMA  Commission 
on  Sports  Medicine  is  progressing  toward 
our  goal — that  of  improving  the  medical 
care  of  our  Indiana  athletes  and  related 
personnel. 

We  feel  a great  advancement  in  the 
future  of  sports  medicine  in  Indiana 
would  be  the  inclusion  of  trainers  in  each 
participating  high  school.  Then,  we  would 
feel  we  have  reached  the  goal  we  set  out 
to  accomplish  two  years  ago. 

It  has  been  a great  honor  to  have  served 
as  chairman  these  past  two  years.  I will 
look  forward  to  helping  the  next  chair- 
man advance  these  goals. — Gary  L.  Prah, 
M.D.,  Chairman 

Public  Relations 

ACTION:  Filed. 

The  past  year  has  seen  some  excep- 
tional developments  in  ISMA’s  external 
public  relations. 

Heartbeat , the  13-segment  series  of 
half-hour  television  programs  sponsored 
by  the  Association,  was  aired  on  27  sta- 
tions throughout  the  nation,  including 
Public  Broadcasting  System  affiliates 


from  Florida  to  Alaska  and  Puerto  Rico 
to  Pennsylvania.  East  spring,  Heartbeat 
was  honored  by  the  International  Asso- 
ciation of  Business  Communicators  with 
a first-place  award  in  the  Bronze  Quill 
Awards  Contest.  The  award  is  given  for 
the  best  communications  series  and 
Heartbeat  received  top  honors  in  the 
largest  contest  with  the  most  entrants  in 
the  history  of  the  competition. 

Through  the  Commission  on  Public 
Relations,  ISMA  is  taking  an  assertive, 
innovative  step  in  shaping  public  attitudes 
toward  physicians.  While  surveys  demon- 
strate that  patients  admire  and  are  satis- 
fied with  their  personal  physicians,  the 
public  attitude  toward  physicians  in 
general  is  not  so  positive  and  there  is 
evidence  that  negative  attitudes  and  dis- 
satisfaction are  increasing.  Because 
negative  public  attitudes  create  a climate 
which  facilitates  the  development  of  such 
programs  as  prospective  pricing,  DRGs, 
mandatory  assignment,  and  so  on,  the 
Commission  on  Public  Relations  has 
taken  steps  to  change  those  attitudes. 
With  approval  and  funding  through  the 
Board  of  Trustees,  the  commission  has 
contracted  with  Holden  & Co.,  a public 
relations  and  marketing  firm  specializing 
in  the  health  care  field,  to  launch  a 
statewide  public  information  and  educa- 
tion campaign.  Radio  and  newspapers 
advertisements  and  billboards  are  being 
utilized  throughout  the  state  to  carry  out 
the  goal  of  the  program — positioning  the 
physician  as  the  patient’s  advocate.  All 
materials  produced  by  Holden  & Co.  for 
the  campaign  are  reviewed  by  a specially 
designated  subcommittee  of  commission 
members. 

Ongoing  public  relations  programs 
such  as  Your  Hoosier  Doctor  Says,  the 
ISMA  health  tips  column  used  by 
newspapers  throughout  Indiana,  continue 
to  be  successful  components  of  our  com- 
munity relations.  The  commission  and 
PR  staff  have  also  been  the  liaison  for 
involvement  with  organizations  such  as 
the  American  Lung  Association,  Ameri- 
can Cancer  Society  and  the  Indiana 
Academy  of  Family  Physicians. 

Internal  communications — ISMA 
Reports  and  Siebenmorgen ’s  Notes — con- 
tinue to  keep  the  membership  informed 
of  events  of  interest  both  within  and  out- 
side of  the  Association. 

Once  again,  ISMA,  through  the  recom- 
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mendation  of  the  Commission  on  Public 
Relations,  contributed  $100  to  the  Na- 
tional Journalism  Center  to  help  train 
responsible  journalists. 

Finally,  the  commission  selected  award 
winners  among  print  and  broadcast  en- 
tries in  the  annual  Journalism  Awards 
competition  as  well  as  selecting  a physi- 
cian to  be  honored  with  the  Physician 
Community  Service  Award. 

I’d  like  to  express  my  deep  apprecia- 
tion for  the  outstanding  cooperation  and 
efforts  of  each  member  of  the  Commis- 
sion on  Public  Relations  and  the  ISMA 
PR  staff  during  the  past  year. — John  V. 
Osborne,  M.D.,  Chairman 

Subcommission  on  Insurance 

ACTION:  Filed. 

Members  of  the  Subcommission  on  In- 
surance met  on  Jan.  1 1 , 1984  to  negotiate 
the  new  health  and  dental  insurance  con- 
tract for  ISMA  members  and  their  em- 
ployees, to  review  the  in-depth  claim  data 
provided  by  The  Lincoln,  make  recom- 
mended changes  to  the  program  which 
could  have  a beneficial  impact  on 
premium  stabilization  and  increase 
benefits  to  the  participants,  and  to  handle 
other  insurance-related  matters. 

Although  it  is  still  too  early  to  be  op- 
timistic about  the  changes  approved  by 
the  Board  of  Trustees  and  incorporated 
in  the  1984-85  health  insurance  program 
— insofar  as  premium  stabilization  is 
concerned — the  monthly  claim  expense 
report  for  April,  May  and  June  show  that 
we  have  been  below  our  monthly  dollar 
cap  allotted  to  pay  claims;  and  that  is  a 
good  sign. 

After  careful  review  of  all  the  data  pro- 
vided by  The  Lincoln,  the  subcommission 
recommended,  and  the  Board  approved, 
a six-month  rate  renewal  which  included 
a 33%  increase  for  Plan  1,  14%  increase 
for  Plan  2,  and  a 25%  increase  for  Plan 
3.  A new  Plan  4 comprehensive  major 
medical  with  a $2,000  deductible  (three 
per  family),  and  80%  coinsurance  to 
$10,000  ($30,000  maximum  per  family) 
per  year  was  also  approved.  Plan  4 rates 
were  set  at  24%  less  than  Plan  2 rates. 

The  reason  for  the  six-month  renewal 
was  the  Board  approved  going  to  age- 
banded  rates  starting  Oct.  1,  1984.  The 
subcommission  was  to  review  all  the  data 


and  negotiate  the  new  age-banded  rates 
on  July  25,  1984.  It  is  anticipated,  because 
of  the  current  claim  experience,  that  the 
rates  will  be  the  same  as  those  approved 
in  January  1984. 

Other  actions  taken  by  the  subcommis- 
sion, and  approved  by  the  Board,  aimed 
at  stabilizing  future  premium  increases 
were:  change  the  pre-existing  limitation 
to  read  maximum  $ 1 ,000  benefit  until  90 
days  without  care  or  treatment  or  24 
months  continuously  insured  for  all  new 
participants  in  the  health  insurance  pro- 
gram; change  the  eligibility  requirement 
for  future  participants  to  read,  medical 
evidence  of  insurability  required  on  all  in- 
dividuals and  all  groups  with  less  than  six 
lives;  and  that  medical  evidence  of  insur- 
ability be  required  of  any  individual  or 
group  with  less  than  six  lives  who  shift 
to  a more  liberal  plan. 

In  addition,  the  Board  approved  modi- 
fying the  mental  and  nervous  benefit  to 
read  42  days  maximum  hospital  confine- 
ment per  year,  92  professional  visits  per 
year  (42  in-hospital  and  50  out-patient), 
$6,000  maximum  payment  per  year  for 
professional  fees,  include  day/night  care 
plus  residential  treatment  services,  and 
continue  $50,000  lifetime  maximum  for 
professional  fees  only;  and  change  Plan 
2 and  Plan  3 benefits  to  include  100% 
payment  for  preadmission  testing  with  no 
deductible,  and  100%  payment  for  out- 
patient surgery,  no  deductible,  on  a list 
of  procedures  approved  by  ISMA. 

The  Board  also  approved  extending  the 
health  and  dental  coverage  to  the  surviv- 
ing spouse  of  a non-covered  member  with 
evidence  of  insurability,  and  approved  ex- 
tending coverage  for  disabled  and  retired 
employees  of  ISMA  members.  The  exten- 
sion of  benefit  for  disabled  employees  is; 
less  than  one  year  employment,  two 
months  extension;  one  to  two  years 
employment,  one  year  extension;  and 
more  than  two  years  employment,  two 
years  extension.  The  extension  of  benefit 
for  retired  employees  is:  age  55  with  15 
years  of  service,  extended  benefits  to  in- 
clude Medicare  supplement. 

The  subcommission  reviewed  Resolu- 
tion 83-25,  Disability  Insurance  Form,  at 
the  Board’s  request,  and  agreed  that  a 
disability  form  regarding  total  and  per- 
manent disability  should  provide  more 
work-related  information  for  the  attend- 
ing physician  to  answer  the  question  ap- 


propriately. Therefore,  the  subcommis- 
sion recommended,  and  the  Board 
agreed,  that  the  resolution  should  be  sent 
to  the  Health  Insurance  Association  of 
America  (HIAA)  and  to  the  ISMA  Busi- 
ness/Medicine Coalition  asking  for  their 
recommendations  on  how  this  could  be 
accomplished.  HIAA  sent  back  a current 
copy  of  its  disability  form  requesting 
ISMA’s  opinion  as  to  whether  or  not  it 
contained  enough  work-related  informa- 
tion to  satisfy  ISMA’s  resolution.  After 
reviewing  the  form,  the  subcommission 
sent  HIAA  a copy  of  the  form  it  received 
from  the  Fort  Wayne/Allen  County 
Business/Medicine  Coalition  suggesting 
that  it  would  make  a good  companion 
piece  or  addition  to  the  HIAA  form. 
HIAA  has  put  the  issue  of  modifying  its 
standard  claim  form  to  reflect  an 
employer  evaluation  of  other  jobs  an  in- 
dividual might  be  eligible  for  in  the  com- 
pany on  the  agenda  for  its  next  commit- 
tee meeting. 

Resolution  83-33,  Medical  Protective 
Company  (Denial  of  renewal  of  liability 
insurance  coverage)  was  also  given  to  the 
subcommission  for  action  by  the  Board. 
After  reviewing  the  resolution  the  sub- 
commission recommended,  and  the 
Board  approved,  sending  a letter  to  the 
Indiana  Insurance  Commissioner  request- 
ing his  opinion  as  to  whether  or  not  denial 
of  renewal  of  liability  insurance  coverage 
without  giving  a reason  is  a violation  of 
any  law,  rule  or  regulation.  The  response 
from  the  Insurance  Commissioner’s  of- 
fice was  that  a non-admitted  or  admitted 
insurer  writing  professional  liability 
coverages  in  this  state  may  refuse  to  renew 
a policy  without  giving  prior  notice  or 
reason  unless  the  contractual  terms  of  the 
policy  that  they  have  previously  issued 
state  otherwise. 

In  addition  to  negotiating  the  new  age- 
banded  rates  on  July  25,  the  members  of 
the  Subcommission  on  Insurance  will 
respond  to  The  Lincoln’s  request  for 
clarification  of  the  new  mental  and  ner- 
vous lifetime  maximum;  review  Lincoln 
language  on  organ  transplants  for  pos- 
sible inclusion  in  the  ISMA  master  con- 
tract; and  review  the  Ontario  Medical 
Association  long-term  disability  insurance 
plan  for  possible  recommendation  to,  and 
duplication  by  American  Physicians  Life 
for  ISMA  members. 

The  subcommission  will  always  be 
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responsive  to  the  members’  needs  and  will 
continue  to  search  the  marketplace  for  the 
best  programs  available  to  meet  those 
needs. 

I want  to  thank  the  subcommission 
members  who  gave  generously  of  their 
time  and  efforts  and  the  ISMA  staff  for 
their  excellent  assistance. — John  Mac- 
Dougall,  M.l).,  Chairman 

Subcommission  members: 

Garry  Bolinger,  M.D. 

William  Cutshall,  M.D. 

John  Lanman,  M.D. 

Francis  Price,  Jr.,  M.D. 

Dwight  Schuster,  M.D. 

John  Thomas,  M.D. 

Physician  Impairment 

ACTION:  Filed. 

The  Commission  on  Physician  Impair- 
ment matured  in  1983/84,  primarily  in  the 
clarification  of  our  role  in  Indiana 
medicine  and  in  expansion  of  the  numbers 
of  Indiana  physicians  knowledgeable 
about  the  general  identification  and 
management  of  impaired  colleagues. 

The  commission  was  very  much  in- 
volved in  the  formulation  of  a second  ef- 
fort at  rewriting  Medical  Licensing  Board 
regulations.  Fortunately,  the  new  regula- 
tions which  were  signed  into  law  by  the 
Governor  in  April  1984  create  a “diver- 
sionary path.”  An  Indiana  physician  suf- 
fering impairment  from  drugs,  psychiatric 
difficulties,  senility,  etc.,  may  seek  out 
and  volunteer  to  cooperate  with  a duly 
authorized  impaired  physician  commit- 
tee at  the  local  hospital,  county  society, 
or  ISMA  level,  and  as  long  as  he  is 
cooperating  fully  with  the  directives  of 
the  impaired  physician  group,  he  is  im- 
mune from  reporting  to  the  Medical 
Licensing  Board.  This  major  change 
creates  the  positive  situation  wherein  an 
impaired  physician  and/or  hospital  or 
colleagues  find  involvement  with  the  im- 
paired physician  process  to  be  preferable 
to  other  alternatives  of  management  of 
such  impairment. 

In  March  1984,  the  first  Indiana  Im- 
paired Physician  Commission-sponsored 
training  seminar  was  conducted,  with 
three  national  speakers  including  Dr. 
William  Rial,  immediate  past  president 


of  the  AMA,  and  an  attendance  of  over 
100  members  of  the  ISMA.  The  nature 
of  physician  impairment,  its  identifica- 
tion and  management,  as  well  as  small 
group  training  in  confrontation  tech- 
niques, made  the  day  very  successful  from 
the  perspective  of  the  attendees.  In  the 
process,  the  awareness  of  Indiana  physi- 
cians of  both  impairment  and  its  manage- 
ment seems  to  have  significantly 
increased. 

The  commission  is  currently  working 
on  a new  effort  at  confidential  but  effec- 
tive record  keeping  of  impaired  physi- 
cians, in  part  to  prevent  “geographic 
cures”  of  impaired  physicians  moving 
from  one  location  to  another,  and  to 
allow  more  thorough  and  beneficial 
follow-up  to  impaired  colleagues. 

Overall,  the  activities  of  the  commis- 
sion seem  to  be  steadily  increasing,  with 
consistently  greater  numbers  of  physi- 
cians with  problems  coming  to  our  atten- 
tion. As  is  so  often  the  case  with  this  kind 
of  enterprise,  our  overall  observations  are 
that  work  has  just  begun. — Larry  M. 
Davis,  M.D.,  Chairman 


Medical  Services 

ACTION:  Filed. 

The  business  of  the  ISMA  Commis- 
sion on  Medical  Services  involves  acting 
on  actions  mandated  by  the  ISMA  House 
of  Delegates  as  well  as  interim  issues 
referred  by  the  ISMA  Board  of  Trustees. 

During  fiscal  year  1983-1984,  the  Com- 
mission met  and  acted  on  Resolution 
83-1  (Foot  Surgery)  referred  by  the  ISMA 
House  of  Delegates.  The  Commission 
noted  that  the  Federal  Trade  Commis- 
sion has  placed  constraints  on  pro- 
fessional associations.  The  Commission 
is  therefore  acting  on  this  issue  in  a 
very  deliberate  fashion.  At  the  present 
time,  the  Commission  is  meeting  with 
ISMA  legal  counsel  in  an  attempt  to 
assure  quality  of  care  while  at  the  same 
time  avoiding  any  semblance  of  being 
in  restraint  of  trade. 

The  Commission  is  also  currently  in- 
volved in  studying  the  concept  of  ISMA 
establishing  a fee  review  council  to  assist 
county  medical  societies  in  local  fee 
review.  Since  this  is  another  legally  sen- 


sitive issue,  the  Commission  is  working 
closely  with  ISMA  legal  counsel  in  an 
attempt  to  develop  a legal  mechanism 
for  conducting  voluntary  fee  review.  Once 
these  issues  have  been  resolved,  appro- 
priate recommendations  will  be  made 
to  the  ISMA  Board  of  Trustees  and/or 
House  of  Delegates. — John  I).  Mac- 
Dougall,  M.D.,  Chairman 

Constitution  & Bylaws 

ACTION:  Filed. 

The  Commission  on  Constitution  and 
Bylaws  has  met  twice  thus  far  in  1984. 
During  these  meetings  the  commission 
incorporated  all  bylaw  amendments  man- 
dated by  the  1983  House  of  Delegates 
into  our  current  document.  Again,  our 
commission  has  been  privileged  to  have 
total  participation  from  its  membership 
in  a most  active  and  efficient  manner. 

The  Commission  reviewed  the  Consti- 
tution and  Bylaws  of  the  Intern  and 
Medical  Resident  Society  and  made 
recommendations  to  the  Society  regarding 
clarification  of  same. 

The  Commission  is  submitting  resolu- 
tions calling  for  modifications  that  will 
assist  ISMA  commissions  and  committees 
in  their  activities.  Please  give  the  resolu- 
tions consideration  and  be  assured  that 
your  Commission  is  diligently  striving 
to  fulfill  its  responsibilities  as  charged 
in  the  bylaws. 

1 wish  to  acknowledge  the  dedicated 
efforts  of  Ms.  Beckett  Shady-King  and 
Ron  Dyer,  ISMA  staff,  without  whose 
assistance  our  task  would  be  hopeless. — 

Lloyd  Hill,  M.D.,  Chairman 
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Committee  Chairmen  are  listed  on  p. 
1072 

Future  Planning 

ACTION:  Filed. 

I would  like  to  express  my  apprecia- 
tion to  the  members  of  my  committee  for 
their  excellent  attendance,  along  with  sup- 
port of  staff  which  has  been  quite  helpful 
and  informative.  I would  like  to  thank 
Dr.  Lukemeyer  for  challenging  our  com- 
mittee in  a number  of  important  areas  in- 
volving medicine  today. 

The  Future  Planning  Committee  has 
been  involved  in  several  areas.  One  has 
been  the  assessment  of  future  practice  en- 
vironment. We  have  spent  time  discuss- 
ing such  areas  as  the  New  Jersey  DRG 
experience  and  the  number  and  distribu- 
tion of  physicians  at  present  and  in  the 
future. 

We  spent  considerable  time  evaluating 
the  different  staff  responsibilities  and  the 
ISMA  budget.  After  considerable  evalua- 
tion, it  was  felt  that  certain  staff  changes 
would  be  indicated  and  job  descriptions 
somewhat  changed.  The  first  area  is  that 
of  the  field  representative  and  his  job 
description.  It  is  our  feeling  that  field 
representatives  are  somewhat  overbur- 
dened with  a number  of  areas,  that  their 
duties  should  be  more  specifically  defined 
and  that  this  should  be  especially  devoid 
of  time-consuming  legislative  activity.  We 
recommend  that  the  field  representatives 
be  involved  more  with  the  local  districts 
and  counties,  with  their  organization  and 
operation,  and  with  disseminating  infor- 
mation to  these  local  groups,  as  we  feel 
communication  is  the  most  important 
area.  Because  the  state,  at  times,  does 
poorly  communicate  to  its  members,  we 
feel  that  field  staff  activity  involved  in 
this  area  is  quite  important.  Thus,  we  will 
maintain  our  two  field  representatives, 
but  their  involvement  will  be  more  in  the 
local  societies. 

We  also  looked  at  the  need  for  expand- 
ing our  legislative  staff,  as  we  feel  that 
legislation  over  the  next  one  to  two 
decades  is  going  to  be  extremely  impor- 
tant and  many  laws  will  be  put  into  ef- 
fect involving  the  practice  of  medicine. 
We  feel  that  we  should  be  involved  in 
preventing  many  of  these  laws  that  will 
be  not  only  adverse  to  physicians,  but 


adverse  to  our  patients.  Thus,  we  recom- 
mended that  additional  legislative  staff 
be  added.  This  was  supported  and  two 
additional  members  will  be  involved  in 
legislation  drafting,  etc. 

It  was  also  felt  that  much  of  what 
physicians  do  is  not  always  imparted  to 
our  patients.  We  feel  that  further 
strengthening  of  our  public  relations  staff 
is  important  so  we  have  recommended  the 
employment  of  an  additional  staff 
member. 

We  were  also  asked  to  evaluate  the  dues 
structure.  It  became  quite  obvious  that 
a dues  increase  is  necessary,  as  the  ex- 
penses of  operating  the  organization  have 
increased  considerably  over  the  last  eight 
to  nine  years  and  there  has  been  no  dues 
increase  since  1975.  The  need  for  a dues 
increase  was  evaluated  in  detail  and 
recommendations  were  made  to  the 
Board  to  have  a dues  increase  in  the  next 
year  to  help  improve  our  deficit  budget. 

As  far  as  future  involvement  for  the 
committee,  we  have  two  areas  in  par- 
ticular that  we  will  be  addressing.  One 
will  be  the  district  meetings  and  their  suc- 
cess. It  has  been  noted  in  the  last  four 
to  five  years  that  attendance  at  district 
meetings  has  been  down  and,  in  many  in- 
stances, that  most  of  the  physicians  in  at- 
tendance are  officers  from  the  Indiana 
State  Medical  Association.  A smaller 
number  are  the  local  physicians.  The 
Future  Planning  Committee  will  study  the 
structure  of  the  district  meetings  and 
make  recommendations  to  the  Board  as 
to  whether  they  be  continued  in  the  same 
pattern,  or  if  necessary  changes  need  to 
be  made  to  improve  the  effectiveness  of 
these  meetings. 

The  committee  also  has  been  studying 
future  office  space  options;  a subcommit- 
tee has  been  appointed  and  is  currently 
studying  this  particular  problem.  Office 
space  has  been  in  the  process  of  being 
evaluated  for  the  last  eight  to  10  years 
and,  up  to  this  date,  no  concrete  recom- 
mendation can  be  made  to  the  Board.  We 
hope  that  our  committee  will  have  some 
type  of  recommendation  by  the  end  of 
this  year  for  future  space  options. 

Again,  I would  like  to  express  my  ap- 
preciation to  the  committee  and  staff  for 
their  support  thus  far  for  the  Future  Plan- 
ning Committee. — William  C.  VanNess 
II,  M.D.,  Chairman 


Grievance 

ACTION:  Filed. 

The  Grievance  Committee  met  during 
1984  and  reviewed  approximately  10 
cases,  several  of  which  are  still  pending. 

As  usual,  the  lack  of  good  patient  com- 
munication has  been  the  source  of  most 
of  the  complaints  that  the  committee  has 
received.  As  chairman,  I wish  to  thank 
the  two  other  members  of  the  committee 
for  their  attendance  and  valuable  assist- 
ance during  the  year. — G.  Beach  Gatt- 
man,  M.D.,  Chairman 

Medical  Education  Fund 

ACTION:  Filed. 

Representatives  from  the  Trust  Depart- 
ment of  the  American  Fletcher  National 
Bank,  Mr.  Fran  Brezette  and  Mr.  Larry 
Cole,  met  with  the  Indiana  Medical 
Education  Fund  Committee  in  May  1984. 
A review  of  the  portfolio’s  performance 
was  presented.  It  was  estimated  that  the 
portfolio  could  double  in  value  within  six 
years,  assuming  12%  interest  and  ex- 
cluding contributions  and  distributions. 

The  AMA-ERF  provided  $74,375.89 
for  the  Indiana  University  School  of 
Medicine  in  1984.  Prior  contributions 
have  been:  1983— $66,489.88,  1982 — 
$59,372.97,  1981— $55,556.83,  1980 — 
$48,476. 18. 

Distributions  made  to  the  Indiana 
University  School  of  Medicine  for  1983 
and  1984  provided  funding  for  the 
Research  Scholars  program  and  the 
Research  Fellowship  program. 

The  committee  again  wishes  to 
acknowledge  the  fine  work  of  the  Aux- 
iliary in  raising  money  for  this  fund. 

Fund  Balance:  7-1-83 $534,110.30 

1983  Distribution  to  Indiana 

University  School  of  Medicine  ( - 60,000.00) 

1984  Distribution  to  Indiana 


University  School  of  Medicine  ( - 60,000.00) 
AMA-ERF  Contribution...  74,375.89 

James  A.  Harshman,  M.D. 

Memorial  Fund 2,245.00 

Trustee  Fees (-2,000.51) 

Interest  Income 39,274.16 

Net  Realized  Gains 44,19 

Fund  Balance:  6-30-84 $528,049.03 


— John  W.  Beeler,  M.D.,  Chairman 
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Reduce  Drunk  Driving 

ACTION:  Filed. 

Resolution  83-3,  passed  by  the  1983 
House  of  Delegates,  created  an  ISMA 
Reduce  Drunk  Driving  Committee.  The 
established  goal  of  the  committee  is  to 
reduce  deaths  and  injuries  due  to  drunk 
driving  by  50%  during  the  next  five  years 
and  by  an  additional  25%  during  the 
following  five  years.  The  committee  was 
recognized  for  its  efforts  in  working 
toward  this  goal  in  the  Dec.  2,  1983  issue 
of  the  American  Medical  News. 

The  committee  has  worked  closely  with 
the  Governor’s  Task  Force  to  Reduce 
Drunk  Driving  in  accomplishing  this  goal. 
Mr.  Stephen  Goldsmith,  chairman  of  the 
Task  Force,  recently  stated,  “I  think  the 
teamwork  between  the  Medical  Associa- 
tion and  law  enforcement  authorities  has 
been,  in  part,  directly  responsible  for  the 
reduced  number  of  deaths  and  injuries 
from  drunk  drivers.” 

The  Reduce  Drunk  Driving  Commit- 
tee currently  is  diligently  seeking  funding 
in  order  to  wage  a statewide  television 
blitz  against  drunk  driving.  It  is  planned 
that  these  commercials  will  be  aimed  at 
all  ages  of  drivers.  Additionally,  the 
chairman  of  the  committee  participated 
with  Governor  Robert  Orr  and  Senator 
Dan  Quayle  in  the  Hoosiers  Against 
Drunk  Driving  Conference  held  in  Indi- 
anapolis, Aug.  31-Sept.  1,  1984.  Accord- 
ing to  Governor  Orr,  ‘‘HADD  will  launch 
a model  statewide  thrust  for  high  school 
students  and  adults  who  wish  to  prevent 
drunk  driving  and  we  believe  it  will  be 
the  first  effort  of  this  kind  held  in  the 
nation.” 

I wish  to  express  my  appreciation  to 
the  many  individuals  who  have  contri- 
buted their  expertise  in  addition  to  the 
dedication  of  the  committee  members  in 
an  effort  to  accomplish  our  goal. — 
Michael  B.  DuBois,  M.D.,  Chairman 


Ad  Hoc  Malpractice 
Advisory  Committee 

ACTION:  Filed. 

The  Ad  Hoc  Advisory  Malpractice 
Committee  met  on  several  occasions  dur- 


ing 1984  and  monitored  closely  the 
legislative  efforts  during  the  1984  session 
of  the  Indiana  State  Legislature. 

Meetings  with  the  Insurance  Commis- 
sioner of  the  State  of  Indiana  and  both 
defense  and  plaintiff  attorneys  have  con- 
firmed the  fact  that  the  Patients  Compen- 
sation Fund  established  under  the  Mal- 
practice Act  has  been  invaded  for  sums 
of  money  to  pay  claims  to  an  extent  which 
had  not  been  anticipated.  This  has 
seriously  jeopardized  the  integrity  of  the 
Patients  Compensation  Fund  and  neces- 
sitated a 50%  surcharge  on  malpractice 
premiums  to  prevent  the  fund  from 
becoming  financially  insolvent. 

Various  methods  have  been  discussed 
to  protect  the  essential  features  of  the 
Malpractice  Act  and  the  fiscal  responsi- 
bility of  the  Patients  Compensation  Fund. 
Ongoing  conferences  with  the  insurance 
industry,  the  Insurance  Commissioner, 
the  legal  profession  and  the  medical  pro- 
fession will  hopefully  lead  to  a consen- 
sus about  what  actions  can  be  taken  to 
retain  the  necessary  features  of  the 
Malpractice  Act.  Such  recommendations 
will  be  passed  on  to  the  president  and 
Board  of  the  Indiana  State  Medical  Asso- 
ciation for  their  consideration  and  action. 
If  adopted  by  the  ISMA  as  official 
policies,  these  views  will  be  presented  to 
the  Legislative  Commission  established  by 
the  last  legislature. — J.  William  Wright 
Jr.,  M.D.,  Chairman 

Ad  Hoc  Committee  on  Student 
Representation  in  the 
House  of  Delegates 

ACTION:  Filed. 

In  1983,  the  convention  charged  that 
a recommendation  be  made  in  1984  re- 
garding student  representation  (number 
of  delegates)  in  the  ISMA  House  of 
Delegates.  A committee  representing  the 
ISMA  leadership,  students  and  various 
geographical  locales  of  Indiana  was 
named  by  the  ISMA  president.  Dr. 
George  Lukemeyer.  In  initial  committee 
meetings,  it  became  readily  apparent  that 
a more  crucial  issue  existed  than  even  stu- 
dent representation  with  the  House  of 
Delegates — that  being  lack  of  a formally 
organized  student  constituency  group.  In 
this  regard,  the  committee,  through  aid 


of  the  ISMA  staff,  reviewed  organiza- 
tional charters  and  numerical  represen- 
tation of  student  societies  in  other  state 
associations.  The  ad  hoc  ISMA  commit- 
tee met  with  ISMA  student  representa- 
tives and  student  government  representa- 
tives in  this  regard  on  several  occasions. 

Currently,  the  medical  student  govern- 
ment and  the  ISMA  student  representa- 
tives have  formed  a task  force  to  formally 
establish  an  ISMA  student  organization 
which  will  be  representative  of  all  student 
ISMA  members.  Technical  assistance  and 
advisory  consultation  will  be  provided  by 
the  ISMA  staff  and  the  ad  hoc  commit- 
tee. The  student  task  force  recommenda- 
tion will  be  reviewed  by  the  Indiana 
University  School  of  Medicine  student 
government  and  presented  to  the  ad  hoc 
ISMA  committee  this  fall.  At  that  time, 
the  ad  hoc  committee  will  analyze  all 
material  presented  and  make  its  final 
recommendations  to  the  House. — 
William  H.  Beeson,  M.D.,  Chairman 

Ad  Hoc  Geriatrics 
Committee 

ACTION:  Filed. 

The  ad  hoc  Geriatrics  Committee,  ap- 
pointed in  February  1984,  met  once  so 
far  in  1984  to  discuss  medical  care  for  the 
aged  and  how  to  establish  better  com- 
munications with  senior  citizens. 

Resolution  83-31,  Physician  Patient 
Visits  at  Nursing  Homes  Conflicting  with 
Inspection  Protocol  at  the  State  Board  of 
Health,  Medicare,  and  Medicaid  Inspec- 
tion Teams;  Resolution  83-35,  Alterna- 
tives to  Nursing  Home  Care;  and  Resolu- 
tion 83-36,  State  Board  of  Health  Regula- 
tions on  Nursing  Homes;  were  reviewed 
by  the  ad  hoc  Geriatrics  Committee  at  the 
Board  of  Trustees’  request. 

After  reviewing  Resolution  83-31,  it 
was  pointed  out  that  the  Indiana  State 
Board  of  Health  is  not  in  a position,  nor 
does  it  have  the  authority,  to  make 
changes  in  the  certification  process  as 
called  for  by  this  resolution.  Therefore, 
the  ad  hoc  committee  sees  no  resolution 
to  this  problem  at  this  time,  and  hopes 
the  study  by  the  Institute  of  Medicine  will 
give  some  insight  and  guidance  to  this 
area  of  conflict  between  state  and  federal 
regulations. 
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Reports  of  Committees 


The  committee  reported  to  the  Board 
of  Trustees  that  it  felt  the  Department  of 
Public  Welfare  action  requiring  pre- 
admission screening  for  patients  entering 
nursing  homes  to  determine  if  such  place- 
ment was  medically  necessary  satisfied  the 
major  concern  of  Resolution  83-35.  How- 
ever, the  committee  has  some  special  con- 
cerns about  the  quality  and  cost  effec- 
tiveness of  home  health  care  and  fears 
that  the  public  may  bear  the  burden  of 
this  expense.  They  also  fear  that  the 
Diagnosis  Related  Groups  (DRGs),  which 
limit  the  patient’s  time  in  the  hospital, 
will  eventually  work  their  way  into  the 
nursing  homes  and  result  in  premature 
movement  of  patients  out  of  nursing 
homes  and  into  home  health  care  or 
custodial  care.  The  committee  feels  that 
the  first  priority  of  any  determination  of 
need  program  should  go  to  existing  agen- 
cies supplying  home  health  care  service. 


The  committee  agreed  with  the  intent 
of  Resolution  83-36,  presented  to  the 
ISMA  House  of  Delegates  by  the  DeKalb 
County  Medical  Society,  but  noted  the 
law  regarding  sanctions  and  fines  is  not 
subject  to  change  by  rule  or  regulation 
of  the  Health  Facilities  Council.  The  com- 
mittee believes  the  new  regulations  will 
respond  to  this  resolution,  but  sent  a copy 
to  the  DeKalb  County  Medical  Society  for 
their  review  and  comments. 

Report  D of  the  AMA  Board  of 
Trustees,  Health  Care  for  an  Aged  Popu- 
lation, was  discussed,  along  with  the  need 
for  better  communications  with  senior 
citizens.  The  committee  recommended 
that  the  ISMA  president  send  a letter  to 
the  county  medical  society  presidents  ask- 
ing them  to  designate  one  or  two  physi- 
cian members  from  their  society  who 
would  be  willing  to  meet  with  senior 
citizen  groups  in  their  area  to  discuss  such 


Fifty  Year  Club— New  Members,  1984 


* Deceased 

ADAMS  COUNTY 

Harold  F.  Zwick,  Decatur 

BARTHOLOMEW-BROWN  COUNTY 

Robert  B.  Hart,  Columbus 

ELKHART  COUNTY 

Theodore  D.  Arlook,  Elkhart 
Irving  Mishkin,  Elkhart 
Vernon  K.  Pancost,  Elkhart 

FLOYD  COUNTY 

James  Y.  McCullough,  New  Albany 

FORT  WAYNE— ALLEN  COUNTY 

Maurice  E.  Glock,  Angola 
August  M.  Hasewinkle,  Fort  Wayne 
Lawrence  W.  Mueller,  Fort  Wayne 
Kermit  F.  Perrin,  Fort  Wayne 
Berniece  Morris  Williams,  Fort  Wayne 

GIBSON  COUNTY 

Robert  S.  McElroy,  Princeton 

GRANT  COUNTY 

Frederick  R.  Malott,  Converse 

HAMILTON  COUNTY 

Jesse  C.  Ambrose,  Noblesville 

HOWARD  COUNTY 

John  A.  Bowers,  Sun  City,  AZ 

JACKSON  COUNTY 

Garland  R.  Gillespie,  Brownstown 


JENNINGS  COUNTY 
Louis  J.  Calli,  North  Vernon 

LAGRANGE  COUNTY 

*Lloyd  R.  Studebaker,  LaGrange 

LAKE  COUNTY 

David  S.  Koransky,  Hammond 
Ora  L.  Marks,  East  Chicago 
Jean  Pilot,  Hammond 

MADISON  COUNTY 

Rex  W.  Dixon,  Anderson 

MARION  COUNTY 

Frank  P.  Albertson,  Indianapolis 
Ralph  E.  Blackford,  Indianapolis 
Archie  E.  Brown,  St.  Petersburg,  FL 
Wendell  E.  Brown,  Indianapolis 
Eleanor  H.  Deal,  Indianapolis 
Sprague  H.  Gardiner,  Indianapolis 
Carl  B.  Harris,  Carmel 
James  H.  Hawk,  Indianapolis 
Benjamin  V.  Klain,  Indianapolis 
Wayne  L.  Ritter,  Indianapolis 
Samuel  L.  Scott,  Indianapolis 
Marion  R.  Shafer,  Indianapolis 
Hugh  K.  Thatcher,  Indianapolis 
Joseph  L.  West,  Indianapolis 
Donald  J.  Wolfram,  Indianapolis 
Abram  S.  Woodard,  Indianapolis 
John  M.  Young,  Indianapolis 


topics  as  cost  of  medical  care,  rationing 
of  medical  care,  DRGs,  and  other  medical 
related  topics. 

In  addition,  the  committee  is  setting  up 
a meeting  with  Maurice  Endwright,  presi- 
dent of  the  Indiana  Federation  of  Older 
Hoosiers,  and  other  key  contacts  from 
this  group  to  discuss  and  exchange  ideas 
related  to  geriatrics  and  the  above  topics. 

I wish  to  thank  members  of  the  ad  hoc 
Geriatrics  Committee  for  taking  their 
time  to  review  these  issues. — Bill  L. 
Martz,  M.I).,  Chairman 

Negotiations 

ACTION:  None. 

No  meetings  were  held.  No  business 
was  referred  to  the  committee. — Herbert 
C.  Khalouf,  M.D.,  Chairman 


OWEN— MONROE  COUNTY 

Hugh  S.  Ramsey,  Bloomington 

STARKE  COUNTY 

*James  F.  DeNaut,  Knox 

ST.  JOSEPH  COUNTY 

Lillian  S.  Holdeman, 

Ft.  Myers  Beach,  FL 
Richard  W.  Holdeman, 

Ft.  Myers  Beach,  FL 
Charles  H.  Proudfit,  Mishawaka 

TIPPECANOE  COUNTY 

William  M.  Mount,  Lafayette 
Frank  W.  Peyton,  Lafayette 

VANDERBURGH  COUNTY 

Clarence  A.  Laubscher,  Evansville 
George  W.  Willison,  Evansville 

VIGO  COUNTY 

James  O.  Conklin,  Terre  Haute 

WASHINGTON  COUNTY 

Thomas  K.  Tower,  Campbellsburg 

WAYNE— UNION  COUNTY 

Frank  H.  Coble,  Richmond 

WELLS  COUNTY 

Jeno  B.  Mudrony-Szoke,  Bluffton 

WHITLEY  COUNTY 

Dewey  D.  Yoder,  Pierceton 
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Scientific  Exhibit  Winners 


The  ‘Peculiar  Features  and 
Mysterious  Nature’  of 
Duchenne’s  Muscular 
Dystrophy 

Exhibitor:  Charles  A.  Bonsett,  M.D., 

6133  East  54th  Place,  Indianapolis,  In- 
diana 46266. 

Attendants:  Charles  A.  Bonsett, 

M.D. 

Description:  This  exhibit  is  a synop- 

sis presentation  of  a continuing  long-term 
clinic-laboratory  research  program,  in- 
volving the  Riley  Hospital  Muscular 
Dystrophy  Clinic,  the  Indiana  Neuromus- 
cular Research  Laboratory  at  Central 
State  Hospital,  and  more  recently,  Com- 
munity Hospital  of  Indianapolis. 

The  approach  is  original.  It  utilizes  the 
clinical  manifestations  of  Duchenne’s 
muscular  dystrophy  as  an  avenue  to  gain 
insight  into  the  chemical  nature  of  the 
disease. 

The  study  commences  in  the  clinic,  and 
by  further  evaluation  in  the  laboratory 
of  questions  prompted  by  clinical  obser- 
vation, proceeds  logically  to  a site  of 


significant  metabolic  dysfunction  at  the 
molecular  level. 

The  abnormality  is  correctable  in  the 
laboratory.  Is  it  correctable  in  the  clinic? 

The  FDA  has  given  consent  for  a 
limited  clinical  trial  of  the  naturally-oc- 
curring correcting  metabolite  with  five 
volunteer  Duchenne  muscular  dystrophy 
patients  (IND  17,  848).  Now  in  its  third 


year,  the  trial  is  conducted  with  appro- 
priate informed  consent  and  institutional 
review  committee  monitoring  procedures. 

The  exhibit  presents  the  experience  to 
date  with  these  patients,  and  outlines  the 
research  method  and  logic  which  utilizes 
the  “peculiar  features”  of  the  disease  to 
gain  an  insight  into  the  “mysterious 
nature”  of  its  cause. 


Direct  Determination  of  Muscle 
Strength,  Speed  and 
Endurance 

Exhibitor:  Larry  K.  Steinrauf,  Ph.D., 

IU  School  of  Medicine,  635  Barnhill 
Drive,  Indianapolis,  Indiana  46223. 

Attendants:  Larry  K.  Steinrauf, 

Ph.D.  and  Arthur  Schulz 

Description:  Strength,  speed,  and  en- 

durance of  skeletal  muscle  depend  ulti- 
mately on  the  biochemistry  and  physio- 
logy of  the  muscel  fibers  involved.  Fast 
twitch  and  slow  twitch  muscle  fibers  are 
very  different  in  their  strength,  speed  of 
contraction,  ability  to  perform  high-speed 
work,  ability  to  perform  low-speed  work, 
and  utilization  of  energy  sources.  Muscel 
testing  is  useful  to  follow  the  extent  and 
course  of  disease  or  injury,  and  to  follow 
the  progress  of  rehabilitation  or  of  ath- 
letic conditioning.  Muscle  testing  is  often 
an  alternative  to  muscle  biopsy. 

1 . We  have  combined  the  Cybex  mus- 
cle testing  instrument  with  an  Apple  com- 
puter for  the  accurate  and  rapid  deter- 
mination of  strength  and  endurance  at 
various  speeds. 


2.  From  the  rate  of  carbon  dioxide 
production  during  and  following  stress 
testing  (using  the  same  muscle  systems) 
we  can  calculate  the  extent  and  rate  of 
use  of  each  of  the  energy  sources:  high 
energy  phosphate,  lactic  acid  production, 


and  substrate  oxidation. 

Thus  by  noninvasive  methods  we  can 
obtain  the  important  biochemical  and 
physiological  parameters  of  a muscle 
system. 
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Scientific  Exhibit  Winners 


The  Effect  of  Alcohol  on  the 
Skeletal  System 

Exhibitor:  Raymond  O.  Pierce,  Jr. 

Attendants:  Raymond  O.  Pierce,  Jr. 

Description:  Alcohol  causes  a variety 

of  lesions  of  the  musculoskeletal  system. 
Heretofore,  these  lesions  have  been  com- 
mented upon  individually  but  very  few 
attempts  have  been  made  to  present  the 
composite  picture.  These  changes  will  be 
divided  into  the  following  categories: 

Osteopenia — It  has  been  found  in  a 
study  of  postmortem  speciments  that 
bone  samples  in  young  alcoholics  were 
similar  in  bone  mass  to  people  of  a uch 
older  age  group.  All  alcoholics  in  this 
study  were  under  45  years  of  age  but  they 
have  bone  density  the  same  as  non-alco- 
holic men  and  women  over  the  age  of  70. 
This  decreasing  bone  mass  appeared  to 
cause  an  increase  in  fractures  in  these 
individuals. 

Osteonecrosis — Osteonecrosis  has 
many  causes  and  can  occur  at  many 
anatomical  sites.  However,  one  of  the 
most  common  sites  is  the  hip  joint.  In  a 
review  of  1 1 1 hips  at  the  Indiana  Univer- 
sity Medical  Center,  alcoholism  was  one 
of  the  leading  causes  of  osteonecrosis  of 
the  hip  in  young  adults. 

SUGGESTED  TREATMENT— A 
strong  index  of  suspicion  is  needed  to 
make  an  early  diagnosis  of  osteonecrosis. 
The  earlier  the  diagnosis  is  made  and  the 
treatment  initiated,  the  better  the  results. 
There  is  a tendency  for  most  of  these  le- 
sions to  progress  until  the  hip  is  de- 
stroyed. The  aim  of  treatment  should  be 


Third  Place  Winner 

to  prevent  this  from  occurring. 

In  a recent  review  of  the  prognosis  of 
osteonecrosis  of  the  hip  at  the  Indiana 
University  Medical  Center,  we  found  that 
the  alcoholic  had  a poor  prognosis.  This 
was  due  to  the  fact  that  these  cases  were 
frequently  bilateral  and  usually  a delay 
was  made  in  making  the  diagnosis  and 
starting  the  appropriate  treatment. 

Osteopathy — Chronic  alcoholism  may 
be  the  greatest  cause  of  peripheral  neu- 
ropathy in  the  United  States.  One  of  the 
complications  of  any  peripheral  neuro- 
pathy can  be  joint  changes.  This  disturb- 


ance of  the  joints  is  commonly  referred 
to  as  a neurotrophic  or  Charcot  joints. 

SIGNS  AND  SYMPTOMS— The  true 
incidence  of  these  lesions  are  not  known. 
It  probably  occurs  more  than  it  is  being 
reported.  The  criterion  for  this  diagnosis 
is  distal  muscle  weakness,  absent  ankle 
jerks,  and  decreased  cutaneous  vibratory 
and  position  sense.  A number  of  these 
patients  also  exhibited  severe  soft  tissue 
changes  in  the  legs  and  feet  such  as 
chronic  edema,  ulceration,  and  increased 
pigmentation  in  addition  to  bony  deform- 
ities of  the  feet. 
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1984  ISMA  Journalism  Awards 


For  Excellence  in  Health  and  Medical  Reporting 


Debby  Knox 

Television  (Single  Story) 

This  year’s  winner  of  the  television 
(single  story)  award  is  Debby  Knox, 
“Health  Scene”  reporter/producer, 
WISH-TV,  Channel  8,  Indianapolis. 

Her  winning  entry  was  “The  Benefit  of 
Aerobic  Exercise,”  a study  of  how 
aerobic  exercise  can  strengthen  the  heart 
muscle  significantly  if  performed  correct- 
ly. In  her  report,  a computer  graphic 
showed  how  the  muscle  works  during 
strenuous  exercise. 

Debby,  a native  of  Michigan  and  a 
graduate  of  the  University  of  Michigan, 
joined  WISH-TV  four  years  ago.  Prev- 
iously, she  worked  at  radio  and  television 
stations  in  Elkhart  and  South  Bend,  and 
in  Ann  Arbor,  Mich. 

In  addition  to  the  ISMA  award,  Debby 
won  the  1984  Hoosier  Heartbeat  Award 
for  reporting  on  a press  conference  held 
by  various  medical  associations,  criticiz- 
ing advertising  policies  of  the  tobacco 
industry. 

Carrie  Jackson 
Television  (Series) 

“The  Cancer  Nobody  Talks  About”  is 
the  title  of  the  award-winning  television 
series  by  Carrie  Jackson,  co-anchor  and 
health  specialist  for  WTHR,  Channel  13, 
Indianapolis. 

The  two-week  series,  dealing  with  the 
detection  of  colorectal  cancer,  also 
received  the  1984  Casper  Award.  The 
series,  shown  as  part  of  a mass  screening 
project  throughout  central  Indiana — a 
project  that  offered  free  tests  to  detect  oc- 
cult blood  in  the  stool— prompted  73,000 
people  to  pick  up  self-help  test  kits.  (Of 
the  nearly  26,000  kits  returned,  844  had 
positive  results  and  40  were  diagnosed  as 
having  colon  cancer.) 

Before  joining  WTHR  last  year,  Car- 
rie worked  as  a news  anchor  for  WJAR- 
TV  in  Providence,  R.I.,  which  won  the 
1983  Edward  R.  Murrow  Regional  Award 
for  News  Excellence.  She  also  received  the 
1982  American  Cancer  Society  Broad- 
caster of  the  Year  Award  for  health  and 
medical  reporting,  and  was  named  Top 
Female  Reporter  in  a 1982  Providence 
poll. 

Originally  from  Texas,  Carrie  is  a 
graduate  of  Wayne  State  University. 


JACKSON  KNOX 


STEGEMILLER 


JOHNSON 


Tim  Johnson 
Radio 

Tim  Johnson,  assistant  news  director 
of  WTLC  radio,  Indianapolis,  received 
his  third  ISMA  journalism  award,  hav- 
ing won  in  1981  for  his  radio  series  on 
juvenile  alcoholics  and  the  next  year  for 
his  follow-up  series. 

Tim’s  1984  award  was  for  a five-part 
cancer  series  identifying  environmental 
and  socio-economic  conditions  that  could 
influence  the  incidence  of  cancer.  The 
study  revealed,  for  reasons  yet  unknown, 
that  certain  cancers  disproportionately 
strike  blacks  and  that,  as  a group,  blacks 
are  less  informed  than  non-blacks  of  the 
warning  signs  and  the  dangers  of  cancer. 

The  medical  field  is  not  new  to  Tim, 
who  spent  several  years  as  a medical 
technician  certified  by  the  National 
Registry  and  the  State  Emergency 
Medical  Services  Commission. 

Tim,  a native  of  Indianapolis,  has 
received  two  Casper  Awards,  and  AP  and 
UPI  awards  for  his  reporting. 


Curt  Brown 
Print  (Single  Story) 

The  winner  of  the  newspaper  (single 
story)  award  is  Curt  Brown,  editor  and 
publisher  of  the  Tri-County  News,  a 
weekly  published  in  Washington,  Ind.  His 
article,  “New  Medicare  Payment  Plan 
Will  Have  Major  Effect  on  Hospitals,” 
explained  to  Daviess  County  readers  what 
the  changes  are  and  how  they  might  af- 
fect hospital  health  care  delivery  in  the 
future. 

Curt,  a native  of  Loogootee,  is  a 1971 
graduate  of  Indiana  University.  After 
serving  four  years  in  the  Navy  as  a public 
affairs  officer,  he  began  his  newspaper 
career  with  the  Washington,  Ind.,  Times- 
Herald;  he  later  became  editor  of  the  Lin- 
ton, Ind.,  Daily  Citizen.  He  founded  the 
Tri-County  News  in  1981. 


Jane  Stegemiller 
Print  (Series) 

Jane  Stegemiller,  medical/health 
reporter  for  The  Indianapolis  News  since 
1981,  received  the  ISMA  award  for  her 
informative  series  on  “Health  Care  for 
the  Poor.”  Her  series  of  10  articles 
published  over  five  days  was  written  after 
interviews  with  52  people  during  five 
months  of  research. 

The  series  provided  a detailed  look  at 
the  history  of  the  nation’s  health  aid  pro- 
grams, and  a careful  examination  of  the 
current  debate  over  who  is  responsible  for 
the  poor  and  how  to  finance  their  health 
care.  Also  examined  were  the  local  and 
national  roles  of  government,  medical 
care  providers  and  individual 
responsibility. 

This  is  the  third  consecutive  year  that 
Jane  has  won  an  ISMA  journalism 
award.  Last  year  she  was  cited  for  her 
comprehensive  series,  “The  High  Cost  of 
Health  Care,”  and  in  1982  she  received 
the  award  for  a single  story  on  hyper- 
tension. 

Jane,  whose  hometown  is  Indianapolis, 
was  graduated  from  DePauw  University 
summa  cum  laude  in  1979  with  a degree 
in  English  literature.  She  has  previously 
won  journalism  awards  from  United 
Press  International,  the  National  Hear- 
ing Association  and  the  American  Lung 
Association. 
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PHYSICIANS’  DIRECTORY 


CARDIOLOGY 


INDIANAPOLIS  CARDIOLOGY  ASSOCIATES,  INC. 

Robert  E.  Edmands,  M.D.  Abdel  A.  Zeni,  M.D. 

Samuel  M.  Hazlett  III,  M.D.  Don  B.  Ziperman,  M.D.,  F.A.C.C. 

CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 

1315  North  Arlington  Avenue 
Suite  tt  1 00 

Indianapolis,  Indiana  46219 

(317)  359-3501  PHYSICIAN  REFERRAL  ONLY 


1 500  Albany  Street 
Suite  #912 

Beech  Grove,  Indiana  46107 
(31  7)  786-921  1 


PERIPHERAL 

COLON  AND  RECTAL 

VASCULAR  SURGERY 

SURGERY 

AUSTIN  L.  GARDNER,  M.  D.,  F.A.C.S. 
MALCOLM  B.  HERRING,  M.  D.,  F.A.C.S. 

AND 

DANIEL  R.  LeGRAND,  M.D. 

ARE  PLEASED  TO  ANNOUNCE  THE  ASSOCIATION  OF 

DAVID  L.  MADISON,  M.D. 

FOR  THE  PRACTICE  OF 
VASCULAR  SURGERY 


AT 

8402  HARCOURT  ROAD,  SUITE  613 


INDIANAPOLIS,  INDIANA  46260 
OFFICE  HOURS  BY  APPOINTMENT 
TELEPHONE  (31  7)  872-4129 


W.  M.  KENDRICK,  M.D. 

G.  A.  DONNALLY,  M.D. 

R.  JAMES  WILSON,  M.D. 

Certified:  International  Board  of  Proctology 

Practice  limited  to  Colonscopy, 

Treatment  and  Surgery  of  Rectal  Diseases 

Kendrick  Memorial  Hospital,  Inc. 
Mooresville,  Indiana 
Tel:  317-831-1160 

(JCAH  Accredited) 
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PLASTIC  SURGERY 

ALCOHOLISM 

TREATMENT 

PLASTIC  & HAND  SURGERY  CLINIC,  INC. 

1944  N.  Capitol  Ave.  Indianapolis  46202 

“An  office  surgery  facility” 

HAROON  M.  QAZI,  M.D.,  F.A.C.S. 
Diplomate,  American  Board  of  Plastic  Surgery 
Phone:  317-923-4822 317-926-3466 


PSYCHIATRY 


Davis  Psychiatric  Clinic,  Inc. 

1431  North  Delaware  Street 
Indianapolis,  Indiana  46202 
317/634-9930 

James  R.  Davis,  M.D.  R.  Peter  Mohlman,  M.D. 

Larry  M.  Davis,  M.D.  George  McAfee,  M.D. 

Comprehensive  Child,  Adolescent,  Adult  Psychiatry 
Sexual  Therapy,  Crisis  Intervention 
Alcohol  and  Substance  Abuse 

Emergency  Psychiatric  Availability  24  Hours  a Day 


JOHN  J.  SAALWAECHTER,  M.D. 
BEN  H.  PARK,  M.D. 

RITCHIE  COONS,  M.D. 

DAVID  L.  PHILLIPS,  M.D. 
MICHAEL  J.  CHADWICK,  M.D. 
DAVID  L.  GREGORY,  M.D. 
JAMES  R.  DAVIS,  M.D. 

LARRY  M.  DAVIS,  M.D. 

Individualized  Treatment 
for  Alcoholism/Drugs 
Men  — Women  — Adolescents 


1711  Lafayette  Avenue 
Lebanon,  Indiana  46052 
(317)  482-3711 

2223  Poshard  Drive 
Columbus,  Indiana  47202 
(812)  376-1711 

8925  N.  Meridian  St. 
Indianapolis,  Indiana  46260 
(317)  848-7666 


4333  E.  Third  St. 
Bloomington,  Indiana  47401 
(812)  333-3012 


428  S.  Washington  St. 
Suite  347 

Marion,  Indiana  46952 
(317)  668-7067 


OPHTHALMOLOGY 


George  E.  Waters,  Jr.,  M.D. 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 
9100  Meridian  Square 

50  East  91st  Street  Indianapolis,  Indiana  46240 

317-844-6180 


Douglas  Bullington,  M.D. 

Program  Director 


COUNTERPOINT  CENTER 

at  Valle  Vista  Hospital 
898  E.  Main  Street 
Greenwood,  IN  46142 
317/887-1348 


• Free  evaluation  and  intervention 

• Adult  & Adolescent  Treatment  Services 

• 24  hours-a-day 
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CARDIOLOGY 

DIAGNOSTIC  AND  INTERVENTIONAL 


WILLIAM  K.  NASSER,  M.D. 

MICHAEL  L.  SMITH,  M.D.  DENNIS  K.  DICKOS,  M.D. 

CASS  A.  PINKERTON,  M.D.  JOHN  D.  SLACK,  M.D. 

JAMES  W.  VAN  TASSEL,  M.D.  CHARLES  M.  ORR,  M.D. 

JANE  HOWARD,  M.D. 


CARDIOLOGY  AND  CARDIAC  CATHETERIZATION 
ECHOCARDIOGRAPHY 
EXERCISE  STRESS  TESTING 
CORONARY  ANGIOPLASTY 
NUCLEAR  CARDIOLOGY 
PACEMAKER  SURVEILLANCE 
HOLTER  MONITORING 


ST.  VINCENT  PROFESSIONAL  BUILDING 

SUITE  413 

8402  HARCOURT  ROAD 
INDIANAPOLIS,  INDIANA  46260 


TELEPHONE  (317)  875-9316 
PHYSICIAN  (TOLL-FREE)  800-732-1482 

REFERRAL  ONLY  DAY  OR  NIGHT 
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INTERNAL  MEDICINE 

CLINICAL,  ANATOMIC 
PATHOLOGY 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  FACP 
George  W.  Applegate,  M.D. 
Charles  B.  Carter,  M.D. 


Theodore  F.  Hegeman,  M.D. 
Douglas  F.  Johnstone,  M.D. 
Wendy  L.  Kindig.  M.D. 


William  H.  Dick,  M.D..  FACP  LeRoy  H.  King,  Jr.,  M.D.,  FACP 

Mary  A.  Margolis,  M.D. 

1633  N.  Capitol,  #722,  Indianapolis  46202  Ph:  317-926-0757 

By  Physician  Referral 

Answering  Service  926-3466 

CLINICAL  NEPHROLOGY,  RENAL  TRANSPLANTATION,  HEMO- 
DIALYSIS, PERITONEAL  DIALYSIS,  HYPERTENSION,  FLUID  AND 
ELECTROLYTE  IMBALANCE,  CRITICAL  CARE. 


MERIDIAN  MEDICAL  GROUP,  INC. 

3130  North  Meridian  Street 

P.  O.  Box  88273 

Indianapolis, 

Indiana  46208 

(317)  927-1221 

CARDIOLOGY 

INTERNAL  MEDICINE 

Richard  M.  Nay.  M.D. 

927-1212 

Hunter  A.  Soper,  M.D. 

927-1253 

Warren  E.  Coggeshall,  M.D 

927-1217 

Douglas  H.  White,  Jr.,  M.D. 

927-1256 

Richard  R.  Schumacher,  M.D.927-1247 

B T Maxam,  M.D. 

927-1239 

Martin  R See,  M.D 

927-1299 

Michael  B DuBois,  M.D 

GERIATRICS 

927-1222 

GASTROENTEROLOGY 

Patricia  K.  Hendershot.  M.D 

927-1240 

Robert  D.  Pickett,  M.D. 

927-1242 

Douglas  J Moeller,  M.D 

927- '278 

Lee  G.  Jordan.  M.D. 

927-1263 

Timothy  J Story,  M.D 

927-1268 

Martin  P.  Meisenheimer,  M.D. 927-1220 

John  F.  Schaefer,  Jr.,  M.D. 

927-1300 

John  C.  Kohne,  M.D. 

927-1295 

METABOLISM  & 

ENDOCRINOLOGY 

HEMATOLOGY-ONCOLOGY 

William  M.  Holland,  M.D 

927-1235 

James  E.  Schroeder,  M.D. 

927-1245 

Frank  A.  Workman,  M.D, 

927-1269 

NEUROLOGY 

EEG  & EMG  LAB 

INFECTIOUS  DISEASES 

Norman  W.  Oestrike,  M.D. 

927-1359 

Michael  Zeckel,  M.D 

927-1273 

Charles  E Rehn,  M.D 

927-1377 

Thomas  G.  Slama,  M.D  .8424  Naab  Road 

John  R.  Scott,  M.D. 

927-1350 

Robert  L.  Baker,  M.D. 

927-1283 

Bradford  R.  Hale,  M.D. 

PEDIATRICS 

927-1274 

PULMONARY  DISEASES 

Robert  J.  Alonso,  M.D. 

927-1340 

Michael  R.  Niemeier,  M.D. 

927-1310 

Michael  W French,  M.D 

927-1343 

The  Medical  Laboratory 

of  Drs.  Thornton  - Haymond  - Costin-  Buehl 
Bolinger  - Warner  - McGovern  - McClure  - Hooker 

5940  West  Raymond  Street,  Indianapolis,  Indiana  46241 

Phone:  (317)  248-2448 

COMPLETE  LABORATORY  SERVICES 

Serving  Indiana  Since  1947 

• MICROBIOLOGY 

• SEROLOGY 

• CHEMISTRY 

• SURGICAL  PATHOLOGY 

• HEMATOLOGY 

• COAGULATION 

• FORENSIC 

• CYTOLOGY 

• EKG 

• VETERINARY  PATHOLOGY 

• TOXICOLOGY 

• COURIER  SERVICES 


CLINICAL  AND  ANATOMIC  PATHOLOGY 

Central  Testing  Facility: 

5940  W.  Raymond  St. 

For  information  and  details  phone 
248-2448 


RHINOLOGY 


By  appointment  only  3 1 7-359-9636 

CARL  B.  SPUTH,  M.D. 

Diseases  & Surgery  of  Nose  & Sinuses 
Plastic  Surgery  of  the  Nose 
Nasal  Allergy,  Rhinomanometry 
5506  E.  16th  St.  Indianapolis  46218 


December  1 984 
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MEMORIAL  CLINIC  OF  INDIANAPOLIS 

3266  North  Meridian  Street 
P.O.  Box  88380 
Indianapolis,  Indiana  46208 


Joseph  E.  Walther,  M.D. 

Medical  Director 

CARDIOLOGY/ELECTROPHYSIOLOGY 

Peter  R.  Foster,  M.D. 

John  R.  Kindig,  M.D. 

Michael  E.  Lapp,  M.D. 

Douglas  E.  Pitts,  M.D. 

HEMATOLOGY-ONCOLOGY 

Fred  0.  Butler,  M.D. 

Raymond  E.  Markham,  Jr.,  M.D. 

INTERNAL  MEDICINE 

Harold  F.  Burdette,  M.D. 

Robert  Flanders,  Jr.,  M.D. 

Bruce  M.  Goens,  M.D. 

Thomas  L.  Hutchinson,  M.D. 

Thomas  J.  Petrin,  M.D. 

Stephen  H.  Pollom,  M.D. 

Gregory  A.  Spurgin,  M.D. 

SURGERY 

Jerremy  M.  Ramp,  M.D. 


SATELLITE  OFFICES: 

3850  Shore  Drive,  Suite  205 
495  Westfield  Road,  Noblesville 
8424  Naab  Road,  Suite  1 -J 
1604  N.  Capitol  Avenue 
5502  E.  16th  Street,  Suite  35 
202  Meadows  Drive,  Danville 


FOR  ALL  OFFICES  CALL  (317)  924-6131 
BY  APPOINTMENT  ONLY 


Raymond  A.  Carucci 
Executive  Director 

GASTROENTEROLOGY 

Robert  H.  Bishop,  M.D. 

W.  Michael  McCune,  M.D. 

Robert  J.  Whitmore,  M.D. 

INFECTIOUS  DISEASES 

Scott  C.  Bruins,  M.D. 

PULMONARY/ALLERGY/CRITICAL  CARE 

David  B.  Cook,  M.D. 

Ramon  S.  Dunkin,  M.D. 

Mason  R.  Goodman,  M.D. 

Douglas  J.  Horton,  M.D. 

Barton  J.  Rusk,  M.D. 

Robert  A.  Strawbridge,  M.D. 

Frederick  A.  Tolle,  M.D. 

RADIOLOGY 

Norman  D.  Gardner,  M.D. 

NUCLEAR  CARDIOLOGY/MEDICINE 

James  D.  Schroering,  M.D. 

Ronald  I.  Veatch,  M.D. 
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ONCOLOGY— HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


Byram  Gates  Middleton  House, 
listed  on  the  National  Registry  of  Historic  Places 

1828  North  Illinois  Street 
Indianapolis,  Indiana  46202 


Laurence  H.  Bates,  M.D., 
William  M.  Dugan,  Jr.,  M.D., 
Redmond  P.  Hogan,  III,  M.D., 
Deborah  S.  Provisor,  M.D., 
Gregory  W.  Smith,  M.D. 

ADULT  AND  PEDIATRIC 
ONCOLOGY • HEMATOLOGY 

Telephone  317-927-5770  24  hours 
Appointments:  317-927-5774 

TOLL  FREE:  1-800-ONC-HEME 
(662-4363) 

Physician  Referral  Only 


Attention  Indiana  Physicians 


The  Physicians’  Directory  is  the  most  ethical 
and  professional  method  of  announcing  specialty 
practice.  It  is  also  the  most  effective  medium  for 
listing  office  location,  office  hours,  and  telephone 
number  for  the  convenience  of  colleagues  in 
referring  patients. 

The  title  of  diplomate  of  a specialty  examin- 
ing board,  a requirement  for  admission  to  the 
Directory,  offers  its  assurance  of  qualifications, 
whether  listed  or  not. 


Family  physicians  may  announce  office 
schedules  that  are  reciprocally  staggered  in 
order  to  provide  access  to  evening  and  weekend 
and  holiday  medical  service. 

In  addition  to  providing  benefits  to  physicians, 
the  Directory  is  a practical  means  of  providing 
financial  support  for  Indiana  Medicine. 

All  diplomates  of  the  ISMA  are  invited  to  enter 
a professional  card  in  the  Directory. 
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MERIDIAN  OTOLOGY  LAB 

Is  Pleased  to  Announce  the  Opening 
of  our  New  Office  Providing 
""Complete  Audiometric  Evaluations 
""Hearing  Aid  Evaluations  and  Dispensing 
"Brainstem  Auditory  Evoked  Response 
""Visual  Evoked  Response 
* Electronystagmography 

Richard  Kurtz,  M.D.  Jack  Summerlin,  M.I). 
Kathleen  Corbin,  M.A.,  CCC-A 
Audiologist 

3266  N.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  (317)  925-7077 


What  do  you  say  when 
all  signs  point  to 

ALCOHOLISM  OR  DRUG  ABUSE? 

The  safe  thing  to  say  is  Fairbanks  Hospital,  an 
accredited  medical  institution  serving  Indiana  since 
1 945.  Services  include  inpatient  and  outpatient  care, 
consultation  on  your  patient  by  Fairbanks  medical 
staff,  professional  intervention  assistance,  proven 
adolescent  as  well  as  adult  treatment  programs.  A 
phone  call  to  Fairbanks  can  be  The  Turning  Point  for 
your  patient. 


FAIRBANKS 

HOSPITAL 

The  Turning  Point 


8102  Clearvista  Parkway,  Indianapolis,  IN  46256 
(317)  849-8222 
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THE  INDIANA  STATE  MEDICAL  ASSOCIATION 


OFFICERS 

President — Lawrence  E.  Allen,  Anderson 
Pres-elect — Paul  Siebenmorgen,  Terre  Haute 
Immed  Past  Pres— George  T.  Lukemeyer,  Indpls 
Executive  Director — Donald  F.  Foy,  Indpls 
Treasurer — George  H.  Rawls,  Indpls 
Asst  Treas — Max  Wesemann,  Franklin 
Speaker— Shirley  T.  Khalouf,  Marion 
Vice  Speaker — Fred  W.  Dahling,  New  Haven 


EXECUTIVE  COMMITTEE 

•Lawrence  E.  Allen,  Anderson 
Paul  Siebenmorgen,  Terre  Haute 
George  T.  Lukemeyer,  Indpls 
George  H.  Rawls,  Indpls 
Max  Wesemann,  Franklin 
Shirley  T.  Khalouf,  Marion 
Fred  W.  Dahling,  New  Haven 
John  D.  MacDougall,  Beech  Grove 
Davis  W.  Ellis,  Rushville 
Mark  M.  Bevers,  Seymour 


TRUSTEES  (Terms  end  in  October) 

District 

1 —  E.  DeVerre  Gourieux,  Evansville  (1986) 

2 —  Ralph  W.  Stewart,  Vincennes  (1987) 

3 —  Richard  G.  Huber,  Bedford  (1985) 

4 —  Mark  M.  Bevers,  Seymour  (1986) 

5 —  Benny  Ko,  Terre  Haute  (1987) 

6 —  Davis  W.  Ellis,  Rushville  (1985) 

*7 — John  D.  MacDougall,  Beech  Grove  (1986) 

7 —  William  H.  Beeson,  Indianapolis  (1987) 

8 —  William  C.  VanNess  II,  Summitville  (1987) 

9 —  Max  N.  Hoffman,  Covington  (1985) 

10 —  Charles  D.  Egnatz,  Schererville  (1986) 

11 —  Edward  L.  Langston,  Flora  (1987) 

12 —  Michael  O.  Mellinger,  LaGrange  (1985) 

13 —  John  W.  Luce,  Michigan  City  (1986) 


•Chairman 


ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 —  Wallace  M.  Adye,  Evansville  (1985) 

2 —  Paul  J.  Wenzler,  Bloomington  (1986) 

3 —  Thomas  A.  Neathamer,  Jeffersonville  (1986) 

4 —  William  E.  Cooper,  Columbus  (1985) 

5 —  Fred  E.  Haggerty,  Greencastle  (1985) 

6 —  Clarence  G.  Clarkson,  Richmond  (1986) 

7 —  Donna  J.  Meade,  Indianapolis  (1985) 

7 —  Garry  L.  Bolinger,  Indianapolis  (1985) 

8 —  Douglas  A.  Triplett,  Muncie  (1985) 

9 —  R.  Adrian  Lanning,  Noblesville  (1986) 

10 —  Walfred  A.  Nelson,  Gary  (1985) 

11 —  Jack  W.  Higgins,  Kokomo  (1986) 

12 —  Thomas  A.  Felger,  Fort  Wayne  (1986) 

13 —  Steven  M.  Yoder,  Goshen  (1985) 


AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1985) 
Peter  R.  Petrich,  Attica  (1985) 

Thomas  C.  Tyrrell,  Hammond  (1985) 
Everett  E.  Bickers,  FLoyds  Knobs  (1986) 
Malcolm  O.  Scamahorn,  Pittsboro  (1986) 
Gilbert  M.  Wilhelmus,  Evansville  (1986) 


AMA  ALT.  DELEGATES  (Terms  end  Dec.  31) 

Martin  J.  O’Neill,  Valparaiso  (1985) 

Arvine  G.  Popplewell,  Indianapolis  (1985) 
Vincent  J.  Santare,  Munster  (1985) 

Alvin  J.  Haley,  Carmel  (1986) 

John  A.  Knote,  Lafayette  (1986) 

Robert  M.  Seibel,  Nashville  (1986) 


DISTRICT  OFFICERS  AND  MEETINGS 

1 —  Pres:  Donald  R.  Elder,  Evansville 
Secy:  Gary  L.  Beck,  Evansville 
Annual  Meeting: 

2 —  Pres:  William  D.  Cutshall.  Bloomington 
Secy:  Dwight  L.  Stauffer,  Bloomington 
Annual  Meeting:  Aug.  30,  1984,  Washington 

3 —  Pres:  W'allace  Johnson,  Bedford 
Secy:  Richard  G.  Huber,  Bedford 
Annual  Meeting: 

4 —  Pres:  William  E.  Cooper,  Columbus 
Secy:  Kenneth  D.  Schneider,  Columbus 
Annual  Meeting: 

5 —  Pres:  Michael  S.  McCrea,  Terre  Haute 
Secy:  Peggy  Sankey  Swaim,  Rockville 
Annual  Meeting:  Sept.  5,  1984,  Greencastle 

6 —  Pres:  Dean  Felker,  Greenfield 
Secy:  Douglas  Morrell,  Rushville 
Annual  Meeting: 

7 —  Pres:  Hugh  K.  Andrews,  Franklin 
Secy:  Malcolm  O.  Scamahorn,  Pittsboro 
Annual  Meeting:  Aug.  1984,  Indianapolis 

8 —  Pres:  Charles  W.  Bartholome,  Muncie 
Secy:  Stephen  R.  Miller,  Muncie 
Annual  Meeting:  June  5,  1985,  Muncie 

9 —  Pres:  James  Balvich,  Monticello 
Secy:  David  A.  Shapiro,  Monticello 
Annual  Meeting:  June  12,  1985,  Monticello 

10 —  Pres:  Robert  J.  Bills,  Merrillville 
Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  1985 

11 —  Pres:  Michael  A.  Shirley,  Kokomo 
Secy:  Fred  Poehler,  LaFontaine 
Annual  Meeting:  Sept.  18,  1985,  Kokomo 

12 —  Pres:  Antonio  B.  Donesa,  Fort  Wayne 
Secy:  Mark  S.  Souder,  Auburn 

Annual  Meeting:  Sept.  19,  1985,  Fort  Wayne 

13 —  Pres:  Ben  Ticsay,  Michigan  City 
Secy:  Michael  Thomas,  Elkhart 

Annual  Meeting:  Sept.  11,  1985,  Michigan  City 


COMMISSION  CHAIRMEN 

Constitution  & Bylaws 
Lloyd  L.  Hill,  Peru 
Legislation 

Edward  L.  Langston,  Flora 
Physician  Impairment 

Larry  M.  Davis,  Indianapolis 
Public  Relations 

John  V.  Osborne,  Muncie 
Medical  Services 

John  D.  MacDougall,  Indianapolis 
Convention  Arrangements 

Garry  L.  Bolinger,  Indianapolis 
Medical  Education 

Franklin  A.  Bryan,  Fort  Wayne 
Sports  Medicine 
Gary  Prah,  Lafayette 


COMMITTEE  CHAIRMEN 

Negotiations 

Hebert  C.  Khalouf,  Marion 
Medical  Education  Fund 
John  W.  Beeler,  Indianapolis 
Grievance 

G.  Beach  Gattman,  Elkhart 
Future  Planning 
W.C.  Van  Ness  II,  Alexandria 
Medico-Legal 

John  W.  Beeler,  Indianapolis 
Indiana  Medical  Foundation 
Frank  B.  Ramsey,  Indianapolis 
Reduce  Drunk  Driving 
Michael  DuBois,  Indianapolis 
Geriatrics 

Bill  Martz,  Brownsburg 


SECTION  OFFICERS 
ALLERGY 
Chmn: 

Secy: 

ANESTHESIOLOGY 
Chmn:  Steven  R.  Young,  Carmel 

Secy:  Donald  L.  Weninger,  Michigan  City 

CUTANEOUS  MEDICINE 
Chmn:  Alan  Gilbert,  Fort  Wayne 

Secy:  Donald  Smith,  South  Bend 

DIRECTORS  OF  MEDICAL  EDUCATION 
Chmn:  Robert  B.  Chevalier,  Beech  Grove 

Secy:  Thomas  P.  Dunfee,  South  Bend 

EMERGENCY  MEDICINE 
Chmn:  John  C.  Johnson,  Crown  Point 

Secy:  Clark  McClure,  Valparaiso 
FAMILY  PRACTICE 
Chmn:  Bernard  J.  Emkes,  Indianapolis 

Secy:  William  C.  Spence,  Knightstown 

INTERNAL  MEDICINE 
Chmn:  Ramon  S.  Dunkin,  Indianapolis 
Secy:  Robert  L.  Rudesill,  Indianapolis 
MEDICAL  DIRECTORS  & STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Chmn:  Hugh  K.  J’hatcher,  Indianapolis 

Secy:  Ivan  T.  Lindgren,  Aurora 

NEUROLOGY 

Chmn:  Charles  A.  Bonsett,  Indianapolis  (Pro-Tern) 

Secy: 

NEUROLOGICAL  SURGERY 
Chmn:  Daniel  F.  Cooper,  Indianapolis 
Secy:  Marvin  R.  Bernard,  Merrillville 
NUCLEAR  MEDICINE 
Chmn:  Glenn  B.  Mather,  Bloomington 

Secy:  Miguel  B.  Dizon,  Indianapolis 

OBSTETRICS  & GYNECOLOGY 
Chmn:  J.  Robert  Stanley,  Muncie 

Secy:  William  E.  Graham,  Fort  Wayne 
OPHTHALMOLOGY 
Chmn:  Forrest  Ellis,  Indianapolis 

Secy:  Gerald  Keener,  Indianapolis 

ORTHOPAEDIC  SURGERY 
Chmn:  Ben  Woodward,  Evansville 

Secy:  Wade  Rademacher,  Beech  Grove 

OTOLARYNGOLOGY.  HEAD  & NECK 
SURGERY 

Chmn:  J.  William  Wright  III,  Indianapolis 

Secy:  Richard  T.  Miyamoto,  Indianapolis 

PATHOLOGY  & FORENSIC  MEDICINE 
Chmn:  Calvin  N.  Steussy,  New  Castle 
Secy:  Arthur  C.  Jay,  Lebanon 
PEDIATRICS 

Chmn:  Robert  M.  Sweeney,  South  Bend 

Secy:  Kenneth  C.  Castor,  Fort  Wayne 
PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
Chmn:  Joseph  D.  Richardson,  Rochester 
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GENERAL  INTERNIST- Opportunity  for  tenancy  in 
multi-specialty  clinic  in  northern  Indiana.  Partner 
ship  possibility  available.  Call  Thomas  Covey, 
M.D.,  for  details- (21 9)  462-4167. 

VACATION  on  beautiful  Sanibel  Island,  Florida 

Luxury,  Gulf-front  2-bedroom,  2-bath  condo 
w/pool,  tennis  courts  and  BBQ  facilities.  Seasonal 
rates.  Contact  M.  Evans— (312)  361-4742. 

FOR  SALE-FP  practice  in  S.E.  IN.  3,000  charts, 
grossing  $357,000,  Expandible,  15%  Industrial 
Medicine.  For  complete  appraisal  call/write  RH 
Medical  Group,  1 2651  Briar  Forest  #180, 
Houston,  TX  77077-1713)  496-7777. 

FOR  SALE -Established  FP  practice  in  northern  IN. 
1 ,800  charts,  grossing  $1 75,000.  Easily  expan- 
dible. For  complete  appraisal  call/write  RH  Medical 
Group,  12651  Briar  Forest  #180,  Houston,  TX 
77077-171  3)  496-7777. 

FAMILY  PRACTICE  PHYSICIAN  wanted  for 
diagnosis,  treatment  and  patient  care  in  all  areas 
of  family  medicine.  Requires  M.D.  degree  in 
Medicine  and  one  year  training  as  a Medical  Intern. 
$60,320  per  year;  40  hours  per  week.  Send 
resume  with  Social  Security  number  to  the  Indiana 
State  Employment  Service,  10  N.  Senate  Ave., 
Indianapolis,  Ind.  46204.  Attention  W.F. 
Shepherd,  I.D.  #3012646. 

MEDICAL  DIRECTOR  - Opportunity  for  physician 
with  experience  in  medical  group  practice  ad- 
ministration to  join  established  HMO  in  Madison, 
Wisconsin.  Group  Health  serves  29,000  patients 
with  its  staff  of  20  physicians  and  total  staff  of 
180.  Excellent  salary  and  benefit  program.  This 
represents  a rewarding  opportunity  to  develop  or 
progress  your  career  in  medical  administration. 
Contact:  John  Mueller,  Group  Health 

Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-41  56. 

FOR  SALE:  50  wooded,  rolling  acres.  86th  St.  and 
Lafayette  Road,  Indianapolis.  10  minutes  from 
downtown  and  St.  Vincent  Hospital.  Contact 
Russell  Fortune  III,  (31  7)  635-271  1 or  (317) 
255-9060. 


GENERAL/FAMILY  PRACTITIONERS  If  you  are 

looking  for  an  opportunity  to  be  in  the  forefront 
of  medical  care,  practice  preventive  medicine, 
work  with  other  innovative  professionals,  and  earn 
a comfortable  living  in  pleasant  surroundings,  send 
your  curriculum  vitae  to  Physician  Placement 
Dept-25.  An  equal  opportunity  employer.  CIGNA 
Healthplans  of  California,  700  N.  Brand  Blvd. , Ste 
500,  Glendale,  CA  91203. 

EMERGENCY  MEDICINE  - 38 ,000-visit  ED  with 
active  Trauma  Program  in  college  community 
needs  two  full-time,  experienced  emergency 
physicians.  450-bed  hospital.  Affiliated  helicopter 
program.  Send  CV  or  call  John  C.  Johnson,  M.D., 
FACEP,  P.O.  6858,  Valparaiso,  Ind. 
46383  — (21  9)  465  7356. 

HOUSE  FOR  SALE:  Meridian  Hills,  Indianapolis. 
4BR,  4 Baths,  3-car  garage.  1 'h  acres.  Breath- 
taking quality-open  concept-marble-glass-sauna. 
Near  club.  $285,000.  Call  E.  Kramer,  Century  21 
Boyd  — (31  7)  251-1606  or  843-1700. 

MEDICAL  DIRECTOR-lmmediate  opening  for  full- 
time Medical  Director  of  a developing  community 
mental  health  center  west  of  Indianapolis;  special- 
ty in  psychiatry,  Board-eligible,  preferably  Board- 
certified,  post-residency  experience  required.  Con- 
tact John  L.  Clodfelter,  Ph.D.,  Director,  Outpatient 
Services,  Cummins  Mental  Health  Center,  P.O. 
Box  158,  Danville,  Ind.  461  22-1317) 
745-5419. 

RENT  LUXURIOUS  FLORIDA  condominium  Hut- 
chinson Island,  Two  bedroom,  two  bath.  Golf,  ten- 
nis, pool,  private  beach.  Call  Tom  Stayton,  (31  7) 
636-4535. 

OB/GYN  -Group  Health  Cooperative  has  1984 
opening  for  Board  certified/eligible  obstetrician 
and  gynecologist.  GHC  is  an  established,  rapidly 
expanding  HMO.  Staff  enjoy  a stable  salary  plus 
excellent  benefit  program  including  5-6  weeks  of 
time  off  plus  $3,000  CME  funding.  Madison  is 
a city  of  200,000  population;  University  of 
Wisconsin;  and  4 lakes.  Contact:  John  Mueller, 
Group  Health  Cooperative,  1 South  Park  St., 
Madison,  Wisconsin  5371  5 — (608)  251-41  56. 


FAMILY  PRACTICE -Rapidly  expanding  staff 
model  HMO  in  Madison,  Wisconsin,  has  oppor- 
tunities for  additional  family  practice  physicians. 
Competitive  salary  with  excellent  benefits  and  at- 
tractive practice  setting.  GHC  is  an  established, 
rapidly  growing  HMO  serving  29,000  patients. 
Current  staff  totals  1 80  employees,  including  20 
physicians.  Contact:  John  Mueller,  Group  Health 
Cooperative,  1 South  Park  St.,  Madison,  Wiscon- 
sin 5371  5-1608)  251-4156. 

EMERGENCY  CENTER  PHYSICIAN-Expanding 

group  of  minor  emergency  centers  in  southern  In- 
diana. Prefer  experience  in  Family  Practice  or 
Emergency  Medicine.  Salary  and  benefits  com- 
petitive. Reply  in  confidence  to:  INDE,  Box  1631, 
Marion,  IN  46952. 

CARDIOLOGIST:  Opportunity  to  practice  cardiol- 
ogy with  well  established  practice  conveniently 
located  to  a large  teaching  hospital.  Duties  include 
supervising  and  interpreting  Treadmills,  Holter 
monitors,  2D  and  M-Mode  Echocardiography  per- 
formed in  office,  patient  examinations,  hospital 
rounds  and  cardiac  catheterizations.  Abilities  to 
do  streptokinase  and/or  angioplasty  desirable.  Ex- 
cellent beginning  salary  and  fringe  benefits. 
Located  in  Pennsylvania.  Reply  with  C-V  to  Car- 
diologists, Ltd.,  p.c.,  Mellon  Pavilion,  481  5 Liberty 
Ave.,  Pittsburgh,  PA  15224. 

EMERGENCY  MEDICINE  Position  Available: 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  nor- 
thwestern Indiana.  Contact  Dr.  Daniel  Philipsborn 
at  (312)  248-5557. 

B E.,  B.C.  FAMILY  PRACTITIONER  to  join  a busy 
family  practice  in  Indiana.  Close  to  large  city 
medical  center  20  miles  away.  Send  resume  to 
Dr.  V.  N.  Goel,  296  Hidden  Valley  Drive, 
Lawrenceburg,  Ind.  47025. 

EMERGENCY  MEDICINE  Position  Available. 

Opportunity  for  experienced  Emergency  Physician 
to  join  professional  group  practicing  in  Hobart  and 
Gary,  Indiana.  Contact  Dr.  Cornelius  Arnold  at 
(31  2)  747-71  1 5. 
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INTERNAL  MEDICINE 
ORTHOPEDIC  SURGERY 
OB-GYN 

Solo,  partnership  and  group  opportuni- 
ties available  in  Morth  Carolina,  5outh 
Carolina,  Alabama,  Louisiana  and  Indi- 
ana Financial  and  practice  manage- 
ment support  available  Communities 
range  in  size  from  10,000  to  100,000 
For  more  information,  please  contact 

Dept.  10JD-6 
P.O.  Boh  56829 
Atlanta,  GA  30343 

Equal  Opportunity  Employer  M/F  . 


PHYSICIANS 


ENJOY  the 

freedom  you  deserve 


Christian  Hospital,  a 728-bed  acute  care  regional 
health  care  center  in  suburban  North  St.  Louis 
County,  seeks  physicians  to  staff  our  expanding  epi- 
sodic care  centers  on  a full-jor  part-time  basis.  Take 
advantage  of  an  opportunity  to  use  your  training 
without  continuing  overhead  expenses  or  investment 
capital.  In  addition,  our  staff  scheduling  offers  you 
the  freedom  to  spend  time  with  your  family  or  pursue 
the  recreational  and  cultural  advantages  of  metropol- 
itan St.  Louis. 

The  ideal  candidate  will  be  well  trained  in  Family 
Practice  or  Internal  Medicine 


Along  with  an  excellent  salary  and  compensation 
package,  we  offer  you  the  opportunity  to  join  an 
organization  that  is  on  the  leading  edge  of  the  chang- 
ing health  care  field.  If 


(fi*,, 

g g Physician  Recruiter 
Christian  Hospital  Northeast 

11133  Dunn  Rd  . St  Louis,  MO  63136 


this  unique  opportu- 
nity sounds  interesting 
to  you,  please  call 
(314)  355-2300,  ext. 
5141  (collect)  for  fur- 
ther details. 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F/H 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2510 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drtnking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  ah  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27  541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatl  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361 , 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amreln  R et  al.  Drugs  Exp  Clin 
Res  9( 1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1)  S18-S27.  1982  12.  Kales  A 
et  al  Pharmacology  26  121-137,  1983 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  freguent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  reguiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  tetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  tailing  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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